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Drug  Toxicity 

The  potential  toxicity  of  drugs  has  received 
increasing  attention  in  medical  and  lay  publications 
as  well  as  from  regulatory  bodies  and  even  Con- 
gress. The  emphasis  on  this  aspect  of  drug  therapy 
was  instigated  by  the  widespread  publicity  given 
to  the  thalidomide  episode,  and  has  given  rise  to 
an  alarm  which  at  times  borders  on  hysteria.  That 
drugs  are  capable  of  inducing  harm  as  well  as 
benefits  is  beyond  cavil.  Indeed,  potential  danger 
appears  inherent  in  all  human  advances.  One  need 
only  cite  the  loss  of  life  incurred  by  the  automobile, 
and  the  Sword  of  Damocles  which  nuclear  energy 
has  suspended  over  all  living  matter.  However,  in 
considering  the  toxicity  of  drugs  one  should  not 
lose  sight  of  the  contribution  of  these  agents  to  the 
relief  of  suffering  and  to  human  welfare. 

For  an  objective  evaluation  of  drug  toxicity,  em- 
phasis should  be  placed  on  the  relative  usefulness 
of  a given  drug  as  well  as  on  its  potential  harmful- 
ness. Even  such  benign  and  essential  agents  as 
oxygen  or  water  may  be  harmful  when  used  in- 
advisedly as  therapeutic  agents.  The  former,  for 
example,  can  kill  a patient  if  it  is  administered  for 
treatment  of  cyanosis  and  obvious  deficient  oxy- 
genation when  these  symptoms  result  from  the  loss 
of  sensitivity  to  carbon  dioxide  by  the  respiratory 
center  and  the  dependence  of  respiration  on  a low 
oxygen  tension.  Likewise,  the  injection  of  water  as 
5 percent  dextrose  to  replace  fluid  lost  by  vomiting 
will  accentuate  dehydration  and  maintain  a vicious 
cycle.  Drugs  of  such  established  value  as  digitalis 
are  potentially  lethal  when  used  in  excess.  It  is 
thus  apparent  that  the  potential  toxicity  of  drugs 
must  be  counterbalanced  by  emphasis  on  their  prop- 
er usage.  The  physician  should  be  ever  cognizant  of 
the  potential  dangers  of  his  medications  as  well  as 
of  their  efficacy,  and  balance  the  two  in  determin- 
ing the  desirability  of  taking  the  risk  involved.  He 
should  not  use  ^ir^dpip^yj^^e  to  treat  a headache,  but 
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should  have  no  hesitation  in  risking  its  po- 
tential harm  when  he  needs  an  antipyretic 
for  a patient  with  leukemia.  The  glucocor- 
ticoids should  not  be  used  in  most  patients 
with  rheumatoid  arthritis,  but  should  never 
be  withheld  from  patients  with  pemphigus. 

It  would  be  to  the  disservice  of  humanity 
and  medicine  if  we  allowed  an  imbalanced 
perspective  to  hamper  the  advance  in  drug 
therapy  which  has  characterized  the  present 
century.  Full  knowledge  of  the  drugs  at  his 
disposal  rather  than  restrictive  measures 
controlling  their  use  will  enable  the  physi- 
cian to  derive  the  great  benefits  of  drug 
therapy  while  maintaining  at  a minimum 
the  harm  inherent  in  their  use. 

— Arthur  Grollman,  M.D.,  Dallas. 

REFERENCES 

1.  Grollman,  A.:  Pharmacology  and  Therapeutics:  Textbook 
for  Students  and  Practitioners  of  Medicine  and  Its  Allied  Pro- 
fessions, 5th  ed.,  Philadelphia,  Lea  & Febiger,  1962. 


Reciuiling  Technologists 

Through  the  cooperation  of  the  Texas 
Medical  Association,  the  pathologists  of  Tex- 
as are  endeavoring  to  improve  their  services 
to  the  physicians  of  Texas,  and  to  assist  in 
better  patient  care  for  Texans  by:  (1)  Ex- 
pansion of  professional  guidance,  when  re- 
quested, to  hospitals’  and  physicians’  labora- 
tories; (2)  Establishment  of  consultation 
reference  laboratories  for  Texas  physicians; 
and  (3)  Meeting  the  demand  for  technically 
trained  laboratory  personnel. 

These  are  big  objectives,  requiring  im- 
mediate and  long-term  programs  as  exempli- 
fied by  the  programs  of  the  Texas  Society  of 
Pathologists  in  training  laboratory  person- 
nel. The  backbone  for  such  training  is  the 
AMA-approved  school.  The  American  Socie- 
ty of  Clinical  Pathologists  and  the  American 
Society  of  Medical  Technologists  are  work- 
ing together  to  meet  the  demand  for  more 
technical  laboratory  personnel.  The  state  or- 
ganizations are  also  combining  their  efforts; 
these  include  the  Texas  Medical  Association, 
the  Texas  Society  of  Pathologists,  and  the 
Texas  Society  of  Medical  Technologists. 

Many  different  types  of  training  programs 
are  available — schools  for  medical  technol- 
ogy, M.T.  (ASCP),  requiring  three  years  of 
college  and  one  year  of  training;  schools  for 


laboratory  assistants,  and  schools  for  special 
certification  in  histologic  technique,  H.T. 
(ASCP). 

The  schools  for  laboratory  assistants  are 
less  than  a year  old.  These  graduates  will 
be  able  to  perform  the  simpler  laboratory 
procedures  in  urinalysis,  chemistry,  hema- 
tology, serology,  and  bacteriology,  thereby 
meeting  some  of  the  demands  for  technically 
trained  personnel.  High  school  graduates 
may  become  laboratory  assistants  by  attend- 
ing a one-year  course  in  a hospital  or  lab- 
oratory school  approved  for  such  training 
under  medical  auspices.  Texas  already  has 
two  approved  schools  for  laboratory  assist- 
ants: St.  Mary’s  Hospital  School  of  Labora- 
tory Assistants  in  Galveston,  and  St.  An- 
thony’s Hospital  School  of  Laboratory  As- 
sistants in  Amarillo,  and  other  schools  have 
their  applications  in  process  for  approval. 

The  first  examination  for  certified  labo- 
ratory assistants  was  given  in  October,  1964. 
A three-year  grandfather  clause  permits  ap- 
plicants to  apply  for  examination  without 
having  attended  an  approved  laboratory  as- 
sistants school,  provided  the  applicant: 

1.  Is  a graduate  of  an  accredited  high 
school. 

2.  Has  a minimum  of  three  years  of  ex- 
perience, exclusive  of  a year  of  training,  in 
a clinical  laboratory  under  the  direction  and 
supervision  of  a qualified  pathologist. 

3.  Can  present  certification  by  the  direc- 
tor(s)  and  M.T.  (ASCP)  supervisor(s)  of 
the  candidate’s  experience  and  knowledge. 

4.  Can  present  a recommendation  by  the 
director  and  medical  technologist  now  super- 
vising the  candidate  that  he  be  permitted  to 
take  the  laboratory  assistant  examination. 

Applications  may  be  made  to  Sister  M. 
Rosarii,  M.T.  (AS(5p),  Secretary,  Board  of 
Certified  Laboratory  Assistants,  Little  Com- 
pany of  Mary  Hospital,  Evergreen  Park  42, 
111. 

The  recruitment  of  young  people  for  train- 
ing in  medical  technology  and  the  establish- 
ment of  more  schools  are  long-tenn  objec- 
tives that  require  continuing  efforts.  The 
possibility  of  physicians  underwriting  ex- 
pense of  one  year  of  training  for  a medical 
technologist  (ASCP)  or  a certified  labora- 
tory assistant  in  exchange  for  contract  serv- 
ice is  an  avenue  for  future  investigation. 

The  immediate  programs  that  are  being 
planned  include  seminars  in  different  areas 
of  Texas  for  laboratory  personnel  in  doctors’ 
offices,  clinics,  and  hospitals.  Seminars  have 


2 


Texas  State  Journal  of  Medicine 


been  held  in  Marlin,  Bryan,  and  Corpus 
Christi.  The  backbone  of  this  effort  con- 
sists of  dedicated  medical  technologists  who 
travel,  teach,  and  recruit.  They  are  under 
the  joint  sponsorship  of  the  Texas  Society 
of  Medical  Technologists  and  the  Texas  So- 
ciety of  Pathologists. 

The  pathologists  in  your  locale  will  make 
a sincere  effort  to  give  practical  review  and 
training  for  your  laboratory  personnel  who 
need  refresher  courses  in  complete  blood 
counts  and  other  frequently  used  laboratoiy 
tests.  Further  information  may  be  obtained 
from  your  local  pathologist  or  by  writing  to 
William  T.  Hill,  M.D.,  St.  Luke’s  Episcopal 
Hospital,  Houston  25. 

These  efforts  toward  meeting  the  demands 
for  training  laboratory  personnel  are  in 
process  and  must  be  continued  through  the 
years.  The  physicians  of  Texas  may  not 
realize  how  much  they  can  assist  by  encour- 
aging young  people  to  enter  the  field  of  lab- 
oratory technology.  A word  from  you  today 
may  give  someone  a rewarding  career  in 
medical  technology  tomorrow. 

— Mervin  H.  Grossman,  M.D.,  Dallas, 
President, 

Texas  Society  of  Pathologists,  Inc. 


Many  Contributed  Talents 
In  60  Years  of  Publication 

Soon  the  Texas  State  Journal  of  Medicine 
will  observe  its  60th  anniversary  of  con- 
tinuous publication.  There  have  been  many 
changes  since  July,  1905,  when  the  first  is- 
sue was  brought  forth.  However,  two  things 
remain  unchanged : The  journal  still  is  owned 
and  controlled  by  the  medical  profession, 
and  the  use  which  each  doctor  makes  of  it 
still  determines  its  value. 

Texas  Medicine  owes  a great  debt  to  many 
people  for  their  thoughtful  and  diligent  serv- 
ice. The  Austin  physicians  who  serve  on  the 
Journal  Advisory  Committee  devote  literally 
hundreds  of  hours  to  this  duty ; they  give  up 
entire  evenings  and  weekends,  they  interrupt 
their  professional  work,  and  they  give  gen- 
erously of  their  valuable  knowledge  and 
judgment  in  developing  ambitious  and  for- 
ward-looking plans,  and  in  selecting  articles 
for  publication.  These  doctors  are  only  a 
phone  call  away  from  the  inevitable  prob- 


lems which  only  a physician  can  solve;  they 
have  been  gracious  and  the  staff  is  grateful. 

Other  physicians  throughout  the  state, 
more  than  300  of  them,  serve  as  consultants, 
and  give  of  their  time  to  provide  thorough 
and  responsible  reviews  of  every  article 
which  is  submitted  for  publication.  They 
and  the  Advisory  Committee  members  work 
anonymously  for  the  most  part.  For  these 
men  and  women  there  will  be  no  public 
thanks,  no  credit,  and  no  pay;  occasionally 
their  decisions  will  be  hotly  condemned.  But 
without  them  the  journal  could  not  exist. 

In  one  of  the  first  issues  Editor  Ira  C. 
Chase,  M.D.,  wrote,  “Some  of  our  readers 
have  noticed  that  their  papers  have  been 
through  the  editorial  polisher.  Some  have 
thanked  us,  some  have  not.”  This  still  is 
true,  and  probably  will  remain  so.  Were  it 
not  for  the  authors — their  observations,  re- 
search, and  experience — and  their  willing- 
ness to  write — there  would  be  nothing  to 
publish.  Therefore  we  are  grateful  to  all 
the  authors  who  have  submitted  their  work 
— both  those  who  have  been  pleased  and 
those  who  have  not. 

Special  recognition  is  due  to  the  men  and 
women  who  devote  time  and  talent  to  the 
preparation  of  special  material  such  as  clin- 
icopathologic  conferences,  tumor  seminars, 
special  news  stories,  and  the  medicolegal  and 
drug  notes  columns. 

The  most  important  person  by  far  is  the 
reader — the  person  who  wants  to  be  in- 
formed, pleased,  and  sometimes  amused. 
Suggestions  from  readers  always  are  wel- 
come and,  whether  practicable  or  not,  are 
considered  with  care. 

The  next  60  years  will  bring  changes  of 
which  we  probably  cannot  dream.  Immedi- 
ately, however,  Texas  Medicine  wants  the 
best  articles  that  it  can  get,  and  from  the 
top  authorities  in  every  field.  If  the  ma- 
terial seems  “difficult”  for  the  average  prac- 
titioner, let  him  remember  that  science  is 
difficult  and  becomes  more  complex  every 
day.  However,  complexity  is  no  synonym 
for  confusion,  and  the  editors  will  continue 
to  regard  jargon,  misplaced  modifiers,  over- 
long  sentences,  poor  construction,  and  other 
forms  of  confused  writing  as  obstacles  to 
clarity  which  must  be  removed. 

Plans  are  under  way  to  print  articles  from 
neighboring  countries,  review  articles  on 
subjects  of  current  importance,  and  more 
reports  on  original  research  and  investiga- 
tion being  done  in  Texas  institutions.  There 
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will  be  more  feature  articles  of  general  in- 
terest to  Texas  physicians,  and  more  com- 
plete coverage  of  news  events. 

Texas  Medicine  has  one  purpose : It  serves 
as  a means  of  communication  between  the 
physicians  who  are  members  of  the  Texas 
Medical  Association.  Though  it  may  com- 
municate many  different  things,  it  will  re- 
main a medium,  and  will  be  useful  to  those 
who  make  it  so  by  contributing  to  its  growth 
and  scientific  excellence. 


Enzymology  in  Diagnosis 

T HE  CURRENT  status  of  enzymology  in 
routine  medical  diagnosis  is  confused  but  is 
improving  daily.  As  newer  biochemical 
mechanisms  are  elucidated,  it  becomes  feasi- 
ble to  diagnose  specific  disorders  by  specific 
enzyme  accumulations  in  serum  or  excretion 
in  urine.  The  role  of  enzymology  is  only  be- 
ginning to  reach  its  potential  usefulness. 
The  following  enzymes  are  probably  at  the 
clinical  stage  of  usefulness  at  the  present 
time : 

Aldolase:  Indicated  in  liver  and  muscle 
destruction. 

Amylase:  In  pancreatitis,  pancreatic  tu- 
mors. 

Cholinesterase:  In  toxicology,  especially 
pesticides. 

Creatine  phosphokinase : In  muscle  de- 
struction and  heart  infarction. 

Galactose-l-phosphate  uridyl  transferase : 
In  galactosemia. 

Isocitric  dehydrogenase  (ICDH)  : In  liver 
disease. 

Leucine  aminopeptidase : In  liver,  pan- 
creatic, and  kidney  disease. 

Lipase:  In  pancreatic  disease. 

Lactic  dehydrogenase:  In  heart  disease, 
liver  disease,  and  some  tumors. 

Hydroxybutyric  dehydrogenase:  In  dif- 
ferentiating heart  and  liver  disease. 

Glucose-6-phosphate  dehydrogenase:  In 
normocytic  hemolytic  anemias. 

Phosphohexose  isomerase:  In  metastatic 
tumors,  particularly  from  breast  or 
prostate. 

5-Nucleotidase:  Elevated  in  liver  disease 
but  not  in  skeletal  disease. 

Acid  phosphatase:  In  carcinoma  of  pros- 
tate. 


Alkaline  phosphatase:  In  liver  or  bone 
disease. 

GO  transaminase:  In  muscle  destruction, 
heart  disease,  and  liver  disease. 

GP  transaminase:  Elevated  in  liver  dis- 
ease but  usually  not  in  heart  disease. 

Biochemical  advances  are  making  these 
and  many  other  enzymes  useful  in  the  diag- 
nosis of  pathologic  states.  In  spite  of  the 
difficulty  and  apparent  complexity  of  enzy- 
mology, it  is  apparent  that  many  more  en- 
zyme procedures  will  become  useful,  every- 
day diagnostic  tools  in  the  next  few  years. 
We  therefore  need  to  make  every  effort  to 
correlate  these  newer  procedures  in  many 
abnormal  disease  states,  for  we  will  surely 
be  rewarded  by  increased  information  of 
value  in  the  diagnosis  and  management  of 
sick  patients. 

— G.  J.  Race,  M.D.  ; R.  J.  Speer,  Ph.D. ; 
and  H.  H.  Varon,  M.D.,  Dallas. 


Continuity  of  Care 

The  major  goals  of  practicing  physi- 
cians  are  to  prevent  disease,  preserve  life, 
and  control  organic  impairment.  These  wor- 
thy goals  require  dedicated  interest,  but  those 
of  us  who  work  in  rehabilitation  see  too  many 
patients  who  have  disabilities  that  never 
should  have  happened,  and  too  many  patients 
with  only  minor  impairment  who  consider 
themselves  severely  disabled. 

Some  rehabilitation  experts  believe  that 
about  75  percent  of  their  work  consists  of 
treating  impairment  that  never  should  have 
happened.  While  my  experience  would  not 
indicate  so  high  a percentage,  we  are  spend- 
ing much  time  and  money  on  preventable 
conditions.  “Impairment”  means  an  organic 
change  in  the  structure  or  function  of  some 
part  of  the  body,  but  the  person  as  a whole 
still  functions  well.  “Disability”  is  inter- 
preted as  failure  to  make  satisfactoiy  ad- 
justment to  an  impaii-ment.  This  terminology 
is  introduced  by  Dr.  R.  L.  Bennett  of  Georgia 
Warm  Springs  Foundation,  and  emphasizes 
that  while  impaiiTnent  is  not  always  pre- 
ventable, much  disability  could  be  prevented 
by  early  management  of  the  patient  as  a 
whole,  utilizing  skilled  personnel  to  manage 
the  medical,  social,  vocational,  and  economic 
aspects  of  the  person’s  impairment,  and  pre- 
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vent  as  much  disability  as  possible. 

Physical  therapy  alone  cannot  help  the 
whole  person  with  his  problems.  Even  worse, 
sometimes  only  one  type  of  apparatus  is  used, 
and  it  is  called  physical  therapy.  Since  there 
is  no  legal  definition  for  physical  therapy  in 
Texas,  some  individuals  and  nursing  homes 
advertise  that  they  have  physical  therapy 
when  all  they  have  is  a machine  or  two  and  a 
whirlpool  in  a bathtub,  all  administered  by 
a person  who  has  no  training  in  body  physi- 
ology or  in  tissue  response  to  different  types 
of  treatment.  One  cannot  be  a barber  or  beau- 
tician in  this  state  without  a license,  but  there 
are  no  laws  to  prevent  anyone  from  calling 
himself  a physical  therapist  or  psychologist, 
or  maker  of  braces  and  artificial  limbs.  In 
fact,  there  is  a strong  movement,  sponsored 
mainly  by  chiropractors,  to  get  recognition 
for  “physical  therapists”  who  have  had  no 
training,  and  by  force  of  numbers  they  are 
seemingly  successful. 

Rehabilitation  care  should  begin  as  soon  as 
a patient  is  expected  to  survive.  Specialists 
in  physical  medicine  and  therapists  are  not 
needed  at  this  stage,  but  proper  nursing  care 
is  needed  to  prevent  contractures  and  de- 
formities and  to  maintain  muscle  strength 
and  coordination.  This  requires  but  a few 
minutes  a day,  and  can  generally  be  done 
while  giving  a bath,  getting  the  patient  up  to 
sit  or  stand,  or  during  feeding.  This  can  pre- 
vent weeks  of  later  work  with  expensive  per- 
sonnel and  equipment. 

As  soon  as  possible,  one  member  of  the 
family  should  be  taught  how  to  do  these  pro- 
cedures, so  that  when  the  patient  goes  home 
the  program  of  prevention  will  continue.  A 
hemiplegic  patient’s  first  day  at  home  is  a 
difficult  time  for  the  family  and  the  patient, 
and  those  who  have  been  trained  are  grateful 
for  their  ability  to  manage  the  patient.  Also, 
such  patients  come  to  rehabilitation  services 
sooner,  and  instead  of  trying  to  work  out 
contractures  the  rehabilitation  team  can  pro- 
ceed without  delay  into  more  useful  areas  of 
self-help  and  vocational  return. 

During  the  rehabilitation  phase,  the  family 
physician  sets  the  limits  of  activity,  gives  re- 
quired medication,  and  receives  reports  from 
the  rehabilitation  team  as  to  the  progress  of 
his  patient.  He  is  welcome  to  participate  in 
the  staff  conferences  when  his  patient  is  dis- 
cussed. 

In  the  July  12,  1958,  issue  of  JAMA,  there 
is  an  article  entitled  “What  Does  the  Doctor 
Do?  Much.  What  Does  the  Patient  Want? 


More.”  The  impressive  statistics  of  increas- 
ing life  span  are  of  little  value  unless  that 
life  has  some  meaning  and  some  goals.  Phy- 
sicians, busy  doing  “miracle”  work,  can  help 
plan  for  the  extended  years  by  using  to  good 
advantage  the  services  of  trained  therapists 
(physical,  occupational,  speech),  social  work- 
ers, psychologists,  and  vocational  counselors. 

We  physicians  have  brought  these  prob- 
lems upon  ourselves  by  dedicated  research 
and  discovery,  and  the  “consumers”  of  medi- 
cine are  demanding  an  answer  from  the  phy- 
sician as  to  what  they  can  expect  next.  Let 
us  be  just  as  dedicated  in  providing  the  pa- 
tient with  ample  reason  to  be  grateful  for  the 
added  years. 

— David  Hoehn,  M.D.,  Fort  Worth, 
President,  Texas  Physical  Medicine 
and  Rehabilitation  Society. 


Vituses  and  Cancer- 
Pilot,  Copilot  or  Passenger? 

Each  month  brings  a new  report  link- 
ing  viruses  and  malignancy.  In  the  coming 
months  such  announcements  will  probably 
occur  with  increasing  frequency.  If  many 
of  the  current  theories  of  oncogenesis  (tu- 
mor formation,  including  leukemia)  are  cor- 
rect, we  may  be  on  the  threshold  of  a dra- 
matic breakthrough  in  cancer  research.  How- 
ever, for  our  own  edification  as  well  as  that 
of  our  inquiring  patients,  until  the  theories 
are  proved,  we  should  be  more  critical  of 
each  report  than  most  of  the  lay  periodicals 
will  be. 

What  does  the  isolation  of  a virus  from 
a tumor  really  mean?  Is  it  a friendly  mor- 
tician come  to  tend  the  wake?  An  innocent 
fellow  passenger?  Just  one  of  a gang  of 
ruffians  (including  chemicals,  hormones, 
genetic  aberrations,  irradiation)  responsible 
for  the  disruption?  Or  is  it  the  mad  pilot 
who  steers  the  plane  off  course  and  is  de- 
termined to  go  down  with  it?  Of  course,  con- 
versely and  more  commonly,  viruses  have 
not  been  found  in  most  neoplasms.  Even 
though  with  newer  technological  tools  (tissue 
cultures,  newer  immunological  assays,  elec- 
tron microscopes)  we  believe  we  see  their 
footprints,  the  virus  may  have  become  in- 
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corpo rated  into  the  genome  (set  of  genes) 
of  the  neoplastic  cell  and  so  be  out  of  reach 
of  our  present  detection  methods.  Or  the 
virus  may  indeed  have  been  a hit  and  run 
philanderer  leaving  the  transformed  cell 
pregnant  with  malignancy.  Here  the  old 
saw,  paternity,  a philosophy;  maternity,  a 
fact,  is  truly  applicable.  Who  fathered  our 
unwanted  cancerous  cell  and  how  are  we  to 
identify  him? 

For  years  a small  group  of  scientists  have 
tried  to  link  viruses  and  tumors,  but  only  in 
the  past  decade  has  this  approach  become 
the  true  growth  stock  in  the  cancer  research- 
er’s portfolio.  Beginning  in  1912  with  Rous’s 
sarcoma  of  fowl,  followed  by  Shope’s  papil- 
loma virus  in  rabbits,  Bittner’s  mammary 
carcinoma  agent  in  mice,  and  Gross’s  leuke- 
mia virus  in  mice,  the  milestones  have  been 
carefully  placed.  Since  the  latter’s  report  in 
1951,  the  pace  has  quickened  and  the  tide 
has  turned  toward  virus  oncogenesis. 

In  recent  years  Texas  investigators  have 
been  in  the  forefront  of  virus-cancer  re- 
search. Trentin  was  the  first  to  show  that 
a known  human  virus,  adenovirus  12,  could 
produce  neoplasm,  albeit  in  a hamster. 
Dmochowski  has  demonstrated  virus  parti- 
cles (akin  to  the  wart  virus)  and  grown  in 
tissue  culture  a virus  found  in  human  laryn- 
geal papillomas.  Melnick  has  photographed 
virus  particles  in  human  leukemia  cells  and 
in  addition  noted  some  intriguing  malignant 
transformation  of  tissue  cultures  from  serum 
of  patients  with  leukemia  and  mononucleosis. 

The  simian  vacuolating  virus  (SV40) 
found  in  monkey  kidney  cultures  used  in  the 
preparation  of  the  earlier  polio  vaccine,  has 
been  noted  to  cause  transformation  of  hu- 
man cells  in  tissue  culture.  Recently  British 
workers  have  isolated  a herpes  virus  and  a 
reo  virus  from  patients  with  Burkitt’s  lym- 
phoma, and  perhaps  most  excitingly  of  all 
Negroni  has  recovered  an  unidentified  virus 
from  the  bone  marrow  of  10  of  25  patients 
with  leukemia.  Since  early  1964  at  least 
three  groups  in  the  United  States  (Roswell 
Park,  Pfizer,  and  the  University  of  Michi- 
gan) have  propagated  viruses  isolated  from 
human  leukemias  in  tissue  cultures.  These 
reports  prompted  a special  $10,000,000  ap- 
propriation by  Congress  for  the  National 
Cancer  In.stitute  to  speed  up  the  program. 
And  .so  it  goes.  That  these  are  heady  times 
in  cancer  investigation  no  one  can  deny,  and 
the  atmosphere  may  become  more  intoxicat- 
ing in  the  neiir  future.  However,  one  should 


still  measure  the  new  by  a bit  of  the  old,  and 
Koch’s  postulate  with  certain  modifications 
can  still  be  applied.  Was  the  virus  isolated 
from  a human  disease  state?  In  appropriate 
titers  ? Is  it  oncogenic  in  susceptible  animals  ? 
Can  it  produce  cytopathic  effect  and  malig- 
nant transformation  in  tissue  culture?  Can 
it  be  demonstrated  by  immunological  assay 
and  be  altered  to  produce  an  effective  vac- 
cine? Ideally,  the  suspected  virus  should 
stand  indicted  on  most  of  these  counts. 

The  virus-cancer  flight  is  on  the  runway. 
There  seems  to  be  no  doubt  that  viruses  may 
be  aboard.  Though  passengers  do  outnum- 
ber the  pilots,  just  who  is  sitting  in  the  cock- 
pit remains  to  be  seen.  If  the  plane  becomes 
airborne,  unfasten  your  safety  belt  and  look 
around. 

— David  M.  Mumford,  M.D.,  Houston. 


personal  y opinions 
and  views 


Social  Security  and  the  Physician 

As  A REPRESENTATIVE  of  the  Texas 
Medical  Association,  I recently  appeared  at 
a hearing  of  the  U.  S.  Chamber  of  Commerce 
to  ask  that  the  Chamber  reconsider  its  posi- 
tion in  regard  to  extension  of  Social  Security 
to  persons  in  noncovered  categories,  includ- 
ing physicians.  After  having  heard  back- 
ground on  why  the  Chamber  had  such  an 
opinion,  some  members  present  felt  that  So- 
cial Security  is  a social  tax  in  which  all  em- 
ployed personnel  contribute  without  regard 
necessarily  to  eventual  return  from  the  pro- 
gram. This  group  agrees  with  the  Texas 
Medical  Association  stand  that  Social  Secur- 
ity is  a program  designed  to  require  payment 
of  specified  percentages  of  earnings  during 
the  individual’s  working  years  in  exchange 
for  stipulated  amounts  paid  for  retirement, 
disability,  and  suiwivorship  pensions. 

Although  there  is  no  equity  in  the  rela- 
tionship between  taxes  to  be  paid  and  the 
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amounts  of  benefits  which  may  be  received, 
nevertheless  it  is  not  the  purpose  of  the  So- 
cial Security  program  to  require  individuals 
to  pay  these  taxes  and  then  to  receive  little 
or  nothing  in  return.  Yet,  this  is  exactly 
what  will  happen  to  many  physicians  if  they 
are  forced  into  this  tax  program. 

In  substantiating  the  TMA  statement  of 
opposition  to  inclusion  under  the  Social  Se- 
curity Act,  we  presented  the  following  points : 

1.  Most  physicians  would  have  little  pros- 
pect of  receiving  Social  Security  retirement 
funds  until  they  reached  age  72.  Social  Se- 
curity retirement  benefits  are  presented  es- 
sentially to  those  who  retire  at  age  65  and 
who  have  earnings  of  not  more  than  $1,200 
each  year. 

Most  self-employed  physicians  rarely  can 
count  on  retiring  upon  reaching  65.  Most 
physicians  who  are  able  to  work  are  needed 
and  prefer  to  keep  practicing.  They  do  so 
because  they  can  utilize  their  knowledge  and 
skill  to  minister  to  the  sick  and  because  their 
patients  still  want  them  to  serve.  The  phy- 
sician does  not  suddenly  lose  his  ability  when 
he  reaches  65  nor  does  the  intimate  patient 
relationship  suddenly  come  to  a halt.  The 
physician’s  concern  for  his  patients  contin- 
ues beyond  his  birthday.  Similarly,  the  pa- 
tients’ needs  for  his  care  bear  no  relationship 
to  a retirement  age  written  into  a federal  law. 
In  essence,  a program  which  is  built  around 
a retirement  age  of  65  simply  does  not  fit 
into  the  work  pattern  of  most  physicians. 

A survey  of  physician  retirement  has 
shown  that  more  than  85  percent  of  doctors 
between  ages  65  and  72  are  in  active  prac- 
tice. More  than  50  percent  of  physicians 
who  retire  do  so  after  age  74.  Most  of  them 
are  able  to  care  for  themselves  during  the 
remaining  years  and  to  provide  for  their 
widows. 

2.  If  forced  to  participate  in  this  program, 
the  typical  physician  will  be  required  to  pay 
Social  Security  taxes  until  age  72  before  he 
would  actually  start  to  receive  benefits.  Com- 
pulsory participation  would  represent  an  un- 
fair tax  to  him.  As  embraced  in  H.R.  11865 
in  the  88th  Congress,  this  proposal  would 
have  established  a tax  rate  for  the  self- 
employed  at  5.7  percent  of  the  first  $5,400 
of  income  during  1965.  Further  increases 
had  been  scheduled  for  1966, 1967,  and  1971, 
with  the  rate  for  the  self-employed  reaching 
7.2  percent  in  1971. 

3.  Physicians  prefer  the  privilege  of  es- 
tablishing retirement  benefits  for  themselves 


on  a voluntary  basis.  We  recognize  that  the 
program  embraces  survivorship  benefits  for 
a physician’s  widow  and  minor  children  in 
addition  to  its  retirement  features.  Never- 
theless, most  physicians  in  Texas  prefer  to 
continue  to  protect  their  families  through 
existing  private  insurance  mechanisms.  They 
do  not  desire  a compulsory  program  financed 
by  taxes,  particularly  to  receive  benefits  for 
which  their  children  must  pay. 

Members  of  the  Texas  Medical  Association 
overwhelmingly  indicated  their  position  in 
participating  in  the  Social  Security  program 
in  1956  when  in  a statewide  poll  they  ex- 
pressed opposition  to  inclusion  by  more  than 
10  to  1.  Since  that  time  sentiments  and  opin- 
ions from  various  county  medical  societies 
indicate  attitudes  have  not  changed  much. 
The  most  recent  opinion  was  from  Texas 
City;  there  was  approximately  20  to  1 oppo- 
sition to  physicians’  inclusion  under  the  So- 
cial Security  Act. 

Our  purpose  is  not  to  evade  paying  our 
fair  share  of  a tax  program  from  which  ulti- 
mately we  shall  derive  some  return.  Rather, 
we  prefer  to  continue  to  be  excused  from 
underwriting  a program  in  which  the  bene- 
fits theoretically  might  be  available  to  us, 
but  which  the  needs  of  the  society  will  not 
permit  us  to  use. 

Social  Security  taxes  are  thinly  disguised 
gross  income  taxes.  The  Social  Security 
Trust  Fund  is  an  accumulation  of  specific 
issues.  When  social  taxes  are  received  by 
the  fund  they  are  used  to  replace  these  taxes 
and  then  these  tax  funds  are  placed  in  gen- 
eral government  accounts  expenditure.  This 
means  that  payments  of  Social  Security  ben- 
efits must  come  from  other  governmental 
revenues  which  are  applied  to  the  redemp- 
tion and  interest  payment  on  these  special 
treasury  issues.  The  true  gross  tax  cost  of 
Social  Security  is  considerably  more  than 
the  rates  quoted  by  the  statute  with  which 
most  physicians  are  familiar.  Many  physi- 
cians are  already  materially  supporting  the 
program  through  the  employer’s  contribu- 
tion to  his  employee’s  protection. 

As  another  example  of  a breakdown  of 
the  status  of  physicians  over  our  nation,  we 
may  look  at  the  following  statements: 

1.  One  out  of  every  11  doctors  in  the  United 
States  is  65  years  of  age  or  over.  This  in- 
cludes 23,000  practicing  physicians  whose 
numbers  are  increasing  by  approximately 
2,500  each  year. 
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2.  Eighty-five  percent  of  physicians  now 
65  to  72  are  active  in  practice. 

3.  These  23,000  physicians  care  for  at 
least  11,000,000  Americans. 

4.  If  these  physicians  retire  at  age  65,  a 
catastrophic  shortage  of  doctors  would  result. 

Since  the  latest  statewide  poll  of  Texas 
physicians  was  conducted  in  1956,  it  would 
be  well  for  TMA  to  consider  conducting  an- 
other poll  of  physicians  which  would  un- 
doubtedly reiterate  their  opposition  to  in- 
clusion under  the  Social  Security  program. 

In  conclusion,  it  hardly  seems  equitable  to 
require  inclusion  of  everyone  in  a program 
when  some  have  little  likelihood  of  ever 


being  able  to  share  in  the  benefits  of  the 
program.  Further,  when  an  individual,  pro- 
fession, or  group  is  able,  willing,  and  desires 
to  take  responsibility  for  their  own  security 
without  relying  upon  the  government  we  be- 
lieve that  it  is  in  keeping  with  the  basic 
philosophy  of  America  that  they  be  per- 
mitted to  do  so.  Even  Congress  has  respect 
for  the  rights  of  such  groups  to  provide 
their  own  security,  and  has  exempted  them. 
Again  it  is  our  belief  that  the  inclusion  of 
the  doctors  of  Texas  under  the  Social  Se- 
curity Act  should  be  continually  opposed. 

— Joe  T.  Nelson,  M.D.,  Weatherford. 


Politics  and  the  Doctor's  Image 

In  a recent  editorial  in  the  Tarrant  County  Medical  Society 
Bidletin,  Dr.  C.  P.  Hawkins,  a past  president  of  the  Tarrant  County 
Society,  spoke  of  his  deep  concern  that  the  political  campaigns  of 
last  fall  had  distorted  the  public  image  of  the  doctor. 

“The  medical  profession,”  he  noted,  “will  continue  to  care  for 
the  sick,  a duty  to  which  they  are  dedicated,  and  from  which  they 
desire  no  release.”  But,  he  said,  the  distorted  image  deserves  a sec- 
ond look.  “There  is  something  wrong  when  the  medical  profession 
loses  caste  with  its  loyal  friends.  There  is  something  wrong  when 
the  medical  profession  clouds  its  motives  with  political  expediency.” 

“The  ideals  of  a good  doctor  never  change  whether  he  serves 
the  sick  under  a democratic  president,  a communist  dictator,  or  a 
revolutionary  tyrant.  This  does  not  mean  that  he  should  not  at  all 
times  perform  his  patriotic  duty  as  a free  born  American  citizen. 
But  it  does  mean  that  he  avoids  a condemnation  of  his  profession  by 
association,  it  does  mean  that  his  obligations  as  a citizen  should  never 
destroy  the  sacred  trust  between  him  and  his  patient.  No  victory  at 
the  polls  should  ever  cost  that  much.” 

Dr.  Hawkins  pointed  out  the  reasons  that  doctors  form  organi- 
zations, noting  especially  the  polio  vaccine  campaign  and  the  health 
fair  in  Fort  Worth.  He  also  expressed  a hope  that  young  men  and 
women  who  are  now  beginning  their  careers  in  medicine  always  re- 
member that  the  responsibility  of  life  or  death  of  each  citizen  rests 
upon  their  shoulders:  “May  the  time  never  come  when  their  hopes 
and  aspirations  can  rise  or  fall  with  political  whims.  May  they  ever 
keep  faith  with  the  individual.  May  they  always  remember  that,  ir- 
respective of  principalities  and  powers,  the  responsibility  of  life  or 
death  of  each  citizen  rests  upon  the  doctors’  attitude  and  skill.  As 
long  as  this  ideal  glows  brightly,  it  can  never  be  destroyed.” 

Dr.  Hawkins’  comments  followed  I'emarks  from  friends  of  his 
who  asked  “Now  that  you  lost,  what  are  you  doctoi's  going  to  do?” 
and  “1  am  sure  glad  you  doctors  got  beat.” 
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Although  we  have  lost  a battle,  we  have  not  yet  lost  the 
war.  However,  the  outlook  is  far  from  optimistic.  Our  task 
ahead  will  be  difficult,  but  success  can  be  ours  if  we  remain 
united,  if  we  increase  our  individual  efforts,  and  if  we  en- 
list the  aid  of  friends,  patients,  and  members  of  the  allied 
professions. 

Our  opposition  to  the  Administration's  attempts  to  place 
medical  care  under  Social  Security  is  founded  on  sound  princi- 
ples which  we  must  not  compromise.  We  must  continue  to  advo- 
cate meeting  the  health  needs  on  a voluntary  basis.  We  all 
desire  the  best  medical  care  for  those  who  need  it,  regardless 
of  their  ability  to  pay,  but  we  want  this  care  administered 
through  the  channel  which  has  already  proved  effective  (Kerr- 
Mills)  and  will  become  far  more  so  with  the  implementation  of 
Texas'  constitutional  amendment  3,  approved  by  voters  in  No- 
vember. 

It  is  our  duty  to  see  that  everyone  is  well  informed  on 
the  manifold  benefits  found  in  the  Kerr-Mills  Act  and  its  amend- 
ment. These  benefits  are  offered  by  no  other  plan.  On  Nov.  3 
every  needy  person  in  Texas  was  guaranteed  excellent  and  com- 
prehensive medical  care.  Let  us  study  the  broad  coverage  and 
help  others  understand  the  full  extent  of  the  benefits  of  this 
act.  Only  then  can  we  become  effective  citizens. 

The  Administration,  with  the  strongest  Congressional 
support  since  1936,  has  openly  declared  its  intention  of  pass- 
ing, early  in  1965,  a medical  health  bill  financed  by  Social 
Security  (Klng-Anderson  or  its  counterpart).  We  must  not 
panic,  scatter  our  forces,  or  dissipate  our  efforts. 

We  must  tell  medicine's  story  more  effectively  than  we 
have  told  it  in  the  past.  We  must  convince  all  the  people  that 
we  sincerely  desire  the  best  medical  care  possible  for  every 
person  who  needs  it,  regardless  of  ability  to  pay.  We  must 
explain  the  advantage  of  caring  for  the  health  of  our  people 
on  a voluntary  basis  and  the  wisdom  of  using  a "needs  basis" 
rather  than  budgetary  control  by  a Washington  bureau.  We  must 
point  out  and  emphasize  our  reasons  for  favoring  a flexible 
voluntary  retirement  policy  in  industry  and  a voluntary  health 
insurance  program. 

We  must  not  fail. 
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Peripheral  Nerve  Conduction  Studies 

Diagnostic  Value 


[ 1 PERSONAL  STUDIES  in  connec- 

REVIEW  ARTICLES  tion  with  a research  project  and 

clinical  experiences  in  several  hun- 
dred patients  during  the  past  three 
e led  to  the  conclusion  that  deter- 
minations of  velocities  and  conduction  of 
certain  mixed  peripheral  nerves  offer  a val- 
uable and  often  necessary  aid  to  the  clinical 
diagnosis  and  management  of  neuromuscular 
and  other  disorders.  Others^-  ® interested  in 
this  area  have  come  to  similar  conclusions, 
and  much  has  been  written  regarding  the 
findings  and  clinical  value  of  determinations 
of  conduction.  However,  this  procedure  is 
not  widespread  in  clinical  practice  and  there 
is  a general  need  to  emphasize  the  ways  in 
which  neuromuscular  electrodiagnosis  can 
help  many  clinicians.  The  facilities  for  neu- 
romuscular electrodiagnosis  are  being  made 
available  at  more  and  more  diagnostic  clinics 
and  hospitals. 


Technical  Aspects 

The  techniques  of  making  nerve  conduction 
determinations  have  been  detailed  by  several 
authors-"*’  and  are  beyond  the  scope  of  this 
article.  The  principles  involved  in  the  tech- 
nique consist  of  stimulating  mixed  nerves  at 
two  or  more  sites  and  measuring  the  time 
delay  in  eliciting  the  action  potential  at  the 
appropriate  muscle,  using  specially  designed 
cathode  ray  and  camera  recording  equip- 
ment. 

The  ulnar,  median,  deep  peroneal,  poste- 
rior tibial,  facial,  and  radial  nerves  have 
suitable  characteristics  for  this  type  of  de- 
termination. The  distance  is  measured  from 
each  stimulus  point  to  the  pickup  electrode 
at  the  mu.scle.  Knowing  the  difference  in 
the  time  delay  for  the  action  potential  and 


the  distance  between  the  stimulus  points,  the 
velocity  of  conduction  is  calculated  by  the 

formula:  Velocity  = (Velocity  in  me- 

Time 

ters  per  second,  distance  in  meters,  and  time 
in  seconds).  Since  the  emphasis  is  on  time 
and  not  on  wave  forms,  surface  electrodes 
are  generally  satisfactory. 

Fig.  1 demonstrates  the  trace  and  calcu- 
lations in  a normal  median  nerve  velocity 
determination.  The  first  two  traces  repre- 
sent the  shock  artifacts  at  the  wrist  and  the 
muscle  action  potential  of  the  abductor  pol- 
licis  brevis,  and  the  second  two  traces  repre- 
sent the  shock  artifacts  at  the  elbow  and  the 
action  potential.  Since  the  distance  of  the 
median  nerve  from  the  elbow  to  muscle  is 
greater  than  from  the  wrist  to  muscle,  the 
time  delay  is  greater.  The  difference  in  the 
time  delays  between  elbow  to  muscle  and 
wrist  to  muscle  is  the  time  required  for  the 
stimulus  to  traverse  the  nerve  segment  from 
elbow  to  wrist.  The  normal  mean  velocity 


Fig.  1.  The  graph  shows  normal  median  nerve  motor  con- 
duction. Small  vertical  divisions  indicate  .001  seconds.  Dis- 
tance between  elbow  and  wrist,  .25  meters.  Time  difference 

25 

of  elbow-wrist  stimuli,  .0035  seconds.  Velocity=-^^Q^=69.4 
meters  per  second. 
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Determination  of  motor  nerve  conduction  ve- 
locities has  various  clinical  uses.  The  value 
and  limitations  of  the  procedure  in  several 
neuromuscular  disorders  are  discussed. 


of  the  median  nerve  is  53.0  ± 4.5  (standard 
deviation)  meters  per  second.  The  normal 
wrist  to  muscle  latency  of  the  median  nerve 
is  3.5  to  5.0  milliseconds. 

The  procedure  is  without  significant  pain 
or  risk  and  several  nerves  can  be  studied  in 
an  hour’s  time  with  the  help  of  a technician. 
Patient  acceptance  of  the  procedure  is  good. 
Conduction  determinations  are  best  done  and 
interpreted  by  an  experienced  physician  or 
neurophysiologist.  Interpretation  requires 
not  only  technical  experience  in  this  area 
but  also  considerable  knowledge  of  neuro- 
anatomy, neuropathology,  and  neurophysiol- 
ogy. Reports  without  these  considerations 
are  out  of  context  and  can  be  misleading. 


Peripheral  Nerve  Injuries  And 
Compression  (Entrapment)  Syndromes 

Magladery  and  McDougaP^  demonstrated 
that  the  application  of  a constrictive  cuff  to 
the  upper  extremity  causes  a reversible  reduc- 
tion in  nerve  conduction  velocity.  Bauwens^ 
pointed  out  that  local  compression  of  a nerve 
fiber  can  reduce  the  velocity  of  conduction 
and  the  excitability  locally.  He  indicated  that 
nerve  stimulation  could  localize  areas  of 
nerve  compression ; that  the  method  was  an 
objective  one  and  an  important  aspect  of 
electrodiagnosis.  A physiologic  block  of  con- 
duction may  persist  for  many  weeks  without 
wallerian  degeneration.  This  permits  precise 
localization  in  many  instances.  The  slowing 
of  conduction  in  affected  areas  of  nerves 
accessible  to  conduction  studies  aids  the  lo- 
calization of  a compression  or  entrapment 
syndrome.  This  has  been  demonstrated  in 
many  reports  and  in  personal  experiences. 
The  slowing  of  conduction  locally  in  a peri- 
pheral nerve  is  known  as  axonostenosis,  and 
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the  failure  of  conduction  due  to  degenera- 
tion of  the  fibers  is  known  as  axonotmesis. 

Kaeser®  recently  summarized  the  electro- 
myographic recording  of  effects  of  compres- 
sion of  peripheral  nerves.  He  indicated  that 
motor  and  sensory  disorders  are  often  the 
result  of  a lesion  of  a single  peripheral 
nerve;  that  injury  may  result  from  pro- 
longed pressure  of  posture,  especially  asso- 
ciated with  hypnotics,  anesthetics,  and  alco- 
holic coma.  These  peripheral  nerves  seem 
especially  vulnerable  in  the  presence  of  dif- 
fuse disease  of  the  nervous  system  resulting 
from  diabetes  mellitus,  excessive  and  pro- 
longed use  of  alcohol,  amyloidosis,  periar- 
teritis, and  probably  others.  Common  iso- 
lated nerve  lesions  in  the  form  of  compres- 
sion or  entrapment  appear  in  several  sites. 
The  median  nerve  becomes  locally  axonoste- 
notic  in  the  carpal  tunnel  syndrome  and  in 
the  pronator  teres  syndrome.  The  ulnar 
nerve  frequently  becomes  compressed  at  the 
epicondylar  groove.  The  ulnar  terminal 
branch  may  become  compressed  against  a 
metacarpal  bone.  The  radial  nerve  may  be 
injured  by  compression  against  a crutch  in 
the  axilla,  or  it  may  be  involved  in  the  arm 
by  pressure  against  the  back  of  a chair  or 
by  injury  due  to  fracture  of  the  humerus. 
Or,  in  the  forearm  the  posterior  interosseous 
branch  of  the  radial  may  be  injured  by  pro- 
nation and  supination.  The  deep  peroneal 
may  be  injured  at  the  outer  side  of  the  knee 
or  at  the  neck  of  the  fibula  by  sitting  long 
periods  in  a wheel  chair,  or  with  the  legs 
crossed,  or  by  fractures. 

Simpson^®  in  1956  demonstrated  slowing 
of  conduction  in  11  of  15  cases  of  carpal 
tunnel  syndrome.  Five  patients  were  re- 
examined after  operative  decompression  and 
3 patients  showed  return  to  normal.  How- 
ever, 2 patients  showed  no  change  in  con- 
duction time  one  month  after  the  operation. 
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Thomas-®  later  reported  conduction  times  in 
95  subjects  with  suspected  diagnosis  of  car- 
pal tunnel  syndrome  and  compared  the  find- 
ings with  50  control  subjects.  The  controls 
had  conduction  latencies  of  2.9  to  5 millisec- 
onds from  wrist  to  muscle.  Of  95  subjects 
with  suspected  carpal  tunnel  syndromes,  60 
had  values  exceeding  the  upper  limits  of 
normal  latency;  6 subjects  had  no  muscle 
responses  due  to  denervation.  In  47  of  the 
subjects  with  increased  conduction  delay  at 
the  wrist,  there  was  also  a statistically  sig- 
nificant difference  of  the  means  from  the 
control  series  with  reduced  mean  velocities 
of  the  median  nerve  from  elbow  to  wrist. 

Conduction  determinations  may  be  useful 
in  demonstrating  local  lesions  of  the  ulnar 
nerv'e,  also.  Fig.  2 illustrates  the  trace  ob- 
tained from  a 59-year-old  man  with  a mild 
right  ulnar  nerve  palsy  secondary  to  prop- 
ping himself  up  in  bed  on  his  elbow.  Note 
that  the  velocity  of  the  right  ulnar  nerve 
segments  is  lower  than  the  homologous  seg- 
ments of  the  left  ulnar  nerve. 

Gilliatt  and  Thomas^  reported  14  patients 
with  lesions  of  the  ulnar  nerve  at  the  elbow 
whose  diagnoses  were  made  on  good  clinical 
grounds,  and  of  these,  10  had  exploratory' 
surgery.  These  patients  were  compared  to 
15  control  subjects  in  which  the  ulnar  motor 
nerve  segments  from  elbow  to  wrist  and 
axilla  to  elbow  were  studied.  Of  13  patients 
with  ulnar  nerve  lesions  at  the  elbow,  12  had 
abnormally  reduced  velocities  of  the  elbow 
to  wrist  segments.  Four  out  of  11  of  these 
patients  showed  reduced  velocities  of  the 
axilla  to  elbow  segment.  The  10  who  had 


exploratory  surgery  showed  various  find- 
ings including  adherence  to  the  epicondylar 
groove,  nerve  thickening,  constriction  of  ul- 
nar nerve  by  fibrous  origin  of  the  flexor 
carpi  ulnaris,  and  neuromata.  It  was  sug- 
gested on  the  basis  of  these  findings  that 
patients  with  suspected  ulnar  nerve  lesions 
be  given  conduction  studies  to  assist  in  es- 
tablishing the  site  of  nerve  damage.  Earlier, 
Simpson^®  reported  four  patients  with  ulnar 
nerve  lesions  at  the  elbow  who  showed  slow- 
ing of  conduction  through  the  affected  area 
but  with  relatively  normal  conduction  both 
above  and  below  the  lesion. 

Other  nerves  have  been  studied  in  which 
local  lesions  have  been  present.  In  cases  of 
Bell’s  palsy^®  there  appears  to  be  a correla- 
tion between  conduction  time,  evidence  of 
denervation,  and  prognosis.  Where  there  is 
no  denervation  and  mild  or  no  slowing  in 
conduction,  rapid  and  complete  clinical  re- 
covery is  likely.  Where  there  is  partial  de- 
ner\^ation,  and  severe,  mild  or  no  slowing  of 
conduction,  good  return  of  muscle  power  is 
likely  and  sequelae  rare.  Where  there  is  com- 
plete denervation  and  loss  of  response  to 
stimulation  within  a week  after  the  onset  of 
paralysis,  delayed  clinical  recovery  usually 
follows  only  after  facial  ner\^e  regeneration, 
and  sequelae  are  frequent.  These  findings 
are  compatible  with  local  nerve  compression 
in  the  facial  canal.  The  facial  nerve  conduc- 
tion latency  from  facial  canal  to  orbicularis 
oris  at  the  angle  of  the  mouth  is  4 millisec- 
onds or  less  in  the  normal  adult.  In  poly- 
neuritis, conduction  delay  is  prolonged  from 
5 to  16  milliseconds.  Diabetes  mellitus  may 
give  an  abnormal  facial  nerve  conduction 
delay.  In  Bell’s  palsy  the  axons  not  under- 
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Fig.  2.  Graphs  show  conduction  velocity  in  the  ulnar  elbow  velocity  is  63.7  (left)  and  51.6  (right).  Elbow  to 

nerve  (left  and  right,  respectively)  in  a case  of  right  ulnar  wrist  velocity  is  57.0  (left)  and  48.2  (right), 

nerve  pressure  polsy.  In  meters  per  second,  the  arm  to 
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going  wallerian  degeneration  will  conduct 
after  72  hours  even  if  no  voluntary  function 
is  present.  If,  in  general,  the  nerve  conducts 
after  72  hours  the  outlook  is  considered 
good. 

Where  a nerve  has  been  severed  and  degen- 
erates, axonotmesis  follows  and  stimulation 
of  the  nerve  trunk  will  not  elicit  a muscle 
action  potential.  Because  of  this,  velocity  de- 
termination cannot  be  made ; to  ascertain  the 
status  of  the  nerve,  conventional  electromy- 
ography, strength-duration  curves,  chronaxy, 
galvanic  tetanus  ratio,  and  rheobase  ratio 
determinations  may  be  made. 

The  author’s  experiences  indicate  that  the 
use  of  multiple  shock  points  and  motor  ve- 
locity estimations  along  segments  of  nerves 
not  only  assist  in  localizing  a lesion  but  may 
also  yield  information  suggesting  that  the 


local  lesion  may  be  an  expression  of  a part 
of  a generalized  process  such  as  diabetes, 
alcoholic  neuropathy,  or  lung  or  other  tu- 
mors. As  an  example,  examination  of  sev- 
eral patients  simulating  carpal  tunnel  syn- 
dromes showed  reduced  motor  velocities  of 
nerves  other  than  the  median,  and  subse- 
quent studies  revealed  diabetes  mellitus. 

Fig.  3 shows  the  trace  from  a woman 
with  bilateral  carpal  tunnel  syndrome  with 
a peripheral  neuropathy  of  the  lower  ex- 
tremities. Note  the  prolonged  distal  laten- 
cies (6  to  7 milliseconds)  of  both  median 
nerves. 

Fig.  4 shows  the  traces  on  a 54-year-old 
woman  who  had  a successful  median  nerve 
repair  at  the  right  wrist  two  months  before 
the  nerve  conduction  examination.  Note  the 
reduced  velocity  of  the  left  median  nerve 


Fig.  3.  Graphs  show  performance  of  median  nerves  (left  Distal  latency  is  .006  seconds  (left)  and  .007  seconds 

and  right,  respectively)  in  a case  of  bilateral  carpal  tunnel  (right).  Posterior  tibial  velocity  is  39.1  (left)  and  40.3 

syndrome  with  lower  extremity  neuropathy.  Elbow  to  wrist  (right)  meters  per  second, 
segment  is  57.3  (left)  and  53.9  (right)  meters  per  second. 


Fig.  4.  Left  and  right  median  nerve  conduction  velocities  in  meters  per  second  are  elbow  to  wrist,  38.6  (left)  and 

are  shown  in  o case  in  which  there  was  right  median  nerve  37.8  (right);  arm  to  elbow,  48.5  (right), 

repair  at  the  wrist  and  left  median  neuropathy.  Velocities 
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Fig.  5.  Electromyogram  in  a case  of  pronator  teres  syn- 
drome, right  median  nerve,  shows  abnormal  elbow  to  wrist 
conduction  velocity  of  38.2  meters  per  second,  and  normal 
wrist  to  muscle  latency  of  .004  seconds. 

segment  from  elbow  to  wrist.  The  latter  was 
discovered  at  conduction  determination,  and 
the  etiology  had  not  been  determined  at  the 
time  of  this  writing.  The  findings  indicate 
electrical  continuity  with  reinnervation  of 
the  repaired  right  median  nerve  segment, 
and  suggest  a peripheral  neuropathy  of  the 
left  median  nerve.  Subsequent  studies  show 
that  the  patient  has  a diabetic  neuropathy. 

Fig.  5 illustrates  the  findings  in  a 49- 
year-old  woman  who  was  suspected  of  hav- 
ing a carpal  tunnel  syndrome  but  who  was 
shown  to  have  a right  pronator  teres  syn- 
drome. The  findings  show  a normal  latency 
of  the  distal  segment  from  wrist  to  abductor 
pollicis  muscle  but  an  abnormally  reduced 
velocity  from  elbow  to  wrist.  This  data  was 
helpful  in  ruling  out  carpal  tunnel  syndrome 
and  ruling  in  a pronator  teres  syndrome. 
Subsequent  surgery  verified  the  lesion  site 
and  successfully  relieved  the  painful  symp- 
toms. 

On  the  other  hand,  other  cases  presenting 
syndromes  suggesting  a radiculopathy  or 
myelopathy  were  found  to  have  peripheral 
polyneuropathy  after  conduction  studies  re- 
vealed low  velocity  values  of  several  peri- 
pheral nerves.  Again,  a syndrome  with  char- 
acteristics of  carpal  tunnel  syndrome  may 
actually  be  a pronator  teres  syndrome  be- 
cause the  site  of  entrapment  may  be  high  in 
the  forearm  rather  than  at  the  carpal  tun- 
nel. In  these  cases,  the  motor  velocity  will 
be  reduced  at  the  elbow  to  wrist  segment 
in.stead  of  a delay  from  wrist  to  hand,  and 
the  velocity  of  the  arm  to  elbow  segment 
will  be  normal.  Because  pain  is  often  radi- 


ated or  referred,  the  compression  site  may 
be  obscured  when  related  to  symptoms. 
Marinacci  and  Rand^^  reported  53  cases  of 
plantar  nerve  syndromes  out  of  a large  num- 
ber of  patients  with  suspected  lumbar  root 
lesions.  Because  most  of  these  cases  (43) 
showed  involvement  of  both  medial  and  lat- 
eral branches,  determination  of  motor  veloci- 
ties of  the  posterior  tibial  nerves  may  assist 
in  the  diagnosis  of  the  plantar  nerve  syn- 
dromes. Increased  conduction  delay  (or  resi- 
dual latency)  from  ankle  to  abductor  digiti 
minimi  should  be  a strong  indication  for  this 
diagnosis. 


Acute  Neuropathies 

In  the  acute  neuropathies  the  reduction  of 
motor  velocities  of  the  accessible  peripheral 
nerves  may  be  marked  after  from  2 to  14 
days  from  onset  of  the  process,  and  is  re- 
vealed at  the  axonal  segments  involved. 

Guinea  pigs'^  given  injections  of  incom- 
pletely neutralized  diphtheria  toxin-antitoxin 
mixtures  develop  flaccid  paralysis.  During 
the  first  week  after  injection,  the  velocities 
are  within  the  range  of  normal.  Between 
the  2nd  and  5th  weeks  the  velocities  show 
readings  one-third  of  the  mean  normal  value. 
There  is  a definite  relationship  between  the 
severity  of  the  clinical  signs  and  the  degree 
of  slowing  of  conduction.  The  animals  re- 
cover clinically  between  the  8th  and  14th 
weeks.  In  most  of  the  pigs,  the  velocities  re- 
turn to  normal  values  by  the  19th  week.  In 
attempts  to  compare  the  conduction  find- 
ings, the  same  number  of  guinea  pigs  were 
given  sciatic  nerve  sections  high  at  the  hip. 
During  the  first  40  to  45  hours  the  conduc- 
tion velocities  decreased  slightly  (10  to  20 
percent)  and  this  status  was  maintained  as 
long  as  a muscle  action  potential  could  be 
elicited.  After  40  hours  the  amplitude  of 
the  action  potential  fell  to  10  percent  or  less 
of  the  mean  normal  value. 

Clinical  studies  on  patients  with  Guillain- 
Barre  syndrome,  in  which  the  ulnar,  median, 
and  peroneal  nerves  were  tested  electromy- 
ographically,  showed  that  after  two  or  three 
weeks  the  motor  conduction  velocities  de- 
crease by  about  30  percent.  In  a study  of 
98  patients  with  Guillain-Barre  syndrome,® 
14  percent  had  no  abnormality  of  conduction 
in  the  first  three  weeks;  86  percent  showed 
abnormal  slowing  in  conduction  in  the  seg- 
ment tested  or  had  increased  distal  latency. 
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The  slowing  was  often  most  pronounced  at 
the  common  sites  of  nerve  compression. 

Another  study  of  seven  patients  with 
Guillain-Barre  syndrome  showed  low  normal 
values  for  two  weeks,  then  the  conduction 
velocities  fell  in  all  patients  to  values  be- 
tween 10  and  30  meters  per  second  before 
clinical  improvement  began.  Normal  values 
were  found  only  months  later. 

In  ten  women  who  developed  severe  poly- 
neuropathy from  triorthocresyl  phosphate  in 
a shoe  factory  and  who  were  given  ulnar 
nerve  conduction  determinations  two  months 
afterward,  the  velocities  fell  33  percent  be- 
low the  control  values.^® 

Chronic  Neuropathies 

Nerve  conduction  velocity  is  frequently 
decreased  in  the  chronic  neuropathies.  Slow- 
ing may  be  present  in  the  absence  of  signifi- 
cant weakness  and  atrophy  of  muscles.  Re- 
duced velocities  may  be  present  even  when 
the  involved  deep  tendon  reflexes  are  intact. 

In  the  author’s  study^'^  of  27  subjects  with 
clinical  diagnosis  of  peripheral  neuropathy, 
135  mixed  peripheral  nerves  (ulnar,  median, 
deep  peroneal,  and  posterior  tibial)  were 
tested.  Over  one-half  of  the  nerves  tested 
showed  abnormally  reduced  motor  velocities 
and  all  subjects  in  this  group  had  one  or 
more  nerves  with  reduced  velocities.  In  our 
study  of  24  patients  with  diabetes  mellitus, 
64  percent  had  abnormally  reduced  veloci- 
ties. In  one  report,^^  53  controls,  73  diabetic 
patients  without  neuropathy,  and  114  dia- 
betic patients  with  neuropathy  were  consid- 
ered. Of  these,  50  from  each  group  were 
given  velocity  determinations.  There  was  a 
significant  reduction  of  motor  nerve  con- 
duction in  each  nerve  studied  in  diabetics 
with  and  without  clinical  evidence  of  neu- 
ropathy. The  average  reduction  in  velocity 
of  the  median,  ulnar,  and  deep  peroneal 
nerves  was  4.6  meters  per  second  in  dia- 
betics with  neuropathy. 

In  26  cases  of  chronic  alcoholism,  17  pa- 
tients had  normal  conduction  velocities  and 
34  percent  had  reduced  velocities.^® 

The  author’s  experiences  have  shown  re- 
duced motor  velocities  in  three  cases  of 
amyotrophic  lateral  sclerosis,  three  cases  of 
cerebellar  cortical  degeneration  (of  alcoholic 
origin),  and  in  one  case  of  Charcot-Marie- 
Tooth  atrophy.  In  the  latter,  several  of  the 
peripheral  nerves  were  not  responsive  to  the 
stimuli  used. 


In  the  chronic  polyneuropathies,  some 
nerves  appear  to  be  spared  because  some  of 
the  nerve  velocities  remain  normal.  Rarely, 
one  nerve  may  show  reduced  motor  velocity 
on  one  side  and  be  normal  on  the  other  side 
in  spite  of  a mild  clinical  atrophy  of  the 
muscle  supplied.  This  suggests  the  likelihood 
that  a peripheral  neuropathy  may  exist  in 
the  face  of  only  a small  reduction  in  motor 
velocity,  yet  fall  within  what  is  considered 
the  normal  range.  It  also  has  been  noted 
that  in  a diffuse  peripheral  neuritis  the  pos- 
terior tibial  and  deep  peroneal  nerves  of  one 
or  both  sides  may  show  reduced  velocities 
and  the  median  and  ulnar  nerves  may  have 
normal  values.  It  is  also  interesting,  though 
not  surprising,  that  clinical  peripheral  neu- 
ropathies with  reduced  motor  velocities  are 
frequently  encountered  in  which  the  etiology 
cannot  be  determined.  Some  of  these  pa- 
tients with  obscure  etiology  later  develop 
diabetes  mellitus;  neuropathies  are  predia- 
betic. Others  have  histories  of  chronic  alco- 
holic excess  (when  the  history  is  obtained 
from  relatives  or  friends  of  the  patient). 
Others  still  remain  without  obvious  cause. 


Myopathies  and  Metabolic  Disorders 

There  is  no  significant  abnormality  of 
conduction  velocity  in  muscular  dystrophy, 
myasthenia  gravis,  or  myotonic  dystrophy. 
The  author’s  two  cases  of  myasthenia  gravis 
showed  no  reduction  in  conduction  velocity 
but  did  show  electromyographic  evidence  of 
grossly  excessive  muscle  fatigue  on  repeti- 
tive stimulation  of  nerve  trunks — though  in 
both  cases  not  all  muscles  showed  this  fatig- 
ability. Our  cases  of  hypothyroidism  and 
myxedema  showed  conduction  velocities  with- 
in normal  limits,  though  there  was  an  in- 
creased incidence  of  high  value  residual 
latencies  in  these  cases. 

Simpson^®  reported  his  motor  conduction 
velocity  studies  in  four  cases  of  hypokale- 
mia, two  cases  of  hyperkalemia,  two  cases  of 
hyponatremia,  and  three  cases  of  hypocal- 
cemia. He  suggests  that  the  alterations  of 
electrolytic  imbalance  found  in  life  do  not 
materially  affect  the  conduction  in  nerves. 


Myelopathies  and  Radiculopathies 

Unusually  low  motor  conduction  velocities 
do  not  occur  with  the  usual  myelopathies 
and  radiculopathies.  Normal  motor  veloci- 
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ties  are  seen  in  proven  cases  of  cord  tumors, 
combined  degeneration,  tabes  dorsalis,  and 
herniated  disc,  as  well  as  traumatic  root  dis- 
ease, even  when  clinical  paresis  and  other 
findings  were  obvious. 

However,  when  abnormally  low  motor  ve- 
locities are  encountered  in  the  myelopathies 
or  radiculopathies,  one  must  suspect  a con- 
comitant peripheral  neuropathy  or  periph- 
eral demyelinization  of  the  nerves.  Demye- 
linization  of  peripheral  nerves  may  stimulate 
neiwe  root  lesions. It  is  generally  accepted 
that  demyelinization  of  the  faster  conduct- 
ing fibers  reduces  the  conduction  velocity, 
though  apparently  this  is  not  the  whole 
stoiy. 


Psychogenic  Disorders 

Peripheral  nerve  velocity  studies  often  as- 
sist in  the  diagnosis  of  the  psychogenic  dis- 
orders when  these  disorders  include  symp- 
toms of  weakness  of  various  muscle  groups, 
numbness,  tingling,  or  paresthesias  or  anes- 
thesias— especially  of  the  glove  or  stocking 
type  of  distribution.  The  psychogenic  dis- 
orders, of  course,  do  not  show  abnormally 
reduced  velocities.  Paralysis  or  paresis  sec- 
ondary to  conversion  reaction  does  not  show 
abnormal  conduction;  information  that  the 
conduction  is  normal  can  be  useful  in  the  di- 
agnosis. Conversely,  patients  with  well  es- 
tablished diagnoses  of  a psychogenic  disor- 
der may  develop  a peripheral  neuropathy 
and  show  reduced  conduction  velocities.  Gen- 
erally, the  psychogenic  disorders  are  com- 
plex and  each  bit  of  objective  physiological 
data  may  be  important.  As  an  example  of 
the  complexity  of  this  group  of  disorders,  a 
middle  aged  man,  who  had  a well  established 
diagnosis  of  a conversion  reaction,  com- 
plained of  weakness  and  increasing  difficul- 
ty in  walking.  Nerve  conduction  studies  re- 
vealed reduced  velocities  in  both  deep  pe- 
roneal and  posterior  tibial  nerves,  indicating 
a peripheral  polyneuropathy.  A search  for 
the  cause  of  the  neuropathy  revealed  that  he 
had  developed  a mild  diabetes  mellitus,  and 
information  from  others  who  knew  the  pa- 
tient well  indicated  that  he  had  been  a heavy 
consumer  of  alcohol — thereby  completing  the 
p.sychogenic  cycle.  Often  it  is  not  a question 
of  whether  a di.sorder  is  psychogenic  or 
physiogenic,  but  of  how  much  of  each  is  at 


play.  The  psychogenic  or  emotional  element 
is  an  important  element  in  the  postoperative 
and  post-traumatic  status  of  patients.  It  is 
not  unusual  for  symptomatology  to  persist 
following  trauma  and  or  surgery,  and  when 
peripheral  nerves  are  involved,  the  demon- 
stration that  nerve  continuity  and  function 
is  intact  can  be  useful  in  the  case  manage- 
ment. 


Miscellaneous 

Motor  conduction  velocities  are  not  re- 
duced in  poliomyelitis  or  Friedreich’s  ataxia.® 
This  information  can  be  useful  in  the  prob- 
lem of  differentiating  poliomyelitis  from 
Guillain-Barre  syndrome  after  the  second  or 
third  week.  Apparently,  the  reason  for  the 
normal  values  in  poliomyelitis  is  that  the 
anterior  horn  cell  disease  is  such  that  suf- 
ficient fast  conducting  axons  remain  to  leave 
the  peripheral  nerve  velocity  at  normal 
range.  It  is  conceivable  that  if  the  polio- 
myelitis is  extensive  and  severe  and  degen- 
eration follows,  sufficient  numbers  of  fast 
fibers  may  be  involved  to  produce  an  axonot- 
mesis  or  reduced  nerve  velocity.  I have  ob- 
served one  such  case  with  this  possible  ex- 
planation. 

Multiple  sclerosis  does  not  tend  to  reduce 
nerve  velocity.  One  report  of  24  patients 
with  multiple  sclerosis  given  nerve  conduc- 
tion studies  revealed  only  2 cases  with  mild- 
ly reduced  velocities. 

Upper  motor  neuron  disease  associated 
with  cerebral  strokes  does  not  alter  periph- 
eral nerve  conduction  velocities.  However, 
upper  motor  neuron  disease  often  alters  the 
monosynaptic  reflex  of  Hoffmann  which  can 
be  demonstrated  by  special  nerve  stimula- 
tion studies.^  When  normal  motor  conduc- 
tion is  found  with  obvious  weakness  and 
atrophy,  root,  cord,  or  upper  motor  neuron 
disease  should  be  considered. 


Research 

The  application  of  the  principles  of  neiwe 
conduction  needs  to  be  expanded  to  other 
nerves  with  superficial  points  along  their 
courses.  The  radial,  sciatic,  and  femoral 
nerves  need  to  be  studied  in  this  fashion  to 
establish  normal  ranges  and  confidence  lev- 
els. If  the  normal  range  for  a specific  tech- 
nique is  known  for  the  nerves  mentioned. 
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the  utility  of  this  test  would  be  broadened. 
This  is  especially  true  of  the  radial  nerve 
because  of  its  vulnerability  at  the  arm. 

The  measuring  of  sensory  nerve  conduc- 
tion needs  to  be  studied  more  extensively. 
It  is  known  that  sensory  conduction  can  be 
impaired  without  appreciably  affecting  mo- 
tor conduction.  However,  measuring  the  sen- 
sory conduction  appears  more  difficult  and 
capricious  at  the  present  time  in  spite  of 
several  possible  approaches  to  the  problem. 

Conduction  studies  appear  to  be  a practi- 
cal technique  in  the  study  of  neurotoxicity 
of  drugs  that  may  affect  axon  fibers.  The 
use  of  this  procedure  may  give  an  earlier 
indication  of  peripheral  nerve  toxicity  than 
is  possible  with  clinical  observation. 


Summary 

The  findings  and  technique  of  motor  nerve 
conduction  velocity  determinations  have  been 
discussed.  The  clinical  value  and  limitations 
have  been  presented  in  various  neuromuscu- 
lar disorders.  The  determination  of  nerve 
conduction  is  useful  in  detecting  functional 
or  metabolic  changes  in  certain  peripheral 
nerves.  Furthermore,  this  procedure  may 
give  indication  as  to  whether  the  abnormal 
process  is  diffuse,  local,  or  both,  since  a dif- 
fuse process  often  predisposes  to  local  ab- 
normality such  as  the  nerve  entrapment 
syndromes.  This  procedure  offers  a reliable 
method  of  making  diagnoses  of  specifically 
treatable  lesions  in  many  instances.  The  test 
gives  a measure  of  specificity  to  conditions 


broadly  called  neuritis,  and  it  also  gives  re- 
liable prognostic  information. 
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Electrodiagnosis 
in  Peripheral  Nerve 


CHARLES  R.  PETERSON,  M.D. 


Classical  electrodiagnostic  testing  has  long 
been  used  in  peripheral  nerve  injuries  to  give 
definite  but  limited  help  in  diagnosis  and 
treatment.  Recently,  newer  techniques  of 
electromyography  and  nerve  stimulation- 
conduction  have  become  more  generally 
available  with  an  increase  in  the  amount 
and  kind  of  information  obtainable.  These 
tests  are  valuable  to  confirm  clinical  diag- 
nosis, to  delineate  extent  and  (sometimes) 
level,  to  establish  continuity  or  its  lack,  as  a 
guide  in  prognosis,  and  to  evaluate  therapy. 

\ 1 THE  CHANGED  response  of 

clinicalm^ine  skeletal  muscle  to  various  types  of 
electrical  stimulation  (i.e.  chron- 
axie)  was  the  basis  of  clinical 
electrodiagnosis  for  many  years.  These  tests 
were  of  value  to  the  clinician  in  the  diag- 
nosis and  treatment  of  peripheral  nerve  le- 
sions. In  the  past  15  years,  however,  the 
evaluation  of  the  electrical  activity  produced 
by  the  muscle  itself  in  normal  and  disease 
states  has  passed  from  the  research  labora- 
tory to  the  clinical  laboratorj’-  with  an  in- 
crease in  the  amount  and  kind  of  informa- 
tion available.  This  article  is  mainly  con- 
cerned with  these  new  tools  and  their  use 
in  peripheral  nerve  lesions. 

Three  types  of  electrical  tests  are  in  com- 
mon use  in  most  large  centers:  electromyo- 
graphy, nerve  stimulation -conduction,  and 
classical  electrodiagnostic  tests  (chronaxie, 
strength-duration  curves,  and  reaction  of 
degeneration) . 

Electromyography  and  nerve  stimulation- 
conduction  are  of  value  in  peripheral  nerve 
pathology  to  confirm  the  clinical  diagnosis, 
delineate  extent  and  (sometimes)  level,  es- 
tablish continuity  or  its  lack,  guide  in  prog- 
nosis, and  evaluate  therapy. 

The  tool  that  is  used  most  commonly  and 
yields  the  greatest  amount  of  information  is 


Fig.  1.  Diagrammatic  representation  of  the  electromyogram. 
The  potentials  labeled  1,2,3  on  the  oscilloscope  demonstrate 
representative  wave  forms  normally  seen  on  contraction.  The 
corresponding  numbered  motor  units  in  the  muscle  are  the 
originators  of  this  electrical  activity  and  are  under  volun- 
tary control  in  the  normal  individual. 

Fig.  2.  Electromyographic  picture  of  complete  denervation. 
The  upper  osc  lloscope  represents  the  electrical  activity 
(fibrillations)  seen  with  the  muscle  at  rest.  The  lower  oscillo- 
scope shows  no  activity  when  an  attempt  at  contraction  is 
made. 

Fig.  3.  Partial  (incomplete)  nerve  injury.  There  are  de- 
creased numbers  of  motor  units  proportionate  to  the  num- 
ber of  fibers  which  have  degenerated.  Fibrillation  activity 
is  seen  at  rest. 

Fig.  4.  Reinnervation  following  nerve  regeneration.  Here 
the  regenerating  fibers  have  reached  only  one  unit.  On  con- 
traction, a characteristic  potential  (nascent  unit)  is  seen. 
Since  many  fibers  a.'e  still  without  neural  connections,  fibril- 
lations are  still  present. 

Fig.  5.  Physiologic  block.  No  activity  is  seen  either  at  rest 
or  on  attempted  voluntary  contraction.  No  degeneration 
has  occurred;  however,  the  nerve  potential  from  the  anterior 
horn  cell  cannot  pass  the  block. 

Fig.  6.  Nerve  conduction  velocity.  With  recording  elec- 
trodes over  a distal  muscle,  its  nerve  is  stimulated  at  two 
separate  points  and  the  action  potentials  are  recorded. 
These  are  labeled  1 and  2.  The  time  difference  in  milli- 
seconds between  the  two  potentials  reflects  the  time  that 
it  takes  the  nerve  impulse  to  pass  between  the  two  points. 
If  the  distance  between  the  two  points  is  then  measured  we 
have  the  parameters  of  time  (milliseconds)  and  distance 
(centimeters).  The  conduction  velocity  can  then  easily  be 
calculated  and  normally  is  expressed  in  meters  per  second. 


the  electromyogram  (EMG).  The  EMG,  like 
the  EGG,  makes  use  of  the  fact  that  muscle, 
in  contracting,  emits  a tiny  charge  of  elec- 
tricity. This  charge  is  then  amplified  by 
suitable  equipment  and  displayed  for  eval- 
uation. 

The  similarity  to  the  EGG  ends  here. 
Skeletal  muscle  is  under  voluntary  control, 
and  is  broken  down  into  smaller  units  which 
allow  gradation  of  contraction.  This  small- 
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er  unit  is  called  the  motor  unit  and  is  de- 
fined as  one  anterior  horn  cell  and  all  of  the 
muscle  fibers  which  it  innervates.  Each  unit 
has  many  single  muscle  fibers  in  it,  and 
each  muscle  has  many  units.  When  the  an- 
terior horn  cell  fires,  all  of  the  muscle  fibers 
innervated  by  it  contract  and  it  is  the  muscle 
fibers’  electrical  activity  which  is  summated 
and  displayed  as  a muscle  action  potential. 

Since  these  potentials  are  small  in  ampli- 
tude (microvolts)  and  short  in  duration 
(milliseconds)  they  can  only  be  analyzed 
adequately  by  the  use  of  film  or  oscilloscope 
recording.  Because  they  have  characteristic 
sounds,  they  are  also  monitored  by  an  audio 
system  concurrently.  For  the  same  reason, 
this  test  must  be  done  with  needle  electrodes 
placed  directly  within  the  muscle.  These 
electrodes  are  of  small  gauge,  usually  plastic 
coated,  and  cause  little  discomfort  to  all  but 
the  most  hypersensitive  patient. 

A trained  physician  must  perform  the 
test,  since  the  selection  of  muscles  and  the 
degree  of  searching  necessary  is  different 
with  each  patient.  The  recording  cannot  be 
done  by  a technician  and  read  like  an  ECG. 

Fig.  1 is  a diagrammatic  representation 
of  the  generation  of  the  muscle  action  po- 
tential. In  this  case  three  units  are  used  to 
represent  all  the  units  in  this  muscle.  This 
figure  shows  the  muscle  contracting  maxi- 
mally since  all  the  motor  units  are  active. 
In  the  resting  state  in  normally  innervated 
muscle  there  is  no  electrical  activity. 

When  the  motor  nerve  supply  to  a muscle 
is  interrupted  from  any  cause  and  at  any 
level  a characteristic  picture  is  seen.  Fig.  2 
represents  a peripheral  nerve  which  was 
completely  severed,  resulting  in  immediate 
paralysis.  On  attempted  contraction  there 
would  be  no  action  potentials  since  the  con- 
nection to  the  cord  has  been  cut. 

In  14  to  21  days,  after  the  nerve  has  de- 
generated, the  individual  muscle  fibers  will 
contract  spontaneously  at  rest  producing 
small  potentials  called  fibrillations  which 
are  characteristic  of  degeneration.  These  are 
illustrated  in  the  portion  called  “rest.”  We 
now  have  objective  evidence  of  denervation, 
and  by  sampling  a number  of  muscles  in  an 
extremity  can  delineate  what  muscles  and 
nerves  have  been  affected. 

In  a partial  or  incomplete  nerve  injury  we 
would  also  see  a characteristic  picture.  Fig. 
3 .shows  that  although  there  is  denervation 
at  rest,  normal  motor  units  are  seen  on  con- 


traction in  direct  relationship  to  the  number 
of  fibers  cut.  We  can  then  establish  con- 
tinuity if  the  lesion  is  below  the  plexus.  At 
the  plexus  level  there  is  intermingling  of 
various  roots  so  that  a muscle  can  be  par- 
tially innervated  although  a root  has  been 
avulsed.  This,  however,  should  be  obvious 
from  the  pattern  of  denervation  in  the  ex- 
tremity since  it  would  extend  in  a root  rath- 
er than  single  nerve  distribution. 

Further  information  of  value  can  be  ob- 
tained by  repeated  examinations  since  char- 
acteristic EMG  findings  appear  prior  to 
clinical  muscle  recovery.  As  nerve  growth 
reaches  muscle  fibers,  denervation  decreases 
and  small,  poly  phasic  voluntary  potentials 
are  seen.  Fig.  4 shows  this  growth  reaching 
only  one  unit.  These  increase  in  number  and 
become  more  mature  as  reinnervation  con- 
tinues. 

By  the  careful  use  of  this  tool  several  im- 
portant facets  of  peripheral  nerve  injury 
can  then  be  better  understood: 

1.  To  confirm  the  diagnosis:  Spontaneous 
activity  at  rest  (fibrillations)  is  seen  only 
in  denervation. 

2.  Extent : By  careful  searching  of  muscle 
supplied  by  various  roots,  cords,  and  nerves, 
one  can  delineate  the  particular  pathology 
involved. 

3.  Continuity:  If  a single  voluntary  ac- 
tion potential  is  seen  in  a paralyzed  muscle, 
with  a nerve  lesion  below  the  plexus,  one  can 
establish  continuity.  If  the  denervation  is 
complete,  however,  this  assumption  cannot 
be  made  either  way. 

4.  Prognosis:  a.  If  the  nerv^e  is  in  con- 
tinuity, one  would  expect  reinnervation  to 
occur,  b.  The  regeneration  of  the  nerve 
could  be  followed  by  serial  EMG’s. 

5.  Therapy:  The  need  and  type  would  be 
aided  by  the  additional  information  obtained 
through  electromyography. 

There  are  two  other  types  of  paralysis 
that  can  be  distinguished  by  electromyogra- 
phy and  the  additional  tool  of  nerve  stimu- 
lation-conduction. They  are  physiologic 
block  and  hysterical  palsies. 

In  physiologic  block  secondary  to  edema, 
hematomas,  and  other  conditions,  true  de- 
generation does  not  occur  but  the  muscles 
are  paralyzed.  This  is  because  the  impulse 
from  the  anterior  horn  cell  is  blocked  at  the 
lesion.  Here,  nerve  stimulation  is  of  value 
early.  A peripheral  nerve  that  is  degenerat- 
ing will  conduct  an  imposed  electrical  stim- 
ulus distal  to  the  lesion  for  72  hours,  then 
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no  conduction  can  occur.  If  the  block  is 
physiologic  (neuropraxia)  the  nerve  con- 
tinues to  conduct.  This  is  important  since 
it  is  a paralysis  completely  reversible  -within 
6 to  12  -weeks  if  the  etiologic  agent  is  re- 
moved. Fig.  5 shows  the  electromyographic 
findings  in  physiologic  block.  Here  there  is 
no  denervation  or  action  potentials. 

In  hysterical  palsies,  if  all  other  causes  of 
paralysis  can  be  adequately  ruled  out,  elec- 
tromyography and  nerve  stimulation  are 
often  of  value.  If,  after  14  to  21  days  con- 
duction continues,  and  no  denervation  ap- 
pears on  EMG,  the  diagnosis  certainly  must 
be  suspected. 

Although  not  directly  related  to  acute 
trauma,  two  other  common  affections  of 
peripheral  nerves  must  be  mentioned. 

The  first  is  generalized  peripheral  neuritis 
which  may  manifest  itself  as  a clinical  mono- 
neuritis (i.e.  diabetic).  The  differential  di- 
agnosis can  be  made  by  the  combination  of 


widespread  denervation  on  EMG  and  gen- 
eralized slowing  of  the  conduction  velocity 
of  peripheral  nerves.  Fig.  6 describes  the 
method  of  determining  conduction  velocity 
in  an  accessible  peripheral  nerve  (ulnar). 

Lastly,  localized  slowing  of  conduction  oc- 
curs across  entrapment  of  a peripheral 
nerve.  A good  example  is  the  carpal  tunnel 
syndrome.  Here  the  pressure  on  the  median 
nerve  as  it  passes  under  the  transverse  car- 
pal ligament  results  in  slowed  conduction  if 
the  nerve  is  stimulated  proximal  to  that 
point. 

I have  mentioned  only  in  passing  the  clas- 
sical methods  of  electrodiagnosis.  This  is 
not  meant  to  imply  that  they  are  not  of  im- 
portance in  the  diagnosis  and  treatment  of 
peripheral  nerve  injuries.  In  most  centers 
todaj^  however,  they  are  used  as  an  adjunct 
to  the  EMG  nerve  stimulation-conduction. 
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The  Perilous  Cat  Nap 

Mild  exercise — a walk  around  the  block  or  perhaps  doing  the 
dishes — is  preferable  to  a nap  after  dinner,  says  a German  investi- 
gator. That  peaceful  snooze  just  after  eating  may  set  the  stage  for 
a heart  attack,  according  to  Dr.  Gerhard  Volkheimer  in  the  Sept.  25, 
1964,  issue  of  Medical  World  News. 

Animal  studies  have  shown  that  lack  of  exercise  after  eating 
can  cause  chyle,  a milky  emulsion  of  fat  globules  formed  in  the  small 
intestine  during  ingestion,  to  accumulate  in  the  thoracic  duct. 

The  fact  that  many  people  die  of  heart  attacks  a few  hours  after 
eating  huge  meals  and  within  seconds  after  waking  from  after-dinner 
naps  is  attributed  to  a slight  body  movement  causing  chyle  to  be  pro- 
pelled into  the  blood  and  coronary  embolism  to  follow. 
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Tracheo-esophageal  Fistula 
Without  Esophageal  Atresia 


I ^ TRACHEO-ESOPHAGEAL  fistu- 

CASE  REPORTS  la  (TEE)  wltliout  atresia  is  also 
known  as  an  isolated  or  H-type 
fistula.  TEE  occurs  as  a congenital 
or  more  commonly  as  the  result  of 
trauma.^'  ■*  It  causes  strangulating  dysphagia 
and  crippling  pneumonitis.  Oral  liquids  read- 
ily reproduce  its  symptoms,  such  as  choking, 
coughing  associated  with  rapidly  appearing 
abdominal  distension,  and  recurring  and  pro- 
gressive aspiration  pneumonitis.  Such  dra- 
matic symptoms  demand  attention.  Neverthe- 
less even  when  a TEF  is  strongly  considered, 
the  negative  radiographic  efforts  to  outline 
this  fistula  too  often  delay  the  surgical  cure. 

This  report  on  six  infants  with  congenital 
TEF  illustrates  successful  recognition  and 
management  keyed  to  the  pathologic  changes 
as  related  to  the  endotracheal  air  pressures. 
During  the  negative  pressure  phase,  esopha- 
geal contents  are  aspirated  through  the  TEF 
into  the  trachea.  During  the  positive  pres- 
sure phase,  tracheal  air  escapes  through 
the  TEF  into  the  esophagus.  This  escaping 
tracheal  air  outlines  and  distends  the  esoph- 
agus and  stomach  (Fig.  1)  ; its  jet-like  blast 
is  diagnostic®  and  localizing  at  esophagos- 
copy.  Further,  the  force  of  this  positive 
pressure  air  escaping  continues  to  exnand 
the  esophagus  until  all  fistulae  are  closed. 


defect. 


Case  Reports 

Case  1. — A 3-week-old  boy  was  admitted  to  Texas 
Children’s  Hospital  on  Nov.  29,  1959.  He  appeared 
sleepy,  emaciated,  and  hungry.  He  would  sleep  for 
a few  minutes,  then  take  oral  feedings  eagerly,  but 
each  swallow  brought  on  an  exhausting  bout  of 
coughing  that  distended  his  abdomen.  Feedings  in- 
creased his  resp'ratory  rales. 

Roentgenograms  made  in  his  hometown  showed 
contrast  media  outlining  his  TEF  (Fig.  2).  Efforts 
to  repeat  this  were  unsuccessful,  but  plain  lateral 


films  showed  his  esophagus  and  gastrointestinal 
tract  filled  with  air  (Fig.  3).  A tube  passed  into 
his  stomach  released  air  that  was  under  pressure; 
this  release  of  air  was  accentuated  with  each  cry. 

His  esophagus  was  exposed  through  a right  trans- 
pleural thoracotomy;  it  expanded  with  each  positive 
pressure  endotracheal  assist  to  respiration,  except 
when  the  fistula  was  digitally  compressed.  This  lo- 
calized his  TEF  1.5  cm.  above  the  carina.  The  fis- 
tula was  excised;  the  patient’s  trachea  and  esopha- 
gus were  closed  separately  with  simple  sutures  of 
6-0  silk.  Positive  endotracheal  pressure  was  in- 
creased to  equal  a cough  pressure  for  testing  the 
closure;  neither  tracheal  leak  nor  expansion  of  his 


Fig.  1.  A lateral  roentgenogram  of  a newborn  with  a TEF 
showing  the  esophagus  and  gastrointestinal  troct  filled  and 
outlined  by  air. 
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The  author  outlines  diagnosis  and  manage- 
ment for  congenital  H-type  tracheo- 
esophageal fistula,  and  includes  reports 
of  six  patients  successfully  treated. 


esophagus  occurred.  He  made  an  uneventful,  rapid 
recovery,  and  has  had  no  further  dysphagia. 

Case  2. — A white  boy  was  born  Sept.  21,  1961,  at 
St.  Luke’s  Hospital.  He  weighed  7 lb.,  15  oz.  He 
had  excess  pharyngeal  mucus  and  cyanosis.  A chest 
film  showed  a right  upper  lobe  atelectasis  (Fig.  4). 
His  abdomen  was  distended;  a tube  passed  into  his 
stomach  released  air  that  was  under  pressure.  He 
choked  on  oral  liquids.  The  following  day  he  was 
transferred  to  Texas  Children’s  Hospital.  Cine- 
roentgenography  demonstrated  a TEF  at  the  level 
of  the  second  thoracic  vertebra.  His  esophagus  was 
visualized  through  a right  transpleural  thoracoto- 
my; it  expanded  with  each  positive  pressure  respi- 


Fig.  2.  Case  1.  A lateral  roentgenogram  showing  the  esoph- 
agus and  trachea  outlined  with  radiopaque  media;  the  arrow 
points  to  the  fistula  at  the  level  of  the  first  interspace. 
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ration.  Compression  and  release  of  his  TEF  at  the 
thoracic  inlet  demonstrated  that  the  esophageal  ex- 
pansion was  related  to  the  fistula.  After  division 
and  suture  of  his  fistula  no  further  esophageal  ex- 
pansion occurred.  He  recovered  uneventfully. 

Case  3. — This  6-month-old  white  girl  weighed  16 
lb.  when  admitted  to  Texas  Children’s  Hospital,  Jan. 
30,  1963.  Her  birth  weight  was  5 lb.,  13  oz.  She 
had  had  excess  mucus  and  coughed  with  feedings 
since  birth;  pneumonitis  occurred  at  age  two  weeks. 
A swallow  of  water  brought  on  coughing,  and  audi- 
ble chest  rales.  A review  of  her  admission  chest 
films  showed  a dilated  air-filled  esophagus  in  the 
lateral  view  (Fig.  5).  Contrast  radiographic  studies 
demonstrated  a TEF  at  the  thoracic  inlet.  A naso- 
gastric tube  passed  into  her  stomach  released  air 
that  was  under  pressure;  this  air- flow  was  accen- 


Fig.  3.  Case  1.  An  admission  lateral  roentgenogram  show- 
ing the  esophagus  and  gastrointestinal  tract  filled  and  out- 
lined by  air. 
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Fig.  4.  Case  2.  A portable  anteroposterior  roentgenogram 
of  this  newborn  showing  right  upper  lobe  atelectasis  sugges- 
tive of  TEF. 


Fig.  5.  Case  3.  A lateral  admission  roentgenogram  show 
ing  the  esophagus  filled  and  outlined  by  air. 


tuated  by  crying.  Similarly,  at  esophagoscopy  when 
the  scope  was  passed  into  her  stomach,  pressurized 
gastric  air  was  released.  As  the  scope  was  with- 
drawn, a jet  of  positive  pressure  was  felt  at  the 
thoracic  inlet;  the  fistulous  opening  was  visualized 
anteriorly  just  inside  the  upper  thorax.  A left  skin- 
crease  cervical  incision  was  made,  and  with  hyper- 
extension of  her  neck,  her  thoracic  inlet  esophagus 
was  exposed;  it  expanded  with  each  endotracheal 
pressure  until  her  fistula  was  closed.  She  recovered 
rapidly,  uneventfully,  and  has  had  no  further  dys- 
phagia. 

Case  U- — This  white  boy  weighed  7 lb.,  5 oz.  at 
birth.  He  had  excess  mucus  that  increased  with 
feedings,  and  at  nine  days  of  age  he  became  blue 
while  feeding.  At  five  weeks  of  age  he  was  hos- 
pitalized in  his  hometown.  He  was  cyanotic,  and 
had  diffuse  large  rhonchi  that  increased  with  feed- 
ings. Thickened  tube  feedings  were  tolerated  better 
than  oral  feedings.  Several  roentgen  examinations 
with  contrast  media  were  made  during  the  search 
for  a TEF.  He  was  admitted  to  Texas  Children’s 
Hospital  at  four  months  of  age  on  Feb.  21,  19G3. 
A review  of  his  admission  chest  films  showed  an 
air-filled  esophagus.  A tube  passed  into  his  stomach 
released  air  that  was  under  pressure.  Cineroent- 
genography  demonstrated  a tracheo-esophageal  fis- 
tula at  the  level  of  the  second  thoracic  vertebra. 
The  fistula  was  closed  through  a right  thoracotomy. 
He  recovered  uneventfully. 


Fig.  6.  Case  6.  An  anteroposterior  roentgenogram  ot  two 
years  of  age  showing  consolidation  and  atelectasis  of  the 
right  lung  and  gastrointestinal  tract  distension. 
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Case  5. — A 21-month-old  white  boy  was  admitted 
June  11, 1963,  for  failure  to  gain  weight;  he  weighed 
17  lb.,  8 oz.  At  birth  he  weighed  4 lb.,  11  oz.  and 
had  bouts  of  cyanosis  relieved  by  oral  suction.  He 
had  been  hospitalized  for  pneumonia.  He  swallowed 
liquids  until  he  started  bouts  of  coughing  that  were 
followed  by  abdominal  distension,  vomiting,  and 
strangling.  His  chest  rales  increased  with  feedings. 
A review  of  his  chest  film  showed  an  air-filled 
esophagus.  A tube  passed  into  his  stomach  released 
air  that  was  under  pressure.  Cineroentgenography 
showed  a TEF  at  the  level  of  his  clavicle.  It  was 
closed  through  a cervical  incision.  Recently,  this 
patient  has  had  some  dysphagia  with  solids,  and 
esophagrams  showed  a supradiaphragmatic  con- 
striction. He  was  re-admitted  March  16,  1964;  a 
foreign  body  was  removed  from  his  lower  esopha- 
gus. When  discharged,  he  could  swallow  norm.ally. 

Case  6. — This  acutely  ill  white  boy,  age  26  months, 
was  admitted  to  the  clinic  service  on  Feb.  12,  1964. 
He  had  always  coughed  and  strangled  with  liquid 
feedings  since  birth.  No  breath  sounds  could  be 
heard  over  his  right  lung,  but  left  chest  rales  in- 
creased with  feedings,  even  tube  feedings.  When 
his  nasogastric  feeding  tube  was  opened,  air  was 
released,  and  the  air  flow  increased  with  crying. 

Roentgenograms  confirmed  complete  consolidation 
on  the  right  (Fig.  6)  ; the  lateral  view  showed  the 
feeding  tube  in  an  air-filled  and  a dilated  esophagus 
(Fig.  7).  At  this  admission  a repeat  cinefluoro- 
scopy  suggested  a TEF  at  the  carina.  Review  of 
previous  lateral  chest  films  from  Dec.  8,  1961, 
showed  increasing  dilation  of  the  distended  esopha- 


Fig.  7.  Case  6.  A lateral  roentgenogram  showing  the  feed- 
ing tube  in  the  esophagus  and  the  esophagus  dilated  and 
outlined  by  air. 


gus  and  gaseous  distension  of  the  gastrointestinal 
tract  (Fig.  8). 

A trial  of  tube  feedings  only  increased  his  pneu- 
monitis, however,  gastric  suction  for  48  hours  im- 
proved him  sufficiently  to  consider  operation. 

Esophagoscopy  revealed  a red  edematous  mucosa, 
and  a jet-like  tussic  blast  just  within  the  thoracic 
inlet.  A right  posterior  lateral  thoraco-mediasti- 
notomy  was  done  with  the  patient  in  the  prone  posi- 
tion. His  right  lung  was  firm  and  nonexpansive ; 
his  esophagus  dilated  to  a diameter  of  4 to  5 cm. 
with  each  positive  pressure  respiration  until  his 
TEF  was  compressed.  His  TEF  was  high  at  the 
thoracic  inlet;  it  was  excised  and  closed.  He  recov- 
ered rapidly  to  normal  oral  feedings.  Within  a 
month  his  previously  nonfunctioning  right  lung  was 
three-fourths  expanded;  he  is  continuing  to  improve 
on  inhalation  therapy. 


Discussion 

Inspiration  lengthens  the  trachea  and  the 
esophagus,  opening  the  lumen  of  the  TEF. 
At  the  same  time  the  endotracheal  pressure 
becomes  negative,  aspirating  any  esophageal 
contents  into  the  trachea.  All  six  patients 
strangled  on  liquids  and  their  chest  rales  in- 
creased with  feedings,  confirming  aspira- 


Fig.  8.  Case  6.  A lateral  film  showing  the  esophagus  and 
gastrointestinal  tract  diagnostically  distended  and  outlined 
by  air. 
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FISTULA — Able — continued 

tion.  An  oblique  fistula  with  a proximal 
esophageal  mucosal  flap  may  close  during 
swallowing  of  solids,  but  vomiting  fills  the 
fistula  as  in  case  5.  Older  patients  may  re- 
fuse liquids  and  coordinate  swallowing  with 
positive  endotracheal  pressure  sufficient  to 
avoid  or  reduce  strangling. 

Previously,  radiographic  outlining  of  the 
fistula  has  dominated  and  at  times  delayed 
the  diagnosis  of  TEF.  Swallowed  radiopaque 
media  can  flow  through  the  fistula  and  into 
the  trachea  only  during  the  short  negative 
pressure  inspiratory  phase  of  respiration ; an 
active  cough  can  remove  this  media  so  quick- 
ly that  filming  of  the  filled  fistula  is  difficult 
if  not  impossible.  In  case  4 several  such 
radiographic  efforts  had  been  unsuccessful 
during  three  months  of  a previous  hospitali- 
zation. Cineradiography  has  increased  the 
speed  of  filming  and  demonstrated  the  fis- 
tula in  cases  2,  3,  4,  and  5.  However  in  case 
6,  cine  studies  were  negative  for  two  years 
while  aspiration  pneumonitis  progressed  to 
pulmonary  consolidation.  Negative  radio- 
paque studies  should  never  delay  the  diag- 
nosis ; air  contrast  is  adequate,  always  avail- 
able, and  without  additional  hazard  or  com- 
plicated procedures. 

Air  in  the  gastrointestinal  tract  has  been 
described  as  indicative  of  a TEF.^-  ® The 
outlining  and  expanding  of  the  esophagus 
has  not  been  emphasized  previously.  All 
forced  expirations,  crying,  coughing  and 
straining,  increase  the  endotracheal  pres- 
sure so  that  tracheal  air  escapes  through 
the  TEF,  filling  the  esophagus.  Lateral  ro- 
entgenograms taken  during  forced  expira- 
tion diagnostically  demonstrate  this  air-filled 
esophageal  outline. 

Paroxysms  of  coughing  and  crying  not 
only  distend  and  dilate  the  esophagus,  but 
also  the  positive  pressure  air  spills  into  and 
distends  the  stomach.  Seiber®  described  the 
positive  pressure  accentuation  of  gastric  dis- 
tension, and  the  release  of  this  air  by  naso- 
gastric tube.  All  six  patients  demonstrated 
rapidly  occurring  epigastric  distension  asso- 
ciated with  coughing  and  crying.  A naso- 
gastric tube  released  this  distension,  and  the 
flow  of  this  released  air  was  intermittently 
accentuated  with  each  increase  in  endo- 
tracheal positive  pressure.  In  case  6,  gastric 
suction  relieved  abdominal  distension,  les- 
.sened  gastric  reflux,  and  facilitated  the 
treatment  of  the  progressively  critical  pneu- 


monitis sufficient  to  make  this  patient  safe 
for  surgical  closure  of  the  fistula. 

Batterby^  and  Coleman^  noted  the  tussic 
blast  of  air  into  the  esophagus  at  the  level 
of  the  fistula.  During  esophagoscopy  this 
cough-like  jet  of  air  localized  the  fistula, 
and  aided  the  visualization  of  the  fistula  in 
cases  3 and  6.  Esophagoscopic  localization 
was  more  accurate  than  cineradiography  in 
case  6.  Larger  TEFs  as  seen  following  trau- 
ma have  an  even  greater  blast. ^ Esophago- 
scopy gives  a quick  and  accurate  localization 
of  the  TEF,  indicating  the  appropriate  cer- 
vical or  thoracic  surgical  approach. 

A thoracic  inlet  TEF  can  be  closed  trans- 
cervically  by  hyperextension  of  the  neck,  as 
in  cases  3 and  5.  Probably  with  more  ac- 
curate esophagoscopic  localization,  five  of 
these  fistulae  would  have  been  closed  trans- 
cervically.  Schneider  and  Becker’s*  review 
listed  most  fistulae  at  the  thoracic  inlet  or 
in  the  neck. 

Each  positive  pressure  assist  to  respira- 
tion increases  the  endotracheal  pressure ; the 
gases  escaping  through  the  TEF  expand  the 
esophagus.  Point  compression  of  the  TEF 
at  operation  stops  this  esophageal  expansion, 
and  release  of  this  compression  allows  this 
esophageal  expansion  to  recur.  Such  an  eval- 
uation confirms  the  location  and  the  multi- 
plicity of  the  TEFs.  Babbitt^  reported  tho- 
racic and  cervical  TEFs  in  a patient  who 
continued  with  fatal  symptoms  after  the 
closure  of  his  thoracic  fistula.  Although  no 
double  fistulae  were  encountered  in  this 
series,  if  the  esophagus  expands  after  clos- 
ure of  one  fistula,  a second  TEF  would  be 
expected. 


Summary 

Six  patients  successfully  treated  for  the 
congenital  H-type  tracheo-esophageal  fistula 
are  reported.  Their  dramatic  signs  and  symp- 
toms are  correlated  with  a simple  direct 
method  of  early  diagnosis  and  management. 

Strangling,  associated  inspiration,  and 
progressive  pneumonitis  suggest  negative 
pressure  aspiration  of  esophageal  liquids. 


Dr.  Luke  W.  Able  is  surgeon-in-chief  of  Texas  Chil- 
dren's Hospiral,  Houston,  and  assistant  clinical  professor 
of  surgery  at  Baylor  University  College  of  Medicine, 
Houston. 
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Epigastric  distension  increasing  with  each 
cough  or  cry  suggests  positive  endotracheal 
air  is  escaping  into  the  esophagus  and  stom- 
ach. The  release  of  this  air  by  the  passage 
of  a nasogastric  tube  provides  further  con- 
firmation. 

The  outline  of  the  air-filled  esophagus  is 
demonstrated  on  lateral  roentgenograms  and 
records  this  suspected  diagnosis.  Radiopaque 
outlining  of  the  fistula  is  a desirable  demon- 
stration, but  is  not  essential  for  either  the 
diagnosis  or  location,  and  should  never  de- 
lay surgical  cure. 

Esophagoscopy  gives  the  location  of  the 
TEF,  and  indicates  the  appropriate  cervical 
or  thoracic  approach.  The  expansion  of  the 
esophagus  with  each  positive  endotracheal 
pressure  occurs  until  all  TEFs  are  surgical- 
ly closed. 
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Wiess  Foundation  Makes  Gifts 
To  Medical  Branch,  M.  D.  Anderson 

Gifts  from  the  Harry  Carothers  Wiess  Foundation  of  Houston 
will  make  possible  academic  chairs  at  the  University  of  Texas  Medi- 
cal Branch  and  the  University  of  Texas  M,  D.  Anderson  Hospital 
and  Tumor  Institute. 

The  gift  for  the  Medical  Branch  will  create  the  Harry  Carothers 
Wiess  Chair  in  Otolarynology,  replacing  a professorship  in  that  field 
established  in  1961  by  Mrs.  Wiess  in  memory  of  her  husband.  Dr. 
Jehu  Mathews  Robison,  Sr.,  a specialist  on  the  lymphatic  drainage 
of  the  para-accessory  sinuses,  will  continue  to  fill  the  Wiess  position. 

The  new  position  at  M.  D.  Anderson  will  be  called  the  Harry 
Carothers  Wiess  Chair  for  Cancer  Research.  It  is  the  first  endowed 
chair  to  be  established  in  that  institution. 

The  two  Wiess  chairs  bring  to  20  the  number  of  privately  en- 
dowed academic  positions — chairs,  professorships,  and  lectureships — 
that  have  been  established  in  the  University  system  during  the  past 
four  years. 
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Combined  Enucleation  and  Transurethral 
Resection  for  Large  Prostates 


By  combining  the  suprapubic  and  the 
transurethral  operative  procedures,  the  un- 
usually large  prostate  gland  can  be 
removed  in  slightly  more  than  one  hour. 
The  bladder  can  be  closed  primarily. 
Resection  of  the  remaining  tissue  effects 
better  hemostasis  thereby  promoting  a 
shorter  convalescence.  The  urethral  catheter 
may  be  removed  in  about  seven  days 
allowing  the  patient  to  leave  the  hospital 
shortly  thereafter. 


MANAGEMENT  of  an  unusually 
CLINICAL  MEDICINE  large  prostate  gland  presents  a 

■ challenge  to  the  urologist.  Too 
often  the  overzealous  resectionist 
will  undertake  to  remove  more  tissue  than 
he  is  capable  of  resecting  within  reasonable 
operating  time.  He  then  has  to  decide  wheth- 
er to  leave  his  patient  incompletely  resected 
or  bring  him  back  for  a secondary  procedure 
later.  The  large  prostate  gland  can  easily  be 
enucleated  by  the  suprapubic,  retropubic,  or 
perineal  approach,  but  it  has  been  our  ex- 
perience that  only  part  of  the  adenomata  are 
removed  by  these  procedures  and  residual 
glandular  prostatic  tissue  is  left  within  the 
anatomic  capsule  of  the  prostate.  By  com- 
bining an  enucleative  technique  with  a 
transurethral  resection  one  can  more  com- 
pletely remove  the  prostatic  tissue.  The 
original  rationale  for  introducing  the  resec- 
toscope  following  the  enucleation  was  to  ob- 
tain more  effective  hemostasis,  allowing  pri- 
mary closure  of  the  bladder.  It  was  then 
found  that  hemostasis  was  easier  to  accom- 
plish if  the  prostatic  fossa  was  smooth, 
therefore  remaining  tags  of  tissue  had  to  be 
removed.  Initially  the  authors  were  sur- 
prised when  the  pathologist  reported  10  to 
15  gm.  of  additional  prostatic  tissue  had 
been  resected.  Additional  experience  re- 
vealed that  the  patients  who  enjoyed  un- 
eventful convalescent  courses  were  the  ones 


who  had  most  of  the  remaining  prostatic 
tissue  removed.  On  two  occasions  more  than 
30  gm.  of  tissue  was  resected  after  enucleat- 
ing adenomata  weighing  206  and  146  gm., 
respectively.  The  smallest  amount  of  tissue 
resected  was  5 gm. 

In  the  last  ten  years  we  have  used  the 
combined  suprapubic  and  transurethral  pros- 
tatectomy in  23  patients  having  prostates 
which  seemed  to  be  too  large  for  a single 
transurethral  prostatectomy.  Most  of  these 
glands  weighed  more  than  100  gm.  Having 
had  no  operative  mortality  and  a low  mor- 
bidity rate  with  these  patients  we  have  been 
pleased  with  our  results  and  propose  this 
combined  operative  procedure  for  consid- 
eration. 


Operative  Technique 

Under  spinal  anesthesia  the  patient  is 
placed  on  the  operating  table  in  a lithotomy 
position.  The  O’Connor  rectal  shield  is  in- 
serted and  the  patient  draped  for  both  a 
suprapubic  and  a transurethral  procedure. 
The  Nesbit  Resectoscope,  size  28F.,  is  intro- 
duced into  the  bladder  to  corroborate  the 
preoperative  impression  as  to  the  size  of  the 
prostate  gland.  We  prefer  to  resect  prostate 
glands  which  we  estimate  will  weigh  less 
than  100  gm.  Having  decided  that  a pros- 
tate is  unusually  large,  the  resectoscope  is 
removed  and  a vertical  lower  abdominal  skin 
incision  is  made.  The  bladder  is  opened  by 
the  Hrynstchak  technique  using  a hemostat 
to  separate  the  muscle  fibers  of  the  bladder 
wall.  A finger  in  the  rectum  facilitates  enu- 
cleation of  the  prostate.  The  bladder  is  closed 
with  continuous  chromic  O catgut  suture.  A 
penrose  drain  is  placed  in  the  retropubic 
space.  Closure  of  the  rectus  fascia,  subcu- 
taneous tissue,  and  skin  then  completes  the 
enucleative  portion  of  our  combined  opera- 
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tive  procedure.  The  resectoscope  may  be  in- 
troduced as  soon  as  the  adenoma  has  been 
removed.  The  resectionist  surveys  the  irreg- 
ular ragged  prostatic  fossa  and  fulgurates 
all  large  bleeding  vessels.  The  irrigating 
fluid  may  pass  freely  from  abdominal  in- 
cision at  this  stage  of  the  operation,  and  suc- 
tion is  frequently  employed  during  the  clos- 
ure of  the  bladder.  The  resection  is  begun 
anteriorly  removing  the  remaining  prostatic 
tissue  until  the  capsule  of  the  prostate  is 
clearly  visualized.  Then  by  following  this 
line  of  cleavage  the  operator  cleans  both  lat- 
eral fossae.  Rectal  palpation  facilitates  re- 
moval of  the  remaining  prostatic  tissue  pos- 
teriorly. Not  uncommonly  the  resectionist  is 
aware  of  an  apparent  shrinkage  of  the  pros- 
tatic capsule.  This  enhances  hemostasis  and 
is  always  a welcomed  observation.  The  Ellik 
evacuator  is  used  to  remove  the  resected 
pieces.  A 24  F.  Foley  catheter  is  inserted 
and  it  is  gratifying  to  note  almost  clear  irri- 
gating fluid  at  this  final  stage  of  the  opera- 
tion. Intermittent  bladder  irrigation  of  dis- 
tilled water  or  saline  is  employed  postopera- 
tively  and  the  amount  of  irrigation  fluid 
used  is  dependent  upon  the  amount  of  bleed- 
ing. No  secondary  hemostases  have  been 
necessary  with  these  23  patients. 

Analysis  of  Cases 

The  ages  of  the  patients  varied  from  53 
to  83  years  with  an  average  of  72  years. 
The  average  operating  time  was  one  hour 
and  eleven  minutes.  In  one  instance  only  30 
minutes  was  required  whereas  our  longest 
operative  time  was  two  hours  and  ten  min- 
utes. Only  50  minutes  were  spent  enucleat- 
ing 177  gm.  of  adenomata  and  resecting  an 
additional  26  gm.  The  combined  weight  of 
the  adenomata  plus  the  resected  prostatic 
tissue  averaged  126  gm.  Four  of  the  patients 


had  glands  which  weighed  more  than  200 
gm.  with  the  largest  having  an  adenomata 
weighing  222  gm.  and  resected  tissue  weigh- 
ing 25  gm.,  making  a total  of  247  gm.  The 
smallest  combined  weight  was  only  45  gm. 
and  this  represented  an  instance  in  which 
preoperative  cystoscopy  was  inadvertently 
omitted.  The  preoperative  cystogram  sug- 
gested a large  prostate  but  this  was  mis- 
leading information.  Most  of  the  glands 
were  benign  prostatic  hypertrophy  although 
adenocarcinoma  was  also  present  in  four 
cases.  One  patient’s  entire  gland  was  adeno- 
carcinoma grade  3 and  this  was  not  sus- 
pected preoperatively.  It  is  surprising  that 
a portion  of  this  patient’s  gland  was  easily 
enucleated  and  20  additional  gm.  of  tissue 
removed  by  the  transurethral  resection.  One 
patient  had  a combined  suprapubic  and 
transurethral  prostatectomy  with  the  remov- 
al of  74  gm.  of  benign  prostatic  hypertrophy 
in  1954.  Six  years  later  a hard  nodule  ap- 
peared in  this  patient’s  prostate  and  a pe- 
rineal biopsy  revealed  adenocarcinoma  grade 
3.  A radical  perineal  prostatectomy  was 
performed  and  the  patient  had  an  unevent- 
ful convalescence  including  complete  urinary 
continence.  The  prostatic  tissue  removed 
perineally  weighed  77  gm.  Five  of  the  pa- 
tients had  multiple  vesical  calculi.  None  of 
these  patients  had  large  bladder  diverticula 
in  spite  of  their  long  histories  of  obstructive 
symptoms  leading  to  the  development  of  un- 
usually large  prostates.  A right  ureterolith- 
otomy was  accomplished  prior  to  the  open- 
ing of  the  bladder  in  one  of  the  cases  and  no 
complications  occurred.  Whole  blood  was 
given  to  six  patients  during  surgery  and  one 
patient  received  an  additional  2000  cc.  of 
b^ood  during  his  first  three  postoperative 
days.  An  attempt  is  always  made  to  repla-ce 
large  blood  losses  with  whole  blood  in  com- 
parable amounts.  A single  500  cc.  unit  of 
blood  is  seldom  necessary.  Two  of  the  cases 
required  more  than  1000  cc.  of  blood  and  only 
one  patient  received  a single  unit  of  whole 
blood  during  the  operative  procedure. 

As  soon  as  the  urine  became  clear  and 
there  was  no  further  suprapubic  wound 
leakage  when  the  catheter  was  clamped  off 
for  periods  of  one  to  two  hours,  the  urethral 
catheter  was  removed.  The  catheter  was  re- 
moved as  early  as  the  fourth  postoperative 
day  on  three  occasions  and  on  the  fifth  or 
sixth  postoperative  day  in  nine  instances. 
Four  patients  had  an  indwelling  catheter  for 
ten  days  or  longer.  The  authors  should  not 
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have  been  surprised  when  they  found  their 
clinical  impression  to  be  more  optimistic 
than  factual.  Transurethral  prostatectomy 
patients  usually  leave  the  hospital  on  the 
fourth  or  fifth  postoperative  day,  and  it  was 
our  impression  that  the  combined  procedure 
patients  had  similar  periods  of  hospitaliza- 
tion, however,  when  their  records  were  re- 
viewed it  was  found  that  these  patients  aver- 
aged 10.8  hospital  days  and  only  one  of  them 
left  the  hospital  under  seven  days.  One  of 
the  patients  remained  in  the  hospital  20  days 
because  of  slow  healing  of  his  abdominal  in- 
cision. His  catheter  was  not  removed  until 
his  15th  postoperative  day. 

Ten  patients  had  postoperative  tempera- 
ture elevations  over  100  F.  and  the  highest 
was  103  F.  This  occurred  on  the  patient’s 
fifth  postoperative  day.  No  fever  lasted  over 
five  days.  Sulfisoxazole  was  used  routinely 
and  other  additional  antibiotics  were  pre- 
scribed in  three  patients. 

Dilutional  complications  such  as  extrava- 
sation, pulmonary  edema,  intravenous  hemo- 
lysis, and  hyponatremia  did  not  occur.  Fi- 
brinolysis also  was  not  encountered. 

Temporary  partial  incontinence  occurred 
in  four  patients  with  complete  restoration  of 
control  after  two  months.  Five  patients  had 
postoperative  bulbous  urethral  strictures  and 
meatal  strictures  occurred  in  three  of  these 
patients.  A secondary  external  urethral  me- 
atotomy  had  to  be  performed  on  one  patient. 

The  patients’  urine  did  not  become  free  of 
pus  for  an  average  of  three  months  follow- 
ing surgery.  In  a single  instance  pyuria 
persisted  for  five  months.  Patients  having 
transurethral  prostatectomies  with  incom- 
plete removal  of  prostatic  tissue  have  pyuria 
longer  than  patients  whose  prostatic  fossae 
are  well  resected.  In  this  latter  group  of 
patients  we  expect  negative  urines  in  about 
two  months. 

Postoperative  hemoglobin  determinations 
were  not  ascertained  in  all  patients  but  just 
in  those  in  whom  anemia  was  suspected. 
Only  three  patients  had  less  than  11  gm.  of 
hemoglobin. 


Summary  and  Conclusions 

Twenty-three  patients  having  combined 
suprapubic  and  transurethral  prostatecto- 
mies are  reviewed.  There  was  no  mortality 
and  morbidity  was  low. 


Dr.  Dolphus  E.  Compere 
and  his  associates,  Drs. 
Grant  F.  Begley  and  Hub  E. 
Isaacks,  practice  urology  in 
Fort  Worth.  Their  article 
was  originally  presented  to 
the  Texas  Surgical  Society. 


By  combining  the  suprapubic  and  the 
transurethral  operative  procedures  the  un- 
usually large  prostate  gland  can  be  removed 
in  a little  over  one  hour.  The  bladder  can  be 
closed  primarily.  Resection  of  the  remain- 
ing tissue  effects  better  hemostasis,  thereby 
promoting  a shorter  convalescence.  The  ure- 
thral catheter  may  be  removed  in  about  sev- 
en days  allowing  the  patient  to  leave  the 
hospital  shortly  thereafter. 

We  recommend  this  operative  procedure  for 
consideration  and  evaluation  when  a patient 
presents  an  unusually  large  prostate. 
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COMMENTS 

This  article  appeals  to  the  urologic  surgeon  who 
has  had  more  than  the  average  training  after  his 
residency  so  that  he  is  adept  in  handling  a resecto- 
scope  in  the  prostatic  urethra  that  has  been  enucle- 
ated. A seasoned  and  well-trained  urologist  is  re- 
quired to  remove  the  residual  unenucleated  prostatic 
tissue  and  not  extravasate  the  patient.  A beginner 
would  certainly  be  lost  in  this  field.  Bleeding  would 
be  a factor  to  control  and  would  be  easily  over- 
fulgurated by  the  penetration  of  the  current;  post- 
operative morbidity  would  be  excessive.  However, 
in  the  hands  of  as  excellent  men  as  the  authors, 
this  procedure  is  excellent  and  has  good  merit.  It 
has  special  merit  when  there  is  exceptional  adher- 
ence of  the  median  lobe.  Unenucleated  material  that 
likely  is  malignant  can  be  removed  more  efficiently 
by  the  resection  approach. 

— Cex:il  M.  Crigler,  M.D.,  Houston. 
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Management  of  Trauma  to  a Solitary  Kidney 

J.  FRANK  BEALL,  M.D.,  and  R.  K.  ARNETT,  M.D. 


Handled  conservatively,  this  case  ended  with 
the  patient  satisfactorily  recovered.  Earlier 
writing  about  injuries  to  a solitary  kidney  is 
reviewed  and  the  methods  of  handling  such 
injuries  are  discussed. 

f 1 CONGENITAL  SOLITARY  kid- 

CASE  REPORTS  iiey  has  been  defined®- as  the 

■ entire  absence  of  a kidney  on  one 
side,  with  consequent  absence  of  a 
ureter,  or  an  abnormally  placed  ureteral  ori- 
fice, or  a normally  placed  ureteral  orifice 
with  a rudimentary  ureter.  Eisendrath®  de- 
fined it  as  a more  or  less  complete  lack  of 
development  of  the  urinary  tract  on  one 
side  of  the  body.  This  definition  will  cover 
cases  with  a rudimentary  ureter  of  variable 
length.®'  ®- 

The  incidence  at  routine  autopsy  has  been 
reported  by  various  authors  to  be  approxi- 
mately one  in  1,000.  About  70  percent  of 
females  and  about  25  percent  of  males  who 
have  this  anomaly  have  associated  genital 
anomalies.  The  first  case  was  said  to  have 
been  described  by  Aristotle.^^ 

Orkin^®  in  1950  stated  that  of  the  six  cases 
of  trauma  of  the  solitary  kidney  he  had 
found  reported,  none  of  the  patients  sur- 
vived and  in  only  one  case  was  diagnosis 
made  before  death.  Four  had  nephrectomy 
of  the  solitary  kidney.  Since  then  several 
more  reports  of  injury  to  the  solitary  kid- 
ney have  been  published.  Lich^®  in  1959  re- 
ported none  in  25  years  at  the  University  of 
Louisville  School  of  Medicine  though  he  had 
seen  two  in  consultation  in  his  private  prac- 
tice. Lich,  however,  did  not  mention  the 
severity  of  the  injuries  in  his  series  or  how 
he  treated  them. 

Sargent  and  Marquandt^®  divide  renal  in- 
juries into  three  groups:  Group  one  consists 
of  a simple  contusion  of  the  kidney,  with  or 
without  minor  parenchyma  tear.  In  group 
two,  the  pathological  lesion  is  a major  pa- 
renchyma fracture,  often  with  rupture  of 
the  true  capsule  of  the  kidney  and  extravasa- 
tion of  blood  and  urine  into  the  perirenal  tis- 
sues. In  group  three,  the  kidney  is  shattered ; 


x-ray  studies  show  gross  disruption  of  the 
normal  architecture  and  particularly  loss  of 
recognizable  pelvic  structure  of  kidney. 

Case  Report 

A five-year-old  boy  was  riding  in  a truck  driven 
by  his  older  brother  on  April  25,  1961,  when  a wheel 
hit  a pile  of  dirt  causing  the  truck  to  run  into  a 
ditch.  As  young  children  often  do,  he  was  standing 
up  on  the  floor  and  had  the  door  to  the  glove  com- 
partment open.  He  fell  forward  against  the  instru- 
ment panel  and  the  edge  of  the  open  door  of  the 
glove  compartment,  causing  a contusion  but  no  lac- 
eration of  the  left  lower  anterior  chest  wall.  He 
did  not  lose  consciousness.  The  older  brother  drove 
home,  and  the  parents  brought  the  younger  boy  to 
the  physician’s  office  for  examination.  When  the 
youngster  arrived  at  the  office,  he  was  pale  and 
rather  lethargic;  however,  he  did  not  appear  to  be 
seriously  injured. 

Physical  examination  showed  no  abnormalities  ex- 
cept for  contusion  of  the  left  lower  anterior  chest 
and  some  tenderness  in  the  upper  quadrant,  but  no 
mass  was  palpable.  Urine  voided  was  grossly 
bloody;  about  one  hour  later  the  boy  began  passing 
clots  in  the  urine.  Chest  x-ray  and  kidney,  ureters, 
and  urinary  bladder  films  revealed  no  fractures.  A 
cystogram  was  done  and  no  extravasation  was  found ; 
immediate  intravenous  pyelogram  was  done.  No  re- 
nal shadow  was  found  on  the  right;  the  left  renal 
outline  was  enlarged  and  slightly  lobulated.  The  left 
kidney  excreted  the  dye  with  the  middle  and  lower 
calyces  appearing  spastic;  however,  no  extrarenal 
extravasation  was  visible.  There  was  no  evidence 
of  function  visible  on  the  right  in  70  minutes. 

Hemoglobin  on  admission  was  9.75  gm.  per  100 
cc.  and  at  8 a.m.  the  next  morning  was  8.1  gm.  per 
100  cc.  At  8 p.m.  the  next  day  it  was  5.5  gm.  per 
100  cc.  Two  hours  following  administration  of  500 
cc.  whole  blood  it  was  9.7  gm.  per  100  cc.  On  April 

27,  hemoglobin  was  9.7  gm.  per  100  cc.  and  on  April 

28,  it  was  10.05  gm.  per  100  cc.  April  29,  the  hemo- 
globin was  12  gm.  per  100  cc.  The  hemoglobin  re- 
mained stable  the  remainder  of  the  stay  in  hospital. 

Total  blood  transfusions  were  500  cc.  the  night 
of  admission  and  500  cc.  the  next  day.  The  hospital 
course  for  the  first  few  days  was  stormy;  on  April 
27,  a venous  cutdown  was  done  for  administration 
of  blood,  antibiotics,  and  fluids.  A duodenal  tube 
was  inserted  and  Wangensteen  suction  was  started, 
because  the  patient  had  bronchopneumonia  and  ab- 
dominal distention. 

After  48  hours  the  intravenous  antibiotics  were 
discontinued  and  fluids  were  tolerated  by  mouth. 
Terramycin  and  penicillin  were  administered  intra- 
muscularly for  a total  of  seven  more  days;  then  oral 
tetracycline  was  administered  for  seven  more  days. 

A palpable  mass  appeared  in  the  left  upper  quad- 
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rant  about  24  hours  after  the  injury;  however,  it 
did  not  increase  in  size.  The  blood  pressure  on  ad- 
mission was  96/40  and  it  increased  to  110/70  after 
eight  hours  and  remained  stable  thereafter.  Tem- 
perature rose  to  102  F.  about  24  hours  after  admis- 
sion and  remained  at  about  that  level  for  72  hours 
until  bronchopneumonia  subsided.  Temperature 
dropped  to  normal  and  remained  normal  thereafter. 

Urine  was  grossly  bloody  for  five  days  and  oc- 
casionally grossly  bloody  for  the  next  four  days. 
Microscopically,  urine  was  bloody  during  the  entire 
hospital  stay.  The  abdominal  mass  disappeai’ed  as 
did  the  tenderness  in  about  two  weeks  from  time  of 
injui-y. 

After  discharge  from  the  hospital,  the  patient  was 
kept  in  bed  at  home  until  his  urine  was  micro- 
scopically clear,  about  one  week;  then  he  was  al- 
lowed normal  activities. 

On  July  9,  he  was  admitted  to  the  hospital,  where 
the  next  day  a cystoscopy  and  retrograde  pyelog- 
raphy were  done.  A well  developed  trigone  with  two 
normally  placed  ureteral  orifices  was  found.  Clear 
urine  was  coming  from  the  left  ureter;  however, 
no  efflux  was  seen  from  right  ureter.  Indigo  car- 
mine appeared  in  seven  minutes  in  good  concentra- 
tion from  the  left  ureter;  none  appeared  from  right 
ureter  in  30  minutes.  No  renal  shadow  could  be 
seen  on  the  right  in  the  KUB  film. 4 

The  left  ureter  was  easily  catheterized  to  obtain 
this  pyelogram.5  No  catheter  of  any  shape  or  size 
could  be  passed  more  than  2 cm.  on  the  right  side. 
This  ureteropyelogram<>  is  typical  and  revealed  a 
good  kidney  on  the  left  with  only  moderate  amount 
of  scarring. 


Diagnosis  of  Renal  Injury 

In  diagnosing  renal  injury,  one  must  have 
proof  that  renal  injury  has  occurred,  know 
the  severity  of  renal  injury,  and  be  aware  of 
the  presence  or  absence  of  a contralateral 
kidney. 

In  taking  the  history  of  the  injury,  one 
should  go  into  the  details  of  the  mechanism 
of  the  injury,  time  of  the  injury,  symptoms 
at  the  time  of  injury,  subsequent  symptoms, 
and  time  intervals  between  injury  and  ex- 
amination by  physician.  During  the  physi- 
cal examination  such  information  as  pulse, 
blood  pressure,  areas  of  tenderness,  and  pal- 
pable masses,  should  be  recorded. 

Laboratory  tests  should  include  urinalysis ; 
cystogram ; kidney,  ureters,  and  bladder 
film ; hematocrit,  intravenous  pyelogram ; 
and  if  necessary  retrograde  pyelograms. 
Laboratory  tests  should  be  repeated  at  fre- 
quent intervals. 

Conservative  treatment  of  renal  injury  is 
advocated  by  most  urologists  when  there  is 
no  perirenal  extravasation. 


Dr.  J.  Frank  Beall  is  a gen- 
eral practitioner  and  sur- 
geon in  Nacogdoches.  Dr. 
R.  K.  Arnett  practices  urol- 
ogy in  Lufkin. 


Whenever  renal  traunta  is  associated  with 
severe  renal  bleeding  and/or  disruption  of 
continuity  of  the  intrarenal  drainage  system 
with  or  without  evident  perirenal  extravasa- 
tion, surgical  exploration  is  indicated.  Im- 
mediate rather  than  delayed  renal  explora- 
tion should  be  the  rule  since  the  earliest 
possible  repair  of  injured  tissue  is  a funda- 
mental surgical  principle. 

In  this  case,  since  there  was  no  extrarenal 
extravasation  and  the  hemorrhage  was  only 
moderately  severe,  the  conservative  course 
of  treatment  was  followed.  The  patient  re- 
covered satisfactorily. 
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Effects  of  Extensive  Surgical 
Resection  of  Small  Bowel 


JOHN  L DOYLE,  M.D. 


Extensive  resection  of  small  and  large  bowel 
need  not  condemn  a patient  to  chronic  nu- 
tritional invalidism.  Careful  management  of 
general  health  and  nutrition,  use  of  an  ef- 
fective antidiarrheal  agent,  and  good  psy- 
chologic motivation  are  essential  to  rehabil- 
itation. 


ADVANCES  IN  SURGICAL 
RESEARCH  i INVESTIGATION  techiiiques  End  anesthesia,  as 
well  as  in  preoperative  and  post- 
operative management,  have 
minimized  the  incidence  of  immediate  mor- 
tality in  extensive  resections  of  the  bowel. 
In  the  patient  who  has  survived  a radical 
small-bowel  resection,  however,  maintenance 
of  nutrition  becomes  a major  problem  stem- 
ming from  the  impairment  of  intestinal  ab- 
sorptive capacity. 

This  report  has  to  do  with  studies  of  al- 
tered gastrointestinal  function  and  with 
measures  of  nutritional  rehabilitation  in  a 
patient  in  whom  all  but  the  proximal  12 
inches  of  jejunum,  the  ileum,  the  ascending 
colon,  and  most  of  the  transverse  colon  had 
been  excised.  Chronic  nutritional  invalidism 
is  not  an  inevitable  sequel  in  the  patient  who 
has  survived  resection  of  the  greater  part 
of  both  small  and  large  intestine. 


Surgical  Case  Summary 

A 49-year-old  white  man  was  hospitalized  Nov. 
19,  1960,  because  of  nausea,  vomiting,  and  lower 
abdominal  distress  of  36  hours’  duration.  Except 
for  general  fatigue  and  a weight  loss  of  20  pounds 
over  the  previous  four  months,  his  past  history  was 
irrelevant.  The  oral  temperature  was  100.6  F.  Ab- 
dominal examination  revealed  generalized  tender- 
ness, with  localized  muscle  guarding  and  a palpable 
mass  in  the  right  lower  quadrant.  The  white  blood 
cell  count  was  18,200  with  90  percent  neutrophils, 
the  red  cell  count  3,000,000,  and  the  hemoglobin 


level  8.6  gm.  per  100  ml.  X-ray  films  of  the  abdo- 
men showed  distended  loops  of  small  bowel,  and 
electrocardiographic  findings  were  normal.  The  pre- 
operative diagnosis  was  carcinoma  of  the  cecum 
with  perforation. 

At  surgery  an  extensive  carcinoma  involving  the 
appendix,  ileocecal  valve,  and  ascending  colon,  with 
a portion  of  proximal  ileum  affixed  to  the  mass, 
was  found.  The  adherent  segment  of  proximal  ileum 
and  a large  part  of  the  mesentery  were  resected, 
and  an  end-to-end  anastomosis  performed.  The  right 
colon  and  terminal  ileum  were  then  excised.  Wide- 
field  dissection  was  carried  out,  and  an  ileocolos- 
tomy  executed.  All  localized  peritoneal  tissue  was 
resected  with  the  neoplastic  specimen  in  mass.  The 
patient’s  postoperative  course  was  uneventful. 

The  pathologist  found  an  anaplastic  adenocarci- 
noma involving  appendix,  cecum,  distal  ileum,  and 
segmental  portion  of  proximal  ileum,  and  a histo- 
logic picture  consistent  with  that  of  a primary  car- 
cinoma of  the  colon. 

Three  weeks  after  the  patient’s  discharge,  he  was 
given  a course  of  therapy  with  5-fluorouracil.  His 
weight  advanced  from  157  to  165  pounds  between 
February  and  September,  1961.  In  the  latter  month, 
he  developed  a small  painful  mass  deep  in  the  op- 
erative site,  and  three  separate  courses  of  5-fluor- 
ouracil therapy  were  administered.  Liver  function 
tests  and  chest  x-ray  findings  were  normal,  but 
the  abdominal  mass  increased  in  size  and  the  pa- 
tient began  to  have  intermittent  colicky  pains. 

Three  weeks  after  the  last  injection  of  5-fluor- 
ouracil he  was  readmitted.  A laparotomy  Feb.  10, 
1962,  revealed  a large  recurrent  carcinoma  involv- 
ing the  ileocolic  anastomosis,  the  residual  ileum, 
and  all  of  the  jejunum  except  for  the  proximal  12 
inches.  The  entire  mass  was  resected,  and  the  prox- 
imal jejunal  segment  anastomosed  to  the  splenic 
flexure  of  the  colon. 

Postoperatively,  the  patient  was  graduated  to  a 
3,000  Calorie  high  carbohydrate,  low  residue  diet, 
which  was  supplemented  with  an  anabolic  steroid 
(Winstrol)  and  a liquid  nutritional  concentrate 
(Sustagen).  He  evacuated  an  average  of  six  to 
eight  loose  stools  daily,  often  identifying  food  that 
had  recently  been  ingested.  Paregoric  failed  to  con- 
trol the  multiple  daily  stools,  and  oral  treatment 
with  a nonopiate  antidiarrheal  (Sorboquel)  effec- 
tively decreased  bowel  evacuations  to  an  average  of 
two  stools  daily.  A combination  of  enteral  hydro- 
sorbent and  motility  inhibitor,  Sorboquel  has  been 
reported  to  retard  gastrointestinal  transit"  and  to  be 
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useful  for  nonspecific  antidiarrheal  therapy.S-  8-  n 
Convalescence. — The  patient’s  weight  on  discharge 
was  106  pounds.  With  continued  careful  dietary 
management,  supplemental  nutritional  support,  and 
maintenance  dosage  of  Sorboquel,  the  patient  short- 
ly resumed  a reasonably  active  life,  while  his 
weight  increased  slowly.  In  May,  1963,  he  weighed 
123  pounds. 


Gastrointestinal  Absorption  Tests 
And  Radiologic  Observations 

The  studies  described  herein  were  initial- 
ly carried  out  over  a three-week  period  dur- 
ing which  Sorboquel  treatment  was  suspend- 
ed, and  were  subsequently  repeated  after 
Sorboquel  therapy  had  been  re-established. 
Immediately  following  the  temporary  with- 
drawal of  Sorboquel,  the  patient’s  diarrhea 
recurred ; bowel  evacuations  averaged  seven 
to  nine  daily;  24-hour  stool  volumes  approx- 
imated 3,900  to  4,100  cc.  When  Sorboquel 
therapy  was  later  renewed,  the  diarrhea  was 
again  controlled. 

Vitamin  Absorption. — Studies  of  gas- 

trointestinal absorption  of  Co®°-labeled  vita- 
min Bi2,  with  and  without  the  addition  of 
intrinsic  factor,  were  carried  out  according 
to  the  “flushing”  technique  of  Schilling.^® 
With  this  technique  results  are  expressed  as 
the  percent  of  radioactivity  of  the  oral  test 
dose  present  in  the  24-hour  urinary  output. 
Considered  normal  in  this  laboratory  is  an 
excretion  of  more  than  3 percent  of  the  in- 
gested dose  of  “tagged”  vitamin  Bio. 

The  results  of  these  studies  are  presented 
in  Fig.  1.  As  the  charted  data  show,  the  pa- 
tient’s subnormal  absorption  of  oral  vita- 
min Bi2  was  slightly  improved  after  treat- 
ment with  Sorboquel  had  been  re-instituted, 
and  slightly  more  improved  when  intrinsic 
factor  was  added  to  the  orally  administered 
vitamin.  The  findings  in  this  patient  bear 
out  the  observation  of  Booth  and  Mollin^ 
that  the  ileum  is  the  major  site  of  vitamin 
Bi2  absorption. 

Fat  Absorption. — The  patient’s  capacity 
to  absorb  fat  was  investigated  with  the  use 
of  P^i-labeled  triolein  (Trioleotope) . The 
procedure  consisted  of  administering  a cap- 
sule containing  25  microcuries  of  radioactive 
triolein  and  0.5  cc.  of  peanut  oil,  subsequent- 
ly withdrawing  six  hourly  samples  of  venous 
blood  and  collecting  the  total  stools  for  48 
hours,  and  determining  blood  and  stool  radi- 
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Fig.  1.  The  graph  shows  the  comparison  of  vitamin  B12  ab- 
sorption in  this  study  with  and  without  Sorboquel. 

oactivity.  Blood  radioactivity  was  analyzed 
by  the  method  described  by  Baylin  and  asso- 
ciates,^ and  stool  radioactivity  by  the  tech- 
nique of  Sanders  and  associates.®  Because 
of  the  large  daily  volume  of  fecal  material 
excreted  by  the  patient  when  Sorboquel 
therapy  was  interrupted,  the  measurements 
of  stool  radioactivity  during  this  period  of 
testing  may  not  have  been  entirely  accurate. 

The  results  disclosed,  as  one  would  expect, 
a pattern  of  decreased  absorption  of 
labeled  triolein.  As  shown  in  Fig.  2,  how- 
ever, the  absorption  pattern  was  improved 
during  treatment  with  Sorboquel.  The  nor- 
mal curve,  shown  for  comparison,  is  that 
described  by  Isley  and  coworkers.®  The  data 
indicate  that  a significant  amount  of  fat  ab- 
sorption takes  place  in  the  ileum  and  that, 
following  resection  of  this  part  of  the  small 
intestine,  the  efficiency  of  fat  absorption 
may  be  materially  impaired. 

D-Xylose  Absorption. — D-xylose  tolerance 
tests  were  performed  as  an  index  of  the  pa- 
tient’s ability  to  absorb  carbohydrate.  Xy- 
lose, like  most  simple  carbohydrates  given 
as  such  or  produced  by  digestion  of  a bal- 
anced meal,  is  absorbed  primarily  in  the 
duodenum  and  jejunum.  The  method  em- 
ployed was  that  reported  by  Christiansen 
and  associates.®  An  oral  dose  of  25  gm.  of 
D-xylose,  dissolved  in  500  cc.  of  water  to 
achieve  approximate  isotonicity,  was  admin- 
istered ; xylose  determinations  were  made 
on  fasting,  one-half-hour,  and  two-hour 
blood  samples,  and  on  the  five-hour  volume 
of  excreted  urine. 

The  D-xylose  studies  revealed  no  striking 
difference  with  or  without  the  use  of  Sor- 
boquel (Fig.  3).  This  was  anticipated,  since 
absorption  of  most  simple  sugars  occurs 
mainly  in  the  duodenum  and  proximal  je- 
junum. 


NORMAL  WITHOUT  WITH  INTRINSIC 

SORBOQUEL  SORBOQUEL  FACTOR  WITH 
SORBOQUEL 
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Fig.  2.  Absorption  pattern  studies  using  P®’-labeled  triolein 
with  and  without  Sorboquel  are  outlined. 


Other  Laboratory  Studies. — In  accord 
with  the  results  of  the  triolein  studies, 
serum  carotene  levels  were  at  the  lower  end 
of  the  normal  range  during  the  period  when 
Sorboquel  therapy  had  been  interrupted 
(100  |ig.  per  100  ml.)  and  after  Sorboquel 
had  been  renewed  (150  qg.  per  100  ml.). 
Prothrombin  time,  plasma  protein  concen- 
trations, and  cholesterol  levels  remained 
within  normal  limits.  No  evidence  of  meg- 
aloblastic anemia  or  of  iron  deficiency  was 
demonstrated  by  peripheral  blood  studies. 

Radiologic  Observations. — X-ray  exami- 
nations of  the  gastrointestinal  tract  were 
carried  out  (a)  to  study  the  small  bowel 
transit  time  of  a standard  barium  meal, 
(b)  to  approximate  the  length  of  the  small 
bowel  from  the  ligament  of  Treitz  to  the 
colon,  and  (c)  to  visualize  intestinal  mucosal 
abnormalities. 

Radiologic  observations  demonstrated  that 
the  barium  column  reached  the  splenic  flex- 
ure of  the  colon  in  an  average  of  32  minutes 
when  treatment  with  Sorboquel  had  been 
withdrawn,  while  the  average  transit  time 
increased  to  45  to  50  minutes  after  renewal 
of  Sorboquel  therapy.  There  was  a definite 
delay  in  gastric  emptying  time  with  the  use 
of  Sorboquel  (Fig.  4),  which  could  favor 
increased  absorption  of  ingested  nutrients 
by  making  these  more  slowly  available  to 
the  intestinal  mucosa.  Mucosal  coarsening 
and  increased  lumenal  diameter  of  the  bowel 
(Fig.  5)  were  seen  radiographically  two 
months  after  surgery. 

Fluoroscopic  studies  revealed  regurgita- 
tion of  the  bowel  contents  through  the  je- 
junocolonic  anastomosis,  as  has  been  previ- 
ously described  in  the  literature.  The  head 
of  the  barium  column  appeared  to  “hang 
up”  at  the  splenic  flexure,  suggesting  the 


Fig.  3.  Graph  defines  xylose  absorption  in  the  patient  and 
in  a normal  control. 


possibility  of  some  compensatory  increase 
in  water-absorbing  function  and  indicating 
the  advisability  of  preserving  as  much  of 
the  colon  as  possible  in  radical  bowel  re- 
sections. 

At  surgery,  the  length  of  residual  small 
bowel  at  its  mesentery,  from  the  ligament 
of  Treitz  to  the  jejuno-colic  anastomosis, 
was  estimated  to  be  12  inches.  At  five  and 
ten  months  postoperatively,  fluoroscopic  and 
radiographic  studies  indicated  that  the  linear 
dimension  of  the  small  bowel  approximated 
24  to  28  inches.  This  is  in  accord  with  pre- 
vious reports  that,  following  intestinal  re- 
sections, there  is  compensatory  lengthening 
of  the  residual  bowel,  mucosal  hypertrophy, 
thickening  of  the  bowel  wall,  and  increase 
in  the  size  of  lymph  channels  supplying  the 
villi. 

The  early  experimental  studies  of  Flint^ 
emphasized  the  many  compensatory  changes 
that  occur  in  the  remaining  bowel  following 
extensive  resections  of  the  small  intestine. 
He  estimated  that,  as  a consequence  of  these 
compensatory  changes,  the  absorptive  area 
of  the  residual  small  bowel  increased  by 
400  percent. 


Comment 

The  physiologic  effects  of  radical  resec- 
tions of  small  and  large  bowel  cannot  be 
assessed  as  accurately  in  humans  as  in  ex- 
perimental animals.  It  has  been  shown  ex- 
perimentally in  dogs  that  a resection  of  50 
percent  of  the  small  intestine  can  be  ade- 
quately compensated  for,  but  that  excision 
of  75  percent  of  the  small  bowel  results  in 
inanition  and  eventual  death.  From  many 
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Fig.  4.  Two  months  after  surgery,  delayed  gastric  emptying 
is  evident.  The  barium  reached  the  splenic  flexure  in  45 
minutes.  The  small  bowel  length  is  approximately  12  inches. 

Fig.  5.  Taken  on  the  same  day,  this  x-ray  shows  floccula- 
tion, moulage,  and  increased  lumenal  diameter. 

Fig.  6.  Five  months  postoperatively,  there  is  delayed  gastric 
emptying  and  an  increase  in  the  linear  length  of  the  bowel. 

Fig.  7.  After  10  months,  the  small  bowel  is  estimated  to  be 
24  to  26  inches  in  length. 


reports,  however,  it  is  evident  that  patients 
vary  greatly  in  their  physiologic  response  to 
massive  small  bowel  resection  and  that  no 
critical  figure  can  be  set  to  define  the  ex- 
tensiveness of  a resection  that  a patient  may 
tolerate.  Contributing  to  the  variations  in 
the  compensatory  mechanisms  and  in  the 
end  results  of  radical  small  bowel  resections 
are  factors  other  than  the  length  of  remain- 
ing bowel,  the  age  of  the  patient,  and  the 
disease  for  which  the  surgery  was  indicated. 
The  patient’s  ability  to  make  an  adequate 
psychological  adjustment,  together  with  his 
eagerness  to  be  well,  significantly  influence 
his  recovery.  Equally  important  is  the  avail- 
ability of  someone  who  will  assume  the  re- 
sponsibility for  the  special  dietary  care  that 
the  patient  requires. 

Frequent  feedings  of  a diet  high  in  carbo- 
hydrate and  low  in  fat,  supplemented  with 
multiple  vitamins  (especially  the  fat-soluble 
vitamins)  are  indicated.  If  idiosyncrasies  to 
certain  foods  develop,  causing  excessive  loose 
stools  and  abdominal  bloating,  such  foods 
have  to  be  eliminated  from  the  diet.  This 
type  of  patient  is  sometimes  unable  to  toler- 
ate whole  or  even  skimmed  milk.  Some  tol- 
erance for  foods  high  in  fat  content,  espe- 
cially vegetable  fats,  may  eventually  be  ac- 
quired. Anemias  due  to  deficiency  of  iron, 
folic  acid,  or  vitamin  Bi2  may  develop,  typi- 
cally becoming  manifest  rather  suddenly' 
several  months  after  surgery.  The  possible 
occurrence  of  hypoproteinemia,  hypocalce- 
mia, or  other  deficiency  states  should  be  an- 
ticipated by  the  physician  and,  where  in- 
dicated, appropriate  therapeutic  measures 
must  be  instituted. 

Diarrhea,  prominent  in  the  early  postop- 
erative months,  tends  to  decrease  gradually 
as  the  absorptive  capacity  of  the  remaining 
bowel  increases.  Compensatory  adjustment 
is  accomplished  more  efficiently  in  patients 
who  have  had  staged  resections  than  in  those 


who  have  had  one-stage  resections  of  equal 
magnitude.  The  use  of  an  effective  anti- 
diarrheal  agent  is  a valuable  therapeutic  ad- 
juvant in  the  comprehensive  regimen  aimed 
at  the  patient’s  rehabilitation. 


Summary 

Intestinal  absorption  studies  and  radio- 
logic  observations  are  reported  in  a patient 
who  has  made  a good  recovery  following 
resections  of  the  ileum,  all  but  the  12  prox- 
imal inches  of  jejunum,  the  ascending  colon, 
and  most  of  the  transverse  colon.  Now,  32 
months  have  elapsed  since  the  patient’s  first 
bowel  resection  for  malignancy,  and  there 
are  no  signs  of  recurrent  carcinoma. 

Observations  in  this  case  suggest  that,  if 
a patient  survives  the  first  few  months  after 
extensive  resection  of  small  and  large  bowel, 
his  chances  of  rehabilitation  are  reasonably 
good. 

Pertinent  published  data,  together  with 
the  results  in  the  case  reported  here,  indi- 
cate that  the  response  to  radical  small  and 
large  bowel  resection  is  variable  and  cannot 
be  closely  correlated  with  such  obvious  para- 
meters as  age,  sex,  and  length  of  residual 
bowel.  Satisfactory  end  results  of  extensive 
bowel  resection  depend  in  part  on  the  pa- 
tient’s psychologic  motivation,  and  on  the 
continuous  careful  management  of  his  nu- 
trition and  general  health,  particularly  dur- 
ing periods  of  stress.  That  patients  have 
survived  radical  small-bowel  excision  and 
lived  relatively  normal  lives  is  justification 
for  such  surgery,  even  though  only  a small 
segment  of  small  intestine  may  remain,  and 
there  is  a decided  risk  of  nutritional  in- 
validism. 
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Consulting  Service  Offers 
Plan  To  Combat  Employee  Alcoholism 

Armed  with  a recovery  rate  of  50  to  70  percent  and  a unique 
industrial  consulting  service,  the  National  Council  on  Alcoholism  has 
launched  a five-year  plan  to  combat  employee  alcoholism.  It  has  been 
estimated  that  alcoholism  costs  U.  S.  industry  $2,000,000,000  a year. 

Some  2,000,000  alcoholics  are  employed  in  the  United  States, 
representing  3 percent  of  industry’s  work  force,  and  two-fifths  of 
the  nation’s  5,000,000  alcoholics. 

Alcoholism  affects  all  occupational  groups  from  unskilled  labor 
to  top  executives.  The  NCA  maintains  that  a company  can  cut  costs 
and  rehabilitate  manpower  and  talent  in  human  terms  only  if  it  has 
a program  of  early  identification  that  reaches  all  occupational  groups. 

NCA  has  been  the  forerunner  in  promoting  the  idea  that  alco- 
holism is  a disease  of  medical,  psychological,  and  social  nature,  and 
that  the  alcoholic  can  be  treated  and  rehabilitated  for  his  family  and 
job. 

NCA’s  industrial  plan  is  based  upon  adapting  management  con- 
sultant methods  to  industry’s  alcoholism  problems,  a unique  step  for 
a voluntary  health  agency.  The  core  of  its  approach  is  to  establish 
a policy  and  a program  within  a company  on  a level  that  would  deal 
with  the  alcoholic  employee  on  a basis  of  sickness  and  disability 
rather  than  as  a punitive  disciplinary  matter. 

Over  a five-year  period,  NCA  plans  to  expand  its  technical  staff 
of  industrial  consultants  to  meet  the  demand  for  increased  services. 
NCA’s  industrial  consulting  services  will  be  available  without  cost 
to  all  companies  supporting  it  financially  through  grants. 
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Perinatal  Mortality  Review 

CHARLES  E.  GIBBS,  COL,  USAF  MC,  and  HAROLD  R.  MISENHIMER,  CAPT.,  USAF  MC 


Perinatal  mortality  conferences  are  valuable 
methods  of  teaching.  This  one  has  added 
value  in  that  autopsies  were  obtained  in  92.5 
percent  of  the  cases. 


DURING  THE  five  years  from 
RESEARCH  i INVESTIGATION  Jail.  1,  1958,  through  Dec.  31, 
1962,  a bimonthly  interdepart- 
mental perinatal  morbidity  and 
mortality  conference  has  been  held  at  theWil- 
ford  Hall  USAF  Hospital.  Representatives 
from  the  departments  of  obstetrics  and  gyne- 
cology, pediatrics,  and  pathology  review  the 
statistics  of  the  previous  two  months  and 
discuss  the  perinatal  deaths  for  that  period. 
The  discussion  is  designed  to  establish  cause 
of  death,  corrective  factors,  and  preventa- 
bility  of  death.  A preventable  death  is  con- 
sidered to  be  one  that  might  have  been 
avoided  if  some  other  acceptable  form  of 
obstetric  or  pediatric  management  had,  or 
could  have,  been  used.  The  purpose  of  this 
determination  is  to  support  the  search  for 
improved  methods  of  management  in  each 
case  and  is  intended  in  no  way  to  criticize 
the  individuals  concerned  in  the  case. 


Reported  herein  are  the  five-year  peri- 
natal mortality  statistics,  and  discussion  of 
the  preventable  deaths  during  the  same  pe- 
riod. There  were  9,501  deliveries  yielding 
9,613  infants.  Among  the  infants  who 
weighed  500  gm.  or  more,  there  were  313 
perinatal  deaths.  The  weight  distribution  of 
these  infants  is  shown  in  Table  1.  Of  the 
313  infant  deaths,  104  (33.2  percent)  were 
stillbirths  and  209  (66.8  percent)  were  neo- 
natal deaths.  The  percentage  of  autopsies 
for  the  entire  group  of  deaths  was  92.5  per- 
cent. The  perinatal  death  rates,  as  defined 
by  the  Committee  on  Maternal  and  Child 
Care,  Council  on  Medical  Service  of  the 


American  Medical  Association,^  are  defined 
in  Fig.  1. 

In  this  report,  only  infants  with  a birth 
weight  of  1,000  gm.  or  more  are  considered. 
By  eliminating  the  smallest  group  of  babies, 
the  perinatal  mortality  totals  become  153 
neonatal  deaths  and  82  stillbirths,  or  a total 
perinatal  mortality  of  235  infants. 

The  causes  of  death  according  to  the  clas- 
sification of  NesbitU  in  these  235  patients 
are  shown  in  Table  2.  For  comparative  pur- 
poses, the  percentages  of  perinatal  deaths  by 
cause  as  reported  by  Nesbitt  are  also  in- 
cluded. The  largest  group  of  deaths  con- 
sists of  those  in  which  no  abnormal  patho- 
logic condition  could  be  identified.  Of  these 
57  infant  deaths,  24  occurred  with  coexist- 
ent maternal  conditions  which  complicated 
pregnancy.  These  coexistent  conditions  are 
listed  in  Table  3. 

Three  of  the  infant  deaths  in  this  group 
in  which  no  abnormal  state  could  be  found 
were  considered  to  have  been  preventable. 


Period  1- 


Period  2 — 


Fetal  deaths  1,001  gm. 
and  over 
plus 

all  early  neonatal  deaths 
(7  days  and  under) 


Fetal  deaths  1,001  gm. 
and  over 
plus 

all  live  births 

Fetal  deaths  501  gm. 
and  over 
plus 

all  neonatal  deaths 
(28  days  and  under) 


Fetal  deaths  501  gm. 
and  over 
plus 

all  live  births 


X 1,000  = 24.6 


X 1,000  = 32.9 


Fig.  1.  Determination  of  perinatal  death  rates. 
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Table  1. — Birth  Weights  of  Infants  and  Perinatal 
Deaths  at  Wilford  Hall  USAF  Hospital. 


Birth  Weight 
(gm.) 

Number  of 
Births 

Perinatal  Deaths 
No.  % 

Less  than  500 

31 

500-999 

78 

78 

100.0 

1,000-1,499 

91 

66 

72.5 

1,500-1,999 

168 

53 

31.5 

2,000-2,499 

421 

40 

9.5 

2,500  and  over 

8,824 

76 

0.8 

Total 

9,613 

313 

Two  were  twins;  the  multiple  pregnancy 
had  been  established  several  weeks  earlier 
but  no  other  action  had  been  taken  in  the 
management  of  this  complication.  The  third 
preventable  death  occurred  in  a patient  with 
poorly  controlled  diabetes  mellitus;  she  had 
sought  no  prenatal  care  until  relatively  late 
in  pregnancy.  Better  prenatal  care  and  bet- 
ter control  of  the  diabetes  might  have  pre- 
vented this  fetal  loss. 

Anoxia  was  the  second  most  common  cause 
of  perinatal  death,  accounting  for  48  losses: 
29  stillbirths  and  19  neonatal  deaths.  Etiol- 
ogy of  the  anoxia  was  as  follows:  abruptio 
placenta  in  14,  cord  complications  in  12,  pla- 
centa previa  in  7,  and  miscellaneous  causes 
in  9 cases  which  included  3 patients  with 
prolonged  labor  and  one  patient  each  with 
disseminated  lupus  erythematosus,  hyper- 
tension, cervical  rigidity,  rapid  labor,  ver- 
sion and  extraction,  and  uterine  anomaly. 
In  the  remaining  6 cases,  no  cause  for  anoxia 
could  be  determined. 

The  14  cases  of  abruptio  placenta  resulted 
in  stillborn  infants.  Of  these,  7 were  asso- 
ciated with  maternal  conditions  which  may 
have  contributed  significantly  to  the  placen- 
tal separation.  The  conditions  were  pyelo- 
nephritis, 3 ; automobile  accident,  2 ; tox- 
emia, 1;  and  injudicious  use  of  sparteine 
sulfate,  1. 

Among  the  12  anoxic  deaths  due  to  cord 
complications  there  were  6 cases  of  cord  pro- 
lapse, 4 cases  of  cord  entanglements,  and  2 
cases  of  significant  knots  in  the  umbilical 
cord.  Three  of  the  prolapsed  cords  occurred 
in  the  firstborn  of  twins,  and  2 in  associa- 
tion with  abnormal  presentations  (trans- 
verse and  breech).  Of  the  48  deaths  from 
anoxia,  12  (20.8  percent)  were  thought  to 
be  preventable.  These  cases  are  summarized 
in  Table  4. 

Respiratory  distress  syndrome  was  the 
cau.se  of  death  in  40  infants.  Of  these  babies, 


Table  2. — Causes  of  Perinatal  Mortality. 

Percentage  of  Deaths 
Number  At  this  Reported  by 


Cause  of  Death  of  Deaths 

Hospital 

Nesbitt* 

No  Abnormal  State 

57 

24.1 

32.0 

Anoxia 

48 

20.2 

33.7 

Respiratory  Distress 
Syndrome 

40 

16.9 

7.1 

Congenital  Anomalies 

38 

16.0 

9.4 

Infection 

28 

11.8 

5.6 

Erythroblastosis 

16 

6.8 

1.6 

Birth  Injuries 

3 

1.2 

9.8 

Other 

1 

0.4 

0.8 

Unknown 

4 

1.7 

*Reprinted  with  permission  of  The  Hoeber  Medi- 
cal Division  of  Harper  & Row,  Publishers,  New  York. 


Table  3. — Coexistent  Maternal  Disease  with  No 
Abnormal  State  in  the  Fetus. 


Coexistent  Maternal  Diseases  No.  Cases 

Toxemia  of  Pregnancy  6 

Multiple  Pregnancy  5 

Diabetes  Mellitus  5 

Infections  3 

Pyelonephritis  1 

Appendicitis  1 

Amnionitis  1 

Uterine  Anomaly  2 

Abruptio  Placenta  1 

Rheumatic  Heart  Disease  Class  3-D  1 

Hydramnios  1 

Total  24 


Table  4. — Causes  of  Preventable  Deaths  from 
Anoxia  and  Suggested  Corrective  Factors. 


Cause  of  Anoxia 

Method  of 
Delivery 

Suggested 
Corrective  Factors 

Abnormal  Presen- 

Cesarean  section  at 

tation  with  Pro- 

Vaginal 

time  of  diagnosis 

lapsed  Cord  (2) 

Partial  Placenta 

Previa  (2) 

Vaginal 

Cesarean  section 

Prolonged  Labor 

Vaginal 

Cesarean  section 

Rigid  Cervix  Fol- 
lowing Coniza- 

tion  Biopsy 

Vaginal 

Cesarean  section 

Traumatic  Breech 

Vaginal 

Consider  cesarean 

Delivery 

section ; better 
anesthesia 

Postmaturity  and 

Prolonged  Rup- 

Earlier  induction  of 

ture  of  Mem- 

labor 

branes 

Vaginal 

Precipitous  Labor 

Following  Spar- 

Better  evaluation  be- 

teine  Sulfate  In- 

fore  using  oxytocins 

duction  of  Labor 

Vaginal 

Fetal  Distress 

Cesarean 

Earlier  cesarean 

section 

section 

40 
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Table  5. — Birth  Weights  of  Infants  Lost 
from  Infection. 


Birth  Weight 
(gm.) 

Number  of 
Deaths 

1,000-1,499 

0 

1,500  - 1,999 

8 

2,000  - 2,499 

7 

2,500  and  over 

13 

Total 

28 

33  weighed  between  1,000  and  2,000  gm.  at 
birth;  6 weighed  2,000-2,500  gm.,  and  1 
weighed  over  2,500  gm. 

Of  the  deaths  from  respiratory  distress 
syndrome,  25  (62.5  percent)  occurred  less 
than  24  hours  after  birth,  while  only  4 in- 
fants survived  longer  than  48  hours.  Thirty- 
four  (85  percent)  of  the  deliveries  were  va- 
ginal, and  6 were  by  cesarean  section.  In 
this  group,  5 deaths  were  considered  pre- 
ventable. Two  were  attributed  to  improper 
management  of  suspected  incompetent  cer- 
vical os ; 2 were  attributed  to  improper  man- 
agement of  multiple  gestation;  and  1 was 
thought  to  have  been  due  to  induction  of 
labor  too  early  in  a case  of  premature  rup- 
ture of  the  membranes. 

During  this  reporting  period,  28  deaths 
resulted  from  infection.  The  distribution  of 
these  deaths  by  birth  weight  is  shown  in 
Table  5.  There  is  no  correlation  with  the 
length  of  labor;  2 had  no  labor,  12  had  less 
than  6 hours,  and  12  had  between  6 and  12 
hours  of  labor.  In  only  2 cases  was  labor 
prolonged  more  than  18  hours. 

The  membranes  were  ruptured  for  vary- 
ing lengths  of  time,  as  shown  in  Table  6. 
Five  infants  had  clinical  sepsis  with  positive 
blood  cultures,  and  4 had  only  clinical  evi- 
dence of  sepsis  without  laboratory  confirma- 
tion. Five  had  clinical  pneumonitis  with 
positive  blood  cultures,  and  12  had  pneu- 
monitis at  autopsy  but  without  positive  cul- 
tures. In  2 cases  the  sites  of  infection  were 
varied.  Of  the  10  cases  in  which  blood  cul- 
tures were  positive,  6 grew  a strain  of  Pseu- 
domonas. The  other  4 cases  had  a variety 
of  causative  organisms.  In  4 cases,  pyelo- 
nephritis was  associated  with  the  pregnancy 
but  there  seemed  to  be  no  correlation  be- 
tween the  maternal  and  fetal  organisms.  In 
2 cases,  maternal  diabetes  complicated  the 
pregnancy. 

Of  the  28  deaths  from  infection,  9 were 
considered  preventable.  In  2 cases,  the  sug- 
gested corrective  factors  were  related  to  im- 
provement in  nursery  technique.  In  7 cases 


Table  6. — Duration  of  Ruptured  Membranes  in 
Infants  Dying  of  Infection. 


Number  of  Hours 

Membranes  Ruptured 

Number  of 
Deaths 

Less  than  4 

8 

4-7.9 

5 

8-11.9 

0 

12  - 23.9 

3 

24  and  over 

10 

Unknown 

2 

Total 

28 

of  prematurely  ruptured  membranes,  earlier 
delivery  was  considered  to  be  the  corrective 
factor. 

Little  needs  to  be  said  about  perinatal 
deaths  from  congenital  malformations,  ery- 
throblastosis, birth  injuries,  and  other  causes. 
As  the  other  causes  are  reduced,  it  can  be 
anticipated  that  the  percentage  of  infants 
lost  from  congenital  anomalies  will  increase. 
In  our  experience,  the  perinatal  mortality 
associated  with  hemolytic  disease  of  the  new- 
born has  remained  relatively  constant  and 
higher  than  that  reported  by  the  majority 
of  authors. 

Discussion 

The  largest  group  in  this  review  of  peri- 
natal mortality  consists  of  those  infants  in 
whom  no  abnormal  state  could  be  identified 
pathologically.  However,  it  is  significant 
that  24  of  these  57  infants,  or  42.2  percent, 
were  born  of  mothers  with  coexistent  ma- 
ternal disease.  This  fact  alone  must  serve  to 
reemphasize  the  importance  of  concurrent 
maternal  disease  and  the  necessity  for  prop- 
er and  vigorous  management  of  these  ma- 
ternal conditions. 

Anoxia  remains  a particularly  important 
cause  of  perinatal  loss.  As  an  etiologic  fac- 
tor in  the  production  of  anoxia,  abruptio 
placenta  heads  the  list.  It  is  significant  to 
note  that  of  the  14  anoxic  deaths  in  this 
group,  all  were  stillborn  infants.  In  the  ma- 
jority of  these  cases,  fetal  heart  tones  were 
absent  when  the  mother  was  admitted  to 
the  hospital.  One-half  of  these  cases  had 
associated  maternal  complications  which  are 
known  to  increase  the  incidence  of  abruptio 
placenta.  Deaths  in  the  anoxic  group  again 
emphasize  the  need  to  evaluate  carefully  and 
treat  maternal  disease  coexistent  with  preg- 
nancy. 

The  importance  of  the  prolapsed  cord  in 
association  with  abnormal  presentations 


Volume  61,  JANUARY,  1965 


41 


PERINATAL  MORTALITY — Gibbs  & Misenhimer — continued 

points  out  the  need  for  constant  awareness 
of  the  possibility  of  this  catastrophe  and  for 
careful  searching  during  vaginal  examina- 
tions to  discover  prolapse  of  the  umbilical 
cord. 

As  progress  has  been  made  in  the  preven- 
tion of  some  causes  of  perinatal  death,  the 
respiratory  distress  syndrome  has  eluded  all 
efforts  thus  far  to  decrease  its  incidence.  In 
1958  the  incidence  of  respiratory  distress 
syndrome  as  a cause  of  perinatal  mortality 
at  the  Wilford  Hall  USAF  Hospital  was  12 
percent  but  in  1962  it  had  risen  to  36  per- 
cent. Of  the  infants  who  died  from  the  res- 
piratory distress  syndrome,  85  percent  were 
delivered  vaginally  and  15  percent  by  cesar- 
ean section.  During  the  same  five-year  peri- 
od, 39  emergency  cesarean  sections  yielded 
premature  infants;  15.4  percent  of  them 
died  of  respiratory  distress  syndrome.  It 
appears  that  the  most  significant  contribu- 
tion which  the  obstetrician  can  make  to  the 
prevention  of  these  deaths  is  the  prevention 
of  premature  delivery.  Important  in  this  re- 
gard is  the  careful  evaluation  of  the  patient 
who  has  delivered  premature  infants  pre- 
viously. Likewise,  the  proper  management 
of  multiple  gestations,  as  advocated  by  Cal- 
lagan,2  is  of  utmost  importance. 

Infection  as  a cause  of  perinatal  death 
may  be  more  amenable  to  control  than  some 
of  the  other  causes.  Of  paramount  impor- 
tance is  a thorough  bacteriological  evalua- 
tion in  suspect  cases.  Premature  rupture  of 
the  membranes,  maternal  diabetes,  and  pre- 
maturity are  among  the  conditions  which 
indicate  the  necessity  for  obtaining  cultures 
from  the  placenta,  cord  blood,  and  intrau- 
terine cavity.  Previous  isolation  of  a patho- 
gen is  an  advantage  in  the  management  of 
the  newborn  in  cases  of  infection.  Our  peri- 
natal morbidity  and  mortality  studies  have 
encouraged  us  to  induce  labor  in  patients 
with  premature  rupture  of  the  membranes 
provided  that  the  fetal  weight  is  estimated 
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to  be  2,000  gm.  or  more. 

Among  this  group  of  235  perinatal  deaths, 
29  (12.3  per  cent)  were  considered  preventa- 
ble. The  contributing  factors  have  been  pre- 
sented and  are  summarized  in  Table  7.  It  is 

Table  7. — Contributing  Factors  of  Most 
Significance  in  Preventable  Deaths. 


Stage  of  No. 

Pregnancy  Contributing  Factors  Cases 

Antepartum 

Failure  to  adequately  treat  patients  with 
multiple  pregnancy  4 

Failure  to  adequately  manage  threatened 
premature  labor  2 

Failure  to  control  diabetes  mellitus  ade- 
quately 1 

Induction  of  labor  too  early  1 

Total  8 

Intrapartum 

Failure  to  employ  cesarean  section  either 
earlier  or  instead  of  vaginal  delivery  10 
Failure  to  stimulate  labor  soon  enough 
in  patients  with  premature  rupture  of 
membranes  6 

Failure  to  deliver  patient  soon  enough  for 
reasons  other  than  premature  rupture 
of  membranes  1 

Failure  to  use  oxytocin  judiciously  1 

Total  18 

Postpartum 

Improper  nursery  technique  2 

Improper  exchange  transfusion  1 

Total ^ 

Total  Preventable  Deaths  29 


apparent  that  the  most  common  factor  in 
these  preventable  perinatal  deaths  was  fail- 
ure to  use  a properly-timed  cesarean  section. 

Conclusions 

1.  Thorough  analysis  and  discussion  of 
perinatal  deaths,  including  both  clinical  and 
pathological  data,  offer  the  following  advan- 
tages to  an  obstetrical  service:  Detailed  in- 
sight into  methods  and  results,  excellent 
method  of  presenting  obstetrical  problems, 
and  resolution  of  problems  between  pedi- 
atric, pathology,  and  obstetric  services. 

2.  Many  available  statistics  showing  the 
incidence  of  the  causes  of  perinatal  deaths 
now  in  the  literature  are  not  truly  repre- 
sentative of  current  conditions.  In  many 
cases,  these  are  distorted  by  particular  pop- 
ulation characteristics.  Each  hospital  must 
ascertain  its  own  problems. 
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3.  After  careful  analysis  of  a death,  pre- 
ventability  can  be  assessed  and  contributing 
factors  can  be  determined.  Autopsy  data  are 
essential  for  this  purpose. 

4.  Preventability  factors  can  be  used  to 
plan  a course  of  action  for  the  future  man- 
agement of  similar  problems. 

5.  Those  deaths  not  deemed  preventable 
serve  as  a constant  stimulus  to  research  and 
investigation. 

6.  Our  experience  points  out  that  although 
many  enigmas  remain  in  the  problems  of 
perinatal  loss,  the  following  conditions  are 
areas  in  which  available  knowledge  can  be 
brought  to  bear  productively : Infection,  co- 
existing maternal  disease,  and  multiple  ges- 
tation. 

7.  As  improvement  occurs  in  the  care  and 


management  of  the  remediable  conditions, 
the  respiratory  distress  syndrome  is  respon- 
sible for  an  ever-increasing  proportion  of 
perinatal  losses. 
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More  Research  Grants  Go 
To  UT  Medical  Branch  than  in  Past 

A total  of  138  research  grants  awarded  the  University  of  Texas 
Medical  Branch  during  1964  represent  a substantial  increase  over 
the  1963  total. 

Research  grants  included  96  to  faculty  members  for  individual 
projects,  26  for  training  programs,  and  16  for  miscellaneous  institu- 
tional projects.  Sources  for  the  $3,000,000  grant  funds  were  private 
foundations,  pharmaceutical  firms,  and  national  agencies. 

More  than  $800,000  was  provided  for  research  training  pro- 
grams, designed  to  instruct  students  in  the  various  investigational 
aspects  of  the  health  sciences.  Individual  grants  to  faculty  members 
were  made  to  support  basic  research  studies,  clinical  research  proj- 
ects, and  large-scale  demonstration  studies. 
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Oxyphenbutazone 
In  Treatment  of  Dysmenorrhea 


\ 1 DYSMENORRHEA  IS  a spe- 

RESEARCH  s INVESTIGATION  ciflc  syndroitie  of  pain,  head- 

■ ache,  cramps,  nausea,  and  other 
symptoms.  To  some  degree  it  af- 
fects at  least  50  percent  of  all  women  during 
their  menstrual  periods.  The  pain  and  dis- 
comfort may  be  so  severe  that  the  patient 
cannot  pursue  her  usual  work  for  several 
days  each  month.  In  addition  to  the  burden 
of  recurrent  distress,  the  loss  of  work  hours 
is  inconvenient  and  often  costly  to  both  pa- 
tient and  employer. 

Dysmenorrhea  is  classified  as  primary  or 
secondary.  Primary,  or  functional,  dysmenor- 
rhea consists  of  menstrual  pain  with  no 
demonstrable  pelvic  lesion.  In  secondary 
dysmenorrhea,  pain  is  caused  by  some  pelvic 
disorder  such  as  fibroids,  endometriosis,  cer- 
vical stenosis,  or  chronic  adnexal  disease. 

Customary  therapy  with  potent  analgesics, 
narcotics,  hormones,  or  antispasmodics  is 
not  always  successful  and  often  is  inadvisa- 
ble. A patient  may  become  habituated  to 
narcotics,  and  honnones  frequently  inter- 
fere with  ovulation. 

This  investigation  is  concerned  mainly 
with  the  use  of  a new  anti-inflammatory 
agent,  oxyphenbutazone,*  for  the  treatment 
of  patients  with  either  primary  or  second- 
ary dysmenorrhea.  Oxyphenbutazone  is  the 
parahydroxy  analogue  of  phenylbutazone,! 
a nonsteroid  compound  well  known  for  its 
effectiveness  in  rheumatoid  and  related  dis- 
eases. The  new  drug  has  also  relieved  pain 

Tandearil,  1- phenyl -2-  (p-hydroxyphenyl)  -3,5- 
dioxo-4-n-butylpyrazolidine-monohydrate,  brand  of 
oxyphenbutazone,  Geigy  Pharmaceuticals. 

fButazolidin,  3, 5-dioxo- 1,2-diphenyl -4- n-butylpy- 
razolidine,  brand  of  phenylbutazone,  Geigy  Pbarnia- 
ceuticals. 


and  disability  in  many  inflammatory'  dis- 
OI'cIgI'S  16 

The  1958  report  by  Black^  on  the  use  of 
phenylbutazone  in  29  patients  with  dys- 
menorrhea was  the  original  stimulus  for  the 
present  study.  A search  of  the  literature 
disclosed  that  in  1953  Fox"  observed  dra- 
matic relief  in  several  severe  cases,  and  that 
in  1960  MacQueen^®  had  excellent  results 
among  10  patients.  As  early  as  1953  and 
1954  other  workers^' mentioned  incidental 
relief  of  painful  menses  while  phenylbuta- 
zone was  being  given  for  the  treatment  of 
rheumatoid  conditions.  Two  favorable  re- 
ports on  use  of  oxyphenbutazone  in  dys- 
menorrhea have  recently  appeared  in  the  lit- 
terature ; both  were  based  on  small  series  of 
patients.^"-  I considered  it  worthwhile  to 
study  this  drug  in  a larger  series,  comprised 
mainly  of  the  more  severe  cases  which  had 
responded  pooidy  to  other  modes  of  therapy. 


Materials  and  Methods 

The  investigation  consisted  of  three  studies 
performed  in  71  private  patients  14  to  49 
years  of  age:  (1)  a preliminary  pilot  study 
with  phenylbutazone,  (2)  a double  blind 
study  with  oxyphenbutazone  and  placebo, 
and  (3)  an  open  clinical  trial  with  oxyphen- 
butazone. 

In  an  effort  to  accurately  assess  the  effi- 
cacy of  oxyphenbutazone  for  the  relief  of 
pain  and  other  subjective  symptoms  of  dys- 
menorrhea, the  double  blind  study  preceded 
the  open  clinical  trial.  On  completion  of  the 
pilot  study  some  patients  were  transferred 
to  the  double  blind  study,  and  later  these 
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In  open  clinical  trial,  57  of  59  patients  with 
primary  or  secondary  dysmenorrhea  had 
satisfactory  response  to  treatment  with 
oxyphenbutazone.  The  trial  was  preceded  by 
a pilot  study  with  phenylbutazone  and  a 
double  blind  study  of  its  analogue,  oxyphen- 
butazone, and  a placebo.  Results  were 
evaluated  after  two  menstrual  cycles. 


same  patients  received  oxyphenbutazone  in 
the  open  clinical  trial.  More  than  half  of  the 
71  patients  suffered  from  severe  dysmenor- 
rhea, and  in  the  remainder,  the  condition 
was  moderate.  No  mild  cases  were  included. 
There  were  41  patients  with  primary  dys- 
menorrhea and  30  with  secondary  dysmenor- 
rhea associated  with  endometriosis,  fibroids, 
or  some  type  of  pelvic  inflammatory  disease. 

Medication  was  administered  in  the  same 
manner  in  each  study.  For  three  days  be- 
fore the  expected  onset  of  menstruation  each 
patient  took  one  100  mg.  tablet  four  times 
daily.  Thus,  in  those  patients  who  received 
the  active  drug,  dosage  was  400  mg.  daily 
I for  three  days  each  month. 

Response  was  evaluated  as  an  average  of 
results  after  two  menstrual  cycles : excellent 
when  relief  of  pain  and  other  symptoms  was 
complete  and  the  patient  was  able  to  pursue 
i regular  duties,  good  when  slight  discomfort 
was  present  without  interference  in  usual 
activities,  and  no  analgesic  was  required; 
fair  when  discomfort  was  severe  enough  to 
, require  a mild  analgesic  for  the  pursuit  of 
normal  duties;  and  poor  when  relief  was  ab- 
j sent  or  minimal,  the  patient  could  not  per- 
I form  her  usual  duties,  and  a more  potent 
analgesic  was  required. 

A preliminary  trial  or  pilot  study  of  phe- 
nylbutazone was  started  in  20  patients,  6 
with  primary  and  14  with  secondary  dys- 
menorrhea. In  4 patients  whose  irregular 
cycles  prevented  accurate  prediction  of  the 
onset  of  menses,  the  drug  was  taken  for  the 
first  three  days  of  the  period,  but  produced 
little  relief  of  symptoms.  In  order  to  keep 
testing  conditions  as  uniform  as  possible, 
these  patients  were  excluded  from  the  final 
evaluation.  All  other  patients  who  could  not 
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accurately  predict  the  onset  of  menstruation, 
or  had  no  prodromal  symptoms,  were  ex- 
cluded from  the  subsequent  oxyphenbuta- 
zone studies. 

The  double  blind  study  was  done  in  49  pa- 
tients, 25  with  primary  and  24  with  second- 
ary dysmenorrhea.  Either  placebo  tablets  or 
100  mg.  oxyphenbutazone  tablets,  identical 
in  appearance,  were  used  under  two  differ- 
ent code  numbers.  Neither  physician  nor 
patient  was  aware  of  the  identity  of  the 
coded  tablets. 

Following  the  double  blind  evaluation,  59 
patients,  23  with  primary  and  36  with  sec- 
ondary dysmenorrhea  received  oxyphenbuta- 
zone in  open  clinical  trial. 


Results 

Pilot  Study. — In  the  preliminary  trial  of 
phenylbutazone  a satisfactory  clinical  re- 
sponse (8  excellent  and  5 good)  occurred  in 
13  of  the  16  patients;  3 showed  a fair  re- 
sponse (Table  1).  These  results  agree  sub- 
stantially with  those  of  earlier  investiga- 
tions^' on  the  use  of  this  drug  in  dysmen- 
orrhea. 

Double  Blind  Study. — Final  evaluation 
showed  that  28  patients  received  placebo  and 

Table  1. — Pilot  Study,  Response  to  Phenylbutazone. 

Diagnosis  Excellent  Good  Fair  Poor  Total 

No.  % No.  % No.  % No.  % 

Primary 

Dysmenorrhea  2 50.0  1 25.0  1 25.0  4 

Secondary 

Dysmenorrhea  6 50.0  4 33.3  2 16.7  12 

Total  8 50.0  5 31.3  3 18.7  16 

Satisfactory  ' " 

Clinical  Response  13(81.3%) 
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Table  2. — Double  Blind  Study. 


^Results  with  Oxyphenbutazone — ^ 

^ Results  with 

Placebo 

Diagnosis 

Excellent 

Good  Fair 

Poor  Total 

Excellent  Good  Fair 

Poor 

Total 

No.  % 

No.  % No.  % 

No.  % 

No.  % No.  % No.  % No.  % 

Primary  Dysmenorrhea 

8 61.5 

3 23.1  2 15.4 

13 

2 16.7 

10  83.3 

12 

Secondary  Dysmenorrhea 

5 62.5 

1 12.5  2 25.0 

8 

16  100.0 

16 

Total 

13  62.0 

4 19.0  4 19.0 

21 

2 7.1 

26  92.9 

28 

Satisfactory 

Clinical  Response 

17  (81.0%) 

2 (7.1%) 

21  received  the  drug.  Of  the  21  patients  on 
oxyphenbutazone,  17  showed  a satisfactory 
clinical  response  (13  excellent  and  4 good)  ; 
4 were  classified  as  fair.  On  placebo,  re- 
sponse in  2 of  the  28  patients  was  excellent, 
and  in  the  remaining  26,  it  was  poor  (Table 
2).  The  2 patients  with  excellent  results  on 
placebo  had  responded  similarly  to  earlier 
treatment  with  phenylbutazone;  later  they 
reacted  in  the  same  manner  to  oxyphenbuta- 
zone or  to  placebo  given  again.  In  the  26 
patients  with  poor  results  on  placebo,  sev- 
eral reported  slight  relief  of  some  symp- 
toms, but  the  majority  showed  no  response. 

Ojyen  Clinical  Trial  of  Oxyphenbutazone. 
— After  the  double  blind  study  ended,  most 
of  the  patients  were  transferred  to  the  open 
clinical  trial.  Additional  patients  also  were 
included,  bringing  the  total  to  59.  Results 
in  this  study  showed  a satisfactory  clinical 
response  in  57  patients.  One  patient  showed 
a fair  response  and  another  responded  poor- 
ly (Table  3). 

After  completion  of  the  two-month  open 
clinical  trial,  most  patients  continued  on 
oxyphenbutazone  for  three  days  each  month 
before  the  onset  of  menses.  To  date,  some 
of  them  have  been  on  medication  for  an  ad- 
ditional 30  months. 

Throughout  the  three  studies,  as  well  as 
during  the  30-month  period,  no  side  reac- 
tions were  observed  or  reported,  and  no  in- 
terference with  ovulation  occurred  in  any 
case. 

Neither  the  patient’s  age,  the  duration  of 
the  disorder,  nor  its  severity  appeared  to 
have  a substantial  effect  on  the  nature  of 
the  response  in  the  studies.  Examination  of 
Tables  1,  2,  and  3 shows  that  the  factor  of 


Table  3. — Open  Clinical  Trial,  Oxyphenbutazone. 


Diagnosis 

Excellent 
No.  % 

Good 
No.  % 

Fair 
No.  % 

Poor 
No.  % 

Total 

Primary 

Dysmenorrhea 

15  65.2 

7 30.4 

1 4.4 

23 

Secondary 

Dysmenorrhea 

28  77.8 

7 19.4 

1 2.8 

36 

Total 

Satisfactory 

43  72.9 

14  23.7 

1 1.7 

1 1.7 

59 

Clinical  Response  57  (96.6%) 


diagnostic  category  (primary  or  secondary 
dysmenorrhea)  was  similarly  irrelevant  in 
this  respect.  Comparison  of  the  double  blind 
study  and  the  open  clinical  trial  showed  that 
oxyphenbutazone  was  slightly  more  effective 
(by  15.6  percent)  in  the  open  trial. 

Discussion 

These  studies  showed  that  both  phenyl- 
butazone and  its  analogue,  oxyphenbutazone, 
are  effective  agents  for  the  prophylaxis  of 
either  primary  or  secondary  dysmenorrhea. 
The  use  of  a drug  to  prevent  symptoms 
rather  than  to  alleviate  them  after  they 
occur  seems  to  be  a rational  approach  to  the 
problem.  Many  patients  remarked  that  be- 
cause of  the  absence  of  their  usual  symp- 
toms, they  were  surprised  when  their  menses 
started.  Previously,  most  of  them  had  had 
little  or  no  relief  from  a variety  of  other 
medications.  Whether  or  not  the  cause  of 
dysmenorrhea  can  be  traced  mainly  to  an 
inflammatory  process  involving  congestion 
and  hypertrophy  of  the  tissues  is  still  open 
to  question.  However,  such  etiologic  consid- 
erations are  not  being  considered  in  this 
investigation. 

Although  these  drugs  seem  to  exert  little 
direct  analgesic  action  as  noted  in  pharma- 
cologic tests,  their  capacity  to  relieve  pain 
is  believed  to  result  from  their  anti-inflam- 
matory properties.^'  ® The  drugs’  ability  to 
prevent  or  relieve  pain  and  genex'al  discom- 
fort in  dysmenorrhea  without  interfering 
with  ovulation  makes  their  use  acceptable  to 
both  physician  and  patient.  Many  physicians 
hesitate  to  regularly  prescribe  potent  anal- 
gesics containing  narcotics  because  of  the 
risk  of  habituation ; hormones  frequently 
alter  the  ovulation  cycle ; and  antispasmodics 
are  usually  ineffective.  As  used  in  these 
studies,  the  comparatively  low  doses  of  phe- 
nylbutazone or  oxyphenbutazone,  for  short 
periods,  produced  no  untoward  side  effects. 
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The  few  days  of  medication  each  month  was 
extremely  convenient,  and  the  relief  afforded 
made  such  therapy  highly  acceptable  to  the 
patients. 

These  drugs,  when  first  used  extensively 
in  the  treatment  of  rheumatoid  arthritis,  fell 
into  disrepute  because  of  their  deleterious 
effects  upon  the  hemopoietic  system.  With 
more  judicious  usage  of  the  drugs,  these  ef- 
fects have  been  minimized.^  The  drugs  are 
contraindicated  if  there  is  chronic  edema, 
cardiac  decompensation,  a history  of  peptic 
ulcer  or  a drug  allergy,  hypertension,  or 
renal,  cardiac,  or  hepatic  damage. 

The  necessity  of  giving  the  drugs  prior  to 
the  onset  of  the  menses  appears  to  be  the 
only  limiting  factor  in  this  type  of  therapy. 
Although  MacQueen^o  found  that  300  mg.  of 
phenylbutazone  on  the  day  before  onset  of 
menses  and  the  same  dose  on  the  first  day 
was  extremely  effective  in  severe  cases,  such 
procedure  was  not  tried  in  this  study.  Black^ 
gave  similar  doses  for  two  days  before  the 
onset  and  for  the  first  two  days  during  the 
period,  with  good  results.  Many  investiga- 
tors have  reported  excellent  results  in  other 
inflammatory  disorders  in  which  oxyphen- 
butazone  was  used  for  seven  days  to  two 
weeks,  as  well  as  for  much  longer  periods, 
with  little  or  no  untoward  reactions.-’ 

12, 14, 16  Perhaps  further  study  with  longer 
dosage  periods  might  resolve  the  problem  of 
those  patients  with  irregular  menstrual  cy- 
cles and  absence  of  prodromal  symptoms. 


Summary 

Two  anti-inflammatory  drugs,  phenylbu- 
tazone and  its  analogue,  oxyphenbutazone, 
were  evaluated  in  treating  71  patients  with 
primary  or  secondary  dysmenorrhea.  The 


drugs  were  administered  orally  for  three 
days  before  the  expected  onset  of  menstrua- 
tion, in  divided  doses  of  400  mg.  daily.  Re- 
sponse was  evaluated  as  an  average  of  re- 
sults after  two  menstrual  cycles. 

Satisfactory  response  (excellent  or  good) 
was  observed  in  each  of  three  studies  as  fol- 
lows: (1)  pilot  study  with  phenylbutazone, 
81.3  percent;  (2)  double  blind  study,  81  per- 
cent with  oxyphenbutazone  and  7.1  percent 
with  placebo ; and  (3)  open  clinical  trial  with 
oxyphenbutazone,  96.6  percent.  To  date, 
most  patients  have  continued  on  oxyphen- 
butazone up  to  30  months  with  consistent 
satisfactory  results. 

Factors  of  age  and  duration  or  severity 
of  the  disorder  had  no  substantial  effect 
upon  response,  and  both  primary  and  sec- 
ondary dysmenorrhea  responded  well.  No 
side  effects  were  noted  in  any  patient  under 
study  throughout  the  follow-up  period. 
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Meprobamate  Withdrawal  Syndrome 

WILLIAM  K.  GEORGE,  M.D.,  and  JAMES  B.  STUBBS,  M.D. 


A patient  hospitalized  for  rectal  bleeding 
did  not  tell  physicians  he  had  been  taking 
1200  mg.  meprobamate  daily  for  three  years. 
After  four  days  without  access  to  the  drug, 
he  developed  withdrawal  symptoms. 


C TS 


WITHDRAWAL  symptoms  can 
develop  when  a patient  stops  tak- 
ing meprobamate  (Equanil,  Mepro- 
span,  Meprotabs,  Miltown)  too  ab- 
ruptly.^- - In  most  reported  cases,  the  with- 
drawal syndrome  has  appeared  after  large 
doses  of  the  drug  have  been  halted.  In  this 
case,  the  syndrome  developed  insidiously 
after  long  use  of  moderate  doses  of  mepro- 
bamate was  suddenly  discontinued.  Because 
the  patient’s  case  history  was  incomplete, 
attending  physicians,  unable  to  rule  out  the 
possibility  of  delirium  tremens,  could  not 
make  a positive  diagnosis  for  several  days. 


A 50-year-old  man  was  hospitalized  for  study  of 
rectal  bleeding.  Three  years  before,  a part  of  his 
colon  containing  carcinoma  had  been  removed.  Later 
periodic  examinations  showed  no  signs  of  recur- 
rence. There  was  no  history  of  alcoholism. 

The  physical  examination  revealed  a well-oriented, 
cooperative  but  anxious  middle-aged  man  whose 
blood  pressure  was  150/84.  The  complete  blood  count 
and  cell  indices,  urinalysis,  venereal  disease  research 
laboratories  test  for  syphilis,  fasting  blood  glucose, 
blood  urea  nitrogen,  serum  bilirubin,  alkaline  phos- 
phatase, bromsulphalein  retention,  serum  glutamic 
oxaloacetic  transaminase,  and  serum  glutamic  py- 
ruvic transaminase  were  normal.  The  chest  roent- 
genogram and  upper  gastrointestinal  series  were 
normal.  The  barium  enema  showed  a surgically 
shortened  colon.  Procotoscopic  examination  revealed 
several  small  stellate  ulcers  in  the  sigmoid  colon 
that  were  purulent  and  bled  easily. 

On  the  fourth  day  in  the  hospital,  the  patient  be- 
came irrational  and  incoherent,  had  hallucinations, 
and  perspired  profusely.  At  this  time,  the  pulse  was 
110  and  the  blood  pressure  was  230/90.  The  tem- 
perature did  not  rise  above  100  F.  Treatment  with 


chlorpromazine  hydrochloride  (Thorazine,  Thora- 
dex),  diphenylhydantoin  (Dilantin),  and  barbitu- 
rates was  beneficial,  but  a week  passed  before  he 
recovered  enough  to  give  a reliable  history.  Only 
then  was  it  learned  that  he  had  been  taking  mepro- 
bamate, 400  mg.  three  times  daily,  for  three  years, 
and  that  inadvertently  it  had  been  stopped  abruptly 
when  he  entered  the  hospital. 

In  reporting  a fatal  case  of  meprobamate 
withdrawal,  Swanson  and  Okada^  write  that 
their  patient  had  the  classic  signs  of  barbit- 
urate withdrawal — extreme  nervousness, 
tremor,  hallucinations,  profuse  sweating,  hy- 
potension, and  high  fever.  Our  patient  had 
all  these  symptoms  except  hypotension  and 
high  fever.  On  the  contrary,  he  had  hyper- 
tension. 

Delirium  tremens,  meprobamate  with- 
drawal, and  barbiturate  withdrawal  all  have 
similar  symptoms.  The  recommended  treat- 
ment for  the  meprobamate  withdrawal  syn- 
drome is  administration  of  meprobamate, 
and  large  doses  of  meprobamate  have  been 
used  successfully  in  treating  delirium  trem- 
ens.^- ^ Therefore,  if  the  differential  diag- 
nosis lies  between  delirium  tremens  and 
meprobamate  withdrawal,  meprobamate  ad- 
ministration with  the  usual  treatment  for 
delirium  tremens  would  seem  reasonable. 
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Effect  of  Emotions  on  Use  of  Medication 
In  Myasthenia  Gravis 


LAWRENCE  CLAMAN,  M.D.,  and  RONALD  E.  JOHNSTONE 


The  patient's  symptoms  of  fatigue  and  weak- 
ness were  caused  by  depressive  feelings  as 
well  as  by  myasthenia  gravis,  and  she  was 
confused  in  managing  her  medication. 

f ^ MYASTHENIA  GRAVIS  is  a dis- 

CASE  REPORTS  casc  frequently  characterized  by 

■ symptoms  of  fatigue  and  muscu- 
lar weakness.  These  symptoms  are 
also  seen  in  patients  who  are  emotionally 
depressed.  Jether^  reported  in  an  unpub- 
lished study  of  40  of  his  patients  with  myas- 
thenia that  depression  was  the  most  common 
emotional  disturbance  present.  Thus,  the  di- 
agnosis of  the  disease  in  some  cases  is  de- 
pendent upon  differentiating  between  emo- 
tional fatigue  and  the  pathologic  fatigue 
and  weakness  produced  by  exercise  in  my- 
asthenia. 

Assessment  of  these  factors  of  fatigue 
and  weakness  is  important  for  the  physician 
and  the  patient  with  myasthenia  gravis  in 
the  management  of  anticholinesterase  drug 
therapy.  As  Schwab-"®  says,  “Each  patient 
has  to  be  individually  adjusted  to  his  sched- 
ule and  must  be  instructed  to  note,  very 
carefully,  any  symptoms  of  undermedica- 
tion and  overmedication.” 

The  maintenance  of  stable  drug  therapy 
is  dependent  upon  the  patient’s  ability  to 
follow  consistently  a strict  medication  re- 
gime. Failure  to  do  so  produces  symptoms 
of  undermedication  or  overmedication,  and 
can  cause  the  patient  to  become  physically 
helpless.  Bradley  and  HollendeN  point  out 
in  a psychiatric  study  of  patients  with  my- 
asthenia gravis  that  a patient’s  personality 
adjustment  affects  the  way  he  manages  his 
medication.  Some  patients  actively  partici- 
pate in  managing  their  medication  by  regu- 
lating their  dosage  to  meet  changing  condi- 
tions and  needs.  Some  tend  to  deny  their 


illness  and  often  forget  their  medication. 
Still  others  become  dependent  on  some  house- 
hold member  to  supervise  their  medication. 

An  opportunity  to  study  the  influence  of 
emotions  in  myasthenia  gravis  on  the  reg- 
ulation of  anticholinesterase  medication  pre- 
sented itself  in  a child  guidance  clinic.  The 
patient  came  to  the  clinic  because  of  the 
emotional  disturbance  of  her  11 -year-old 
son.  She  was  seen  in  casework  therapy  on 
a once  a week  basis  for  eight  months  by  a 
psychiatric  social  worker,  who  received  su- 
pervision from  the  psychiatrist  seeing  her 
son  in  psychotherapy.  A secondary  by- 
product of  her  casework  help  was  an  im- 
provement in  her  capacity  to  assess  her  my- 
asthenia symptoms  and  to  manage  her  medi- 
cation more  adequately  with  less  anxiety. 
Her  history  as  it  pertains  to  her  myasthenia 
gravis  is  presented.  Special  emphasis  is 
placed  on  situations  and  emotional  factors 
which  affected  her  use  of  medication. 

Case  Report 

History  of  Myasthenia  Gravis. — The  patient  was 
a 36-year-old  married  woman  with  three  children 
when  she  came  to  the  clinic.  The  diagnosis  of  myas- 
thenia gravis  was  made  two  and  one-half  years  pre- 
viously by  a local  physician  and  was  confirmed  by 
a neurologist.  The  symptoms  which  led  to  the  diag- 
nosis were  numbness  in  the  left  side  of  her  face 
and  left  arm,  and  inability  to  hold  her  eyes  open. 
After  a period  of  time  on  medication,  dissatisfac- 
tion with  her  treatment  led  her  to  change  neurolo- 
gists. She  then  underwent  a thymectomy  without 
significant  benefit  and  has  continued  on  an  anti- 
cholinesterase medication  regimen. 

Background  History. — The  patient  had  a long- 
term history  of  feeling  weak  and  lazy  which  she 
dated  back  at  least  13  years  to  the  time  she  started 
having  her  children.  She  recalled  that  as  a teenager 
when  she  danced  a great  deal,  her  legs  would  trem- 
ble with  weakness,  and  she  wondered  whether  this 
was  her  earliest  symptom  of  myasthenia.  Because 
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she  felt  so  sleepy  and  lazy  most  of  the  time,  she 
felt  helpless  and  worthless,  and  sometimes  so  angry 
she  wanted  to  tear  her  home  up.  At  times  she  had 
periods  when  she  could  hardly  walk  or  move.  If  she 
had  a birthday  party  for  her  children,  she  asked 
her  mother  to  handle  it  because  of  her  weakness. 
Her  husband,  a demanding  and  compulsive  man, 
was  critical  of  her  inability  to  keep  up  with  the 
housework  and  to  look  after  the  children,  and  was 
dissatisfied  with  their  sexual  relations.  She  had 
developed  a defeatist  attitude  about  being  unable 
to  keep  up  with  life  and  had  thought  of  suicide. 
She  also  had  wondered  whether  she  was  crazy. 

History  of  Anticholinesterase  Medication.  — The 
patient  was  on  Prostigmin  prior  to  undergoing  thy- 
mectomy. Following  this,  she  was  on  Mestinon,  60 
mg.,  every  hour,  which  caused  diarrhea.  She  ad- 
justed her  medication  depending  on  her  feeling  of 
weakness  or  her  feeling  of  overdosage  (tongue 
thick,  difficulty  swallowing,  and  eyes  twitching) , 
for  which  she  used  atropine.  She  felt  depressed  as 
well  as  weak  if  she  was  undermedicated.  She 
thought  Mestinon  helped  strengthen  her  legs,  where- 
as if  the  weakness  progressed  above  her  waist  and 
impaired  her  respiration,  she  took  mytelase.  She 
found  it  difficult  to  keep  up  with  the  hourly  medi- 
cation regimen  and  with  “making  a decision  every 
hour.”  At  night,  she  usually  did  not  have  to  take 
medication  unless  her  legs  ached  and  waked  her. 
By  the  time  she  started  her  casework  therapy,  she 
had  been  placed  on  mytelase,  5 mg.,  every  three 
hours  instead  of  Mestinon.  Again,  she  adjusted  her 
medication  according  to  her  feeling  of  physical 
weakness  and  her  difficulty  in  breathing.  Mytelase 
did  not  result  in  diarrhea. 

Situational  Anxiety  Leads  to  Overniedication. — 
The  patient  wanted  to  get  a job  to  prove  she  could 
work  despite  her  illness  and  was  not  as  inadequate 
as  she  had  thought  for  so  long.  When  she  went  for 
a job  interview,  she  was  anxious  and  tense,  and 
took  an  extra  mytelase  tablet  to  maintain  her 
strength.  When  she  arrived  at  the  office  for  her 
interview,  she  felt  sick  and  was  experiencing  symp- 
toms of  overdosage.  She  was  unable  to  have  the 
interview,  managed  to  get  back  to  her  car,  but  col- 
lapsed and  was  helped  to  get  in  by  the  parking 
attendant.  She  had  trouble  seeing  and  turning  her 
head,  but  drove  home.  She  crawled  out  of  the  car 
on  her  hands  and  knees  and  up  a flight  of  stairs  to 
the  porch,  opened  the  door  with  much  difficulty, 
and  collapsed  on  the  hallway  floor.  Her  husband 
found  her  there  and  gave  her  ati-opine.  Clearly  in 
her  anxiety  and  probable  ambivalence  about  getting 
a job,  she  had  defeated  herself  by  taking  extra 
medication.  She  had  endangered  her  own  life,  as 
well  as  that  of  others  in  driving  home.  It  is  also 
possible  her  reaction  was  partly  hysterical. 

Medication  Serves  as  a Form  of  Marital  Manipu- 
lation.— The  patient’s  husband  would  usually  say 
when  she  was  upset,  regardless  of  the  cause,  that 
she  should  take  a pill.  This  made  her  very  angry, 
but  she  was  unable  to  express  her  feelings  to  him. 
She  felt  he  was  constantly  pushing  her  to  “take  a 
pill”  so  she  would  be  able  to  do  more  housework, 
be  more  pleasant,  and  meet  his  sexual  desires.  This 
emotional  pressure  made  her  confused  and  anxious 
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in  judging  her  physical  symptoms  as  a guide  to 
adjusting  her  medication.  She  tended  to  rely  on 
her  husband  when  he  was  home  to  judge  her  need 
for  medication  with  its  obvious  complications  rooted 
in  their  ambivalent  relationship. 

Medication  Used  for  Both  Physiological  and  Emo- 
tional Reasons. — Whenever  the  patient  felt  upset, 
tired,  or  physically  weak  for  whatever  reason,  she 
would  take  a mytelase  tablet  and  lie  down  until  she 
felt  all  right  again.  Sometimes  the  symptoms  were 
probably  caused  by  undermedication.  On  other  oc- 
casions, such  as  when  she  felt  angry  after  a phone 
conversation  with  a friend  and  began  to  feel  tired, 
the  symptoms  were  undoubtedly  emotional  in  origin. 

Feelings  During  Episode  of  “Physiologic”  Imbal- 
ance.— During  an  interview,  the  patient  became 
very  concerned  about  her  physical  state.  She  was 
having  trouble  with  her  legs,  her  arms  seemed 
heavy,  and  she  felt  lethargic.  She  stood  up  and 
paced  back  and  forth,  and  was  visibly  angry  with 
herself.  She  swung  her  arms  and  slapped  her  fist 
into  her  hands.  She  talked  of  feeling  weak,  and  em- 
barrassed, and  thought  the  whole  situation  ridicu- 
lous. She  thought  she  might  be  going  into  over- 
dosage, but  was  uncertain  and  unwilling  to  take 
atropine.  She  paced  rapidly  in  the  small  interview 
room  and  spoke  of  collapsing.  Her  husband  was 
home,  but  she  was  unwilling  to  call  him  to  come 
for  her.  Following  the  interview,  she  paced  up  and 
down  the  waiting  room  while  her  son  waited  im- 
patiently to  go  home.  On  being  seen  again  45  min- 
utes later  for  an  additional  interview,  she  cried  and 
told  how  very  angry  she  was  at  her  husband  and  at 
herself.  She  was  upset  in  particular  by  being  un- 
able to  care  for  herself.  Following  this  interview 
experience,  she  was  able  to  express  her  feelings 
about  her  myasthenia  more  openly,  and  came  to 
accept  her  illness  better.  She  was  helped  to  differ- 
entiate better  whether  feeling  tired  and  weak  was 
an  emotional  reaction  or  due  to  undermedication. 

Episode  Associated  With  Great  Physical  Exer- 
tion.— The  patient  was  working  with  her  husband 
in  their  garden,  and  felt  pushed  to  do  her  share  of 
the  work.  She  kept  working  until  her  arms  ached 
and  her  back  hurt.  Her  breathing  was  heavy,  and 
she  was  wheezing  and  felt  dizzy.  As  she  struggled 
to  finish  the  row  she  was  planting,  she  imagined 
her  mother  saying,  “Those  onion  plants  are  too 
close  together.”  She  stood  up,  felt  vei-y  tired  and 
weak,  and  started  to  cry.  Her  husband  came  over 
and  asked  what  was  wrong.  She  replied,  “Nothing, 
I’m  just  tired.”  When  he  turned  and  began  to  walk 
away,  she  said,  “That’s  not  right.  I’m  upset.  I can 
just  hear  my  mother  telling  me  those  onion  plants 
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are  too  close  together.”  He  replied,  “The  hell  with 
her,  they’re  our  onion  plants.”  She  immediately 
felt  better  and  was  no  longer  tired  as  she  had  been 
“after  I was  angry.”  She  put  in  the  rest  of  the 
onion  plants  without  difficulty.  As  she  reported  the 
episode  in  the  interview,  she  was  uncertain  whether 
the  most  important  factor  in  losing  her  tired  feel- 
ing was  expressing  her  anger  or  having  taken  a 
mytelase  tablet  before  going  outside. 


Discussion 

This  patient  demonstrates  how  the  symp- 
toms of  myasthenia  gravis  can  fit  into  a 
long-term  pattern  of  depression  and  passive 
helplessness,  which  the  disease  reinforces  as 
it  develops.  In  fact,  the  depressive  emo- 
tional state  masked  early  recognition  of  the 
myasthenia.  In  addition,  she  illustrates  how 
the  symptoms  of  fatigue  and  weakness, 
which  can  be  brought  on  by  anger  and  de- 
pressive feelings  as  well  as  undermedication, 
confuse  a patient  in  adjusting  medication 
dosage.  Finally,  she  shows  how  dependent  a 
patient  becomes  on  medication  to  meet  emo- 
tional as  well  as  physiological  needs  with  a 
disease  that  carries  the  constant  threat  of 
producing  a state  of  helplessness. 

The  findings  in  this  patient  are  consistent 
with  those  of  Brolley  and  Hollender.^  They 
found  that  emotional  upset,  in  particular  ex- 
periencing anger  and  envy,  increased  the 
myasthenia  patient’s  physical  symptoms. 


Their  patients  experienced  feelings  of  weak- 
ness when  angry.  One  patient’s  speech  be- 
came unintelligible,  and  another  experienced 
diplopia  whenever  he  had  an  argument  with 
his  wife. 


Summary 

A 36 -year -old  woman  with  myasthenia 
gravis  who  was  seen  in  casework  therapy 
under  psychiatric  supervision  illustrates  the 
effect  of  her  personality  adjustment  on  her 
use  of  anticholinesterase  drug  therapy. 
Symptoms  of  fatigue  and  weakness  were 
caused  by  depressive  feelings  as  well  as 
myasthenia,  and  confused  the  patient  in 
managing  her  medication.  She  used  medi- 
cation to  meet  both  physiological  and  emo- 
tional needs.  A better  acceptance  of  her  dis- 
ease and  the  ability  to  differentiate  her  de- 
pressive feelings  from  her  myasthenia  symp- 
toms assisted  her  in  managing  her  medica- 
tion more  realistically. 
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Communications  Vital  to  Unity 

“If  we  work  together,  if  we  open  more  paths  of  communication 
and  cooperation  between  our  various  societies  and  between  us  and 
the  people  of  this  nation — then  we  can  bring  into  being  the  goal 
sought  by  every  physician  who  would  follow  our  Oath, 

“In  the  future,  the  medical  profession  must  be  united.  We  must 
stand  strong  and  firm  with  a heart  and  conscience  turned  to  public 
need  with  a respect  for  the  rights  and  privileges  of  the  individual, 
and  with  an  abiding  faith  in  our  free  competitive  system  of  medical 
practice.”  So  said  Dr.  Milford  0.  Rouse  of  Dallas,  Speaker  of  the 
AMA  House  of  Delegates,  in  a recent  address  before  the  Michigan 
State  Medical  Society  House  of  Delegates. 
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Historical  and  Philosophical  Aspects 
Of  latrochemistry  and  latromechanics 

Part  III.  Rene  Descartes:  Dualistic  Mechanist 


WILLIAM  S.  KEEZER,  M.D. 


Third  in  a four-part  serial,  this  section  of  Dr. 
Keezer's  article  describes  the  philosophy  of 
the  French  mathematician  and  philosopher 
Descartes  who  thought  of  the  body  as  a ma- 
chine. The  alchemists  and  Paracelsus  were 
subjects  of  earlier  parts. 

r ^ IN  THE  17TH  CENTURY  Galen’s 

HISTORICAL  ARTICLES  theorles  were  still  accepted,  but 

■ Michael  Servetus  had  already  dis- 
covered pulmonary  circulation,  and 
Realdo  Colombo  had  clearly  described  it. 
Frabricus  ab  Aquapendente  had  dissected 
the  valves  of  the  veins,  while  Cesalpino  had 
shown  that  the  blood  flows  and  that  the 
heart  is  the  central  organ  of  the  circulatory 
system.  During  this  century  William  Har- 
vey demonstrated  that  blood  flows  in  a cir- 
cular manner.  Yet  in  spite  of  this,  quackery 
was  rampant.  Medicine  was  practiced  by 
tinkers,  toothdrawers,  peddlers,  horse  geld- 
ers,  bawds,  witches,  conjurers,  soothsayers, 
and  sow  gelders.*^  Copernicus  had  shown 
astrology  to  be  of  little  value  in  medicine, 
and  had  worked  out  a heliocentric  theory  of 
the  universe  on  a mathematical  basis.  Wil- 
liam Gilbert  explained  magnetism,  and  Gali- 
leo developed  telescopic  astronomy.  The  uni- 
verse of  Kepler  had  tended  to  replace  the 
universe  of  Copernicus. 

In  1650  Rene  Descartes  died  coughing  and 
shivering  at  the  Court  of  Christina  of  Swe- 
den. Prior  to  this  he  had  developed  an  iatro- 
mechanistic  system  of  medicine,  and  he  es- 
tablished the  scientific  value  of  doubt. 

Descartes  was  never  able  to  arrive  at  a 
purely  mechanistic  approach  to  man  for  at 
various  places  the  rationalistic  and  theolog- 
ical also  enter  into  his  view  of  man.  His 


*In  1500,  Jacob  Nufer,  a German  sow  gelder,  per- 
formed a successful  cesarean  section  on  his  wife. 


mechanistic  view  of  man  had  been  over- 
looked in  the  past,  and  Descartes  influenced 
his  followers  to  form  the  iatromechanical 
school  of  medicine.  Philosophy  today  tends 
to  ignore  his  most  mechanistic  writing, 
L’  Homme.  Yet  even  in  it,  Descartes,  at 
many  strategic  places,  must  refer  to  the  the- 
ological, philosophical,  and  scientific  aspects 
of  a dualistic  form  of  rationalism.  No  at- 
tempt was  ever  made  by  Descartes  to  reach 
a purely  mechanistic  image  of  man ; rather 
he  laid  the  ground  work  for  such  a view- 
point. It  was  La  Mettrie  in  1748  who  elabo- 
rated such  a concept  of  medical  materialism 
in  his  book,  Man  a Machine.  It  was  he  who 
made  man  a machine  which  was  capable  of 
winding  his  own  “clockwork.”  Descartes  did 
not  go  far  enough  in  his  mechanism,  for  he 
still  required  God  to  set  the  man-machine 
in  motion. 

The  later  proponents  of  the  mechanical 
school  regarded  man  as  an  earthly  machine, 
yet  man  was  directed  by  a rational  soul. 
Man  (his  body)  could  be  interpreted  by 
purely  mathematical  and  mechanical  means. 
Descartes  had  asserted  the  idea  that  the 
physical  world  was  a sheer  mechanism,  and 
that  the  ultimate  laws  of  Nature  were  the 
laws  of  mechanics.  God  was  needed  to  cre- 
ate and  start  the  Motion,  however!  It  was 
in  the  name  of  Descartes,  that  it  was  pro- 
claimed that  the  Aristotelian  world  was 
dead.  Not  only  were  the  “errors  of  the 
Schools”  rejected  but  also  all  the  various 
abortive  attempts  of  the  Renaissance  to  in- 
terpret natui’e  as  essentially  like  man  were 
rejected.  The  microcosm  of  man  and  the 
macrocosm  of  Nature  were  sharply  split 
asunder  by  the  Cartesian  dualistic  doctrine.'* 
It  was  paradoxical  that  Descartes  should 
have  exercised  such  a profound  influence 
over  even  the  men  who  had  found  his  ap- 
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proach  distasteful.  Some  of  them  had  re- 
jected the  most  important  of  Descartes’s 
fundamental  conclusions.  Huygens,  the 
Dutch  astronomer  and  mathematician,  ad- 
mitted late  in  life  that  he  could  only  accept 
a small  part  of  the  Cartesian  physics.  How- 
ever, he  said  it  was  the  book.  Principles  of 
Philosophy,  that  had  first  opened  his  eyes 
to  science  in  general.  He  also  stated  it  was 
Descartes  who  had  exposed  the  failure  of  the 
old  philosophy.^ 

Descartes  realized  himself  that  his  purely 
deductive,  mathematical  ideal  for  science 
had  failed,  especially  in  the  field  of  medical 
physiology.  But  out  of  this  failure,  he  ex- 
tracted a positive  contribution  to  scientific 
thinking.  He  showed  that  he  was  the  master 
of  the  hypothetical  model.  This  was  shown 
especially  by  his  models  of  physiological 
processes.  These  analogies  were  the  most 
ingenious  and  imaginative  of  his  exercises 
of  genius.  He  was  primarily  a mathematical 
physicist  and  not  a philosopher,  though  no 
one  in  his  day  would  have  drawn  such  a 
sharp  distinction  between  the  two  subjects. 
Descartes  used  both  a mixture  of  the  tradi- 
tional metaphysical  ideas  to  support  his 
radical  break  with  tradition,  and  he  also  fell 
back  on  Augustinian  Neoplatonism  to  effect 
his  blending  of  mathematical  physics  with 
Christian  piety.®  The  direction  and  move- 
ment of  Descartes’s  philosophical  and  scien- 
tific enterprise  and  thought  were  shown  by 
the  sequence  in  which  he  wrote  his  works. 

In  his  first  work.  Rules  for  the  Direction 
of  the  Mind,  written  in  1628,  he  worked  out 
his  conception  of  true  science,  and  his  highly 
rationalistic  method  for  attaining  it.  In  the 
Discourse  on  Method,  written  later  in  the 
Netherlands,  he  further  advanced  these  con- 
cepts. Meteors,  Dioptics,  and  Geometry  were 
each  presented  by  Descartes  as  an  illustra- 
tion of  the  power  of  this  method,  if  and 
when  it  was  applied  to  specific  lines  of  in- 
vestigation. In  his  Meditations  on  First  Phi- 
losophy, Descartes  expanded  the  method  for 
the  discovery  of  the  first  principles  of  a 
true  science. 

In  1633  Le  Monde  was  nearly  complete, 
and  Descartes  looked  forward  to  spending 
the  rest  of  his  life  in  enjoyment  of  the  “rich 
harvest”  he  foresaw,  which  would  follow 
upon  the  technical  application  of  his  mech- 
anistic-rationalistic principles.®  Descartes’s 
interests  by  now  were  mainly  on  the  appli- 
cation of  these  mechanistic  concepts  to  man 
and  medicine.  U Homme,  written  in  1633, 


outlined  such  an  application  of  mechanism 
to  physiology.  However,  when  the  word 
reached  Descartes  that  the  Holy  Inquisition 
had  condemned  Galileo,  for  his  advocating 
that  the  earth  moved  around  the  sun,  Des- 
cartes hid  the  manuscript.  Thus,  it  was  not 
published  till  1662,  12  years  after  his  death.® 
The  central  theme  of  L’  Homme  is  that  of 
man  as  a machine,  and  this  is  brought  out 
early  in  the  book.  The  entire  work  is  only 
about  80  pages  long,  and  it  is  on  the  second 
page  that  Descartes  clearlj^  sets  down  this, 
the  central  theme  of  the  essay: 

...  I assume  that  the  body  is  nothing  else  than 
a statue  or  machine  of  earth,  that  God  made  in- 
tentionally, in  order  to  render  it  the  most  sim- 
ilar to  us  that  it  is  possible;  so  that  not  only 
did  he  give  the  outside  the  completion  and 
shape  of  our  limbs,  but  also  that  he  placed  on 
the  inside  all  the  parts  which  were  required  to 
walk,  eat,  breathe,  and  finally  imitate  all  those 
of  our  functions  which  are  able  to  be  imagined 
to  proceed  from  matter  and  depend  only  on  the 
disposition  of  organs. 

We  see  clocks,  artificial  fountains,  mills,  and 
other  similar  machines,  which  being  made  only 
by  men,  are  alloted  to  have  the  power  of  mov- 
ing themselves  by  themselves  in  several  differ- 
ent ways;  and  it  seems  to  me  that  I am  not 
able  to  conceive  of  any  types  of  movements  in 
the  latter  (body),  which  I assume  to  be  made 
by  the  hands  of  God,  nor  ascribe  it  to  any  arti- 
fice, that  you  would  not  have  cause  to  think  it 
is  possible  to  have  still  more  of  them  in  it.s 

In  this  passage  Descartes  clearly  points 
out  that  the  body,  once  it  has  been  created 
by  God,  is  nothing  but  an  automatic  ma- 
chine, a machine,  he  states  further  on  in 
the  book,  whose  motivating  power  is  in  the 
innate  heat  of  the  heart.  In  this  he  rejected 
the  then  modern  doctrines  of  William  Har- 
vey, and  returned  to  the  teachings  of  the 
ancients,  Hippocrates,  Galen,  and  Avicenna. 
He  did  accept  Harvey’s  doctrine  of  the  cir- 
culation of  blood,  but  Descartes  ascribed 
“heat”  or  “a  flame  in  the  heart”  as  the  cause 
of  such  circulation.'^  His  purpose  in  this 
was  to  demonstrate  the  mode  of  action  of 
the  human  soul.  For  Descartes  to  do  this, 
he  needed  the  old  Galenic  doctrine  of  the 
“innate  heat  of  the  heart. He  was  well 
acquainted  with  Harvey’s  works,  but  was 
unconvinced  by  his  arguments  as  to  the 
cause  of  the  circulation  of  the  blood.  Har- 
vey’s whole  system  depended  on  systole  (or 
contraction  of  the  heart)  as  the  causative 
factor  in  the  propulsion  of  blood  through 
the  great  vessels  of  the  body. 

Descartes  was  not  concerned  with  the  cir- 
culation of  blood  primarily,  rather  he  needed 
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it  as  a material  basis  for  the  source  of  nerv- 
ous energy.  In  L’  Homme  he  begins  with 
the  ingestion  of  food  into  the  body,  hurries 
over  digestion,  and  then  briefly  discusses 
the  formation  of  blood.  This  was  made  from 
chyle  (formed  from  food)  by  the  liver.  Des- 
cartes discussed  the  circulation  of  blood  in 
L’  Homme,  and  again  it  was  discussed  in 
Article  VII  of  The  Passions  of  the  Soul.  The 
latter  contains  fewer  actual  details,  but  in 
both  essays  it  was  the  heated  and  “agitated” 
blood  that  reaches  the  brain : 

The  most  agitated  and  vivified  parts  of  the 
blood,  being  carried  to  the  brain  by  the  arteries 
which  spring  from  the  heart  in  the  most  direct 
lines,  constitute  as  it  were  a very  subtle  air  or 
wind,  called  the  animal  spirits,  which  dilating 
the  brain,  fit  it  to  receive  the  impressions  of 
external  objects  and  also  those  of  the  soul,  that 
is  to  say,  fit  it  to  be  the  seat  of  common  sensa- 
tion, of  imagination,  and  of  memory.  This  air  or 
these  spirits  then  flow  from  the  brain  along  the 
nerves  into  all  the  muscles,  whereby  they  dis- 
pose the  nerves  to  serve  as  the  organs  of  the 
external  senses,  and  finally  distending  the  mus- 
cles and  give  movement  to  all  the  limbs. ^ 

Descartes  tries  to  explain  in  another  para- 
graph how  the  blood,  derived  from  food  and 
heated  by  the  heart,  generates  “animal  spir- 
its,” but  he  never  makes  it  clear  and  dis- 
tinct. It  was  these  “animal  spirits”  which 
the  special  earthly  machine,  the  body  with 
its  brain  and  nerves,  used  to  carry  out  the 
wishes  of  the  rational  soul.  Descartes’s 
methods  of  physiology  were  not  those  of 
Harvey,  and  they  did  not  follow  the  experi- 
mental approach  as  was  advocated  by  Fran- 
cis Bacon.  Descartes  took  a “free,  wide,  ra- 
tional sweep,”  and  tried  to  show  that  the 
body  was  a machine  working  in  accord  with 
natural  physical  laws.  He  used  the  avail- 
able knowledge  of  his  time,  picking  and 
choosing  such  ideas  and  discoveries  that 
best  suited  his  purpose  at  the  time.  Des- 
cartes wove  these  “facts,”  together  with 
many  other  statements  (all  of  which  he 
treated  as  absolute  truths),  into  a theory  of 
the  constitution  and  action  of  the  nervous 
system.  It  was  a view  of  man’s  neiwous  sys- 
tem as  a machine,  and  this  concept  had  pro- 
found effects  on  most  later  experimental 
medicine. 

Descartes’s  theory  of  “animal  spirits”  be- 
came the  basis  for  his  method  of  explana- 
tion for  the  phenomena  of  sensation  and  of 
movement.  For  him  the  “animal  spirit”  con- 
stituted a fluid  (a  subtle  one,  yet,  still  a 


fluid),  which  followed  the  physical  laws  of 
hydraulics  in  their  flow  along  the  hollow 
nerves.f  It  was  the  accepted  medical  doc- 
trine in  1633  that  the  neiwes  were  hollow 
and  were  tubes.  Descartes  made  use  of  this 
“fact,”  and  some  other  general  “facts”  about 
the  topography  of  the  brain  in  his  construct 
of  an  ideal  nervous  machine.  The  brain  was 
a sort  of  reservoir  for  the  “animal  spirits,” 
and  their  rate  of  flow  into  the  hollow  nerves 
was  controlled  by  the  pineal  body,  “located 
within  the  very  center  of  the  brain.”  In  the 
distal  body  parts,  the  “animal  spirits”  had 
the  power  of  changing  the  shape  of  the  mus- 
cles and  thus  making  the  limbs  move.  Des- 
cartes gives  the  following  analogy : 

Thus,  as  you  may  have  seen  in  the  grottoes 
and  fountains  in  our  gardens,  the  force  with 
which  the  water  issues  from  its  reservoir  is 
sufficient  to  put  into  motion  various  machines, 
and  even  to  make  them  play  several  instru- 
ments, or  pronounce  words,  according  to  the 
varied  disposition  of  the  tubes  which  conduct 
the  water.  Indeed,  the  nerves  of  the  (body) 
machine  may  very  well  be  compared  with  the 
tubes  of  these  water  works;  its  muscles  and 
tendons  with  the  other  various  engines  and 
springs  which  seem  to  move  these  machines; 
its  animal  spirits  to  the  water  which  impels 
them,  of  which  the  heart  is  the  source  or  foun- 
tain; while  the  cavities  of  the  brain  are  the 
central  reservoir.  Moreover,  breathing  and  other 
like  acts  which  are  as  natural  and  usual  to  the 
body  or  machine,  and  which  depend  on  the  flow 
of  the  spirits,  are  like  the  movements  of  a 
clock,  or  of  a mill,  which  may  be  kept  going  by 
the  ordinary  flow  of  water.  External  objects 
which,  by  their  mere  presence,  act  upon  the 
organs  of  sense,  and  which,  by  this  means,  de- 
termine the  machine  to  move  in  many  differ- 
ent ways,  according  as  the  parts  of  the  brain 
of  the  machine  are  arranged,  may  be  compared 
to  the  strangers  who,  entering  into  one  of  the 
grottoes  of  these  waterworks,  unconsciously 
themselves  cause  the  movements  which  they 
witness.  For  they  cannot  enter  without  tread- 
ing upon  cei’tain  planks  which  are  so  disposed 
that,  if  they  approach  a bathing  Diana,  they 
cause  her  to  hide  among  the  reeds;  and  if  they 
attempt  to  follow  her,  they  see  approaching  to- 
wards them  a Neptune,  who  threatens  them 
with  his  trident;  or  if  they  pass  in  another 
direction  they  cause  some  sea-monster  to  dart 
out  who  vomits  water  into  their  faces;  or  like 
contrivances,  according  to  the  fancy  of  the  en- 
gineers who  made  them.  And  lastly,  when  the 
rational  soul  is  lodged  in  this  machine,  it  will 
have  its  principal  seat  in  the  brain,  and  will 


fFor  Descartes,  nerves  were  only  tubes  along 
which  these  “spirits”  flowed  in  a purely  mechanical 
manner.  He  made  the  assumption  of  the  presence 
of  valves,  too  small  to  be  seen  and  within  the  “nerve 
tubes.”  It  was  these  valves  that  controlled  direction 
of  flow  of  the  “animal  spirits.” 
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take  the  place  of  the  engineer  or  ‘fountaineer,’ 
who  ought  to  be  in  that  part  of  the  works  or 
reservoir  with  which  all  the  various  tubes  are 
connected,  when  he  wishes  to  quicken  or  to 
slacken,  or  in  any  way  to  alter  their  move- 
ments." 

Descartes  puts  the  “rational  soul”  into  the 
machine,  somewhere  in  the  brain  itself,  only- 
connecting  it  with  the  body  via  the  pineal 
body.  Its  exact  location  is  never  made  quite 
clear  anatomically,  but  is  only  vaguely  im- 
plied to  be  a part  of  the  brain  substance. 
The  “rational  soul”  was  “the  seat  of  imagi- 
nation and  of  common  sense.”'  Through  the 
pineal  body  the  rational  soul  directly  brought 
about  body  movements,  and  it  was  also  via 
the  pineal  body  that  sensation  and  external 
objects  were  able  to  impress  themselves  on 
the  soul.  He  developed  a mechanical  theory 
to  explain  how  these  “spirits”  affected  the 
internal  surfaces  of  the  ventricles  of  the 
brain  and  then  acted  on  the  pineal  body, 
thus  reaching  the  soul.  He  divided  this  ac- 
tion into  two  separate  events : one,  the  move- 
ment of  the  “spirits”  via  the  nerves  “im- 
pressed their  figure”  on  the  inner  surface  of 
the  ventricles,  and  two,  the  figure  was  im- 
pressed on  the  pineal  body  and  the  soul.  The 
nerves  served  only  as  a relay,  while  the  lat- 
ter event  was  psychical.  In  all  this,  Descartes 
assumed  mobility  of  the  pineal  body.  This 
hypothesis  of  “mobility”  was  obtained  by 
the  use  of  reason,  and  reason  alone,  for  Des- 
cartes made  no  experiments  on  the  pineal 
body.  He  gives  a logical  explanation  based 
on  his  anatomical  knowledge  of  the  location 
of  this  body,  but  here  again  is  the  assump- 
tion, necessary  to  his  theory,  yet  without  any 
foundation  in  experimental  data. 

Article  XIH  of  The  Passions  of  the  Soid 
has  an  account  of  the  experiences  of  sensa- 
tion which  Descartes  had  left  unconsidered 
in  his  previous  writings.  He  stated  that,  if 
these  sensuous  experiences  cannot  be  ac- 
counted for  in  terms  of  either  body  or  mind 
alone,  they  must  be  ascribed  to  the  action 
of  mind  and  body  in  a joint  effort. 

...  To  follow  this  example,  it  is  easy  to  con- 
ceive how  sounds,  scents,  tastes,  heat,  pain, 
hunger,  thirst,  and  generally  speaking  all  ob- 
jects of  our  other  external  senses  as  well  as  of 
our  internal  appetites,  also  excite  some  move- 
ment in  our  nerves  which  by  their  means  pass 
to  the  brain;  and  in  addition  to  the  fact  that 
these  diverse  movements  of  the  brain  cause  di- 
verse perceptions  to  become  evident  of  our  soul, 
they  can  also  without  it  cause  the  spirits  to 
take  their  course  towards  certain  muscles  rath- 
er than  towards  others,  and  thus  to  move  our 


limbs,  which  I shall  prove  here  by  one  example 
only.  If  someone  quickly  thrusts  his  hand 
against  our  eyes  as  if  to  strike  us,  even  though 
we  know  him  to  be  our  friend,  that  he  only 
does  it  for  fun,  and  that  he  will  take  great 
care  not  to  hurt  us,  we  have  all  the  same  trouble 
in  preventing  ourselves  from  closing  them;  and 
this  shows  that  it  is  not  by  the  inteiwention  of 
our  soul  that  they  close,  seeing  that  it  is  against 
our  will,  which  is  its  only,  or  at  least  its  prin- 
cipal activity;  but  it  is  because  the  machine  of 
our  body  is  so  formed  that  the  movement  of  his 
hand  towards  our  eyes  excites  another  move- 
ment in  our  brain,  which  cause  the  eyelids  to 
close. <5 

Here  Descartes  made  the  admission  that 
in  the  case  of  both  matter  (body)  and  mind 
(soul)  no  one  explanation  would  give  all 
the  answers.  It  was  here  that  he  also  im- 
plied that  the  body  was  an  automatic  ma- 
chine. His  idea  that,  in  man,  the  realm  of 
thought  makes  contact  with  the  extended 
body  via  the  pineal  body  may  seem  naive, 
yet  today  the  explanation  of  how  the  mind 
affects  the  body  is  still  obscure.  His  intro- 
duction of  a mechanistic  approach  to  the 
study  of  man  became  a useful  tool  in  17th 
century  physiological  research.  Descartes 
was  inclined  to  sacrifice  7'eal  anatomy  for 
the  hypothetical  rational  anatomy  demanded 
by  his  mechanism.  He  had  always  said  he 
was  describing  an  ideal  hypothetical  body 
which  would  imitate  the  actions  of  the  real 
human  body.  He  made  his  strongest  state- 
ment regarding  this  mechanistic  approach 
to  the  human  body  in  the  final  paragraph 
of  L’  Homme. 

I desire  you  to  consider  all  the  functions 
which  I have  attributed  to  this  machine  (the 
body) , as  the  digestion  of  food,  the  pulsation 
of  the  heart  and  of  the  arteries;  the  nutrition 
and  the  growth  of  the  limbs;  respiration,  wake- 
fulness, and  sleep ; the  reception  of  light,  sounds, 
odours,  flavours,  heat  and  such-like  qualities,  in 
the  organs  of  the  external  senses;  the  impres- 
sion of  the  ideas  of  these  in  the  organ  of  com- 
mon sense  and  in  the  imagination;  the  reten- 
tion, or  the  impression,  of  these  ideas  on  the 
memory;  the  internal  movements  of  the  appe- 
tites and  their  passion;  and  lately,  the  external 
movements  of  all  the  limbs,  which  follow  so 
aptly,  was  well  the  action  of  the  objects  which 
are  presented  to  the  senses,  as  the  impressions 
which  meet  in  the  memory,  that  they  imitate  as 
nearly  as  possible  those  of  a real  man;  I desire, 

I say,  that  you  should  consider  that  these  func- 
tions in  this  machine  naturally  proceed  from 
the  mere  arrangement  of  its  organs,  neither 
more,  nor  less  than  do  the  movements  of  a 
clock,  or  other  automaton,  from  that  of  its 
weights  and  wheels;  so  that  so  far  as  these  are 
concerned,  it  is  unnecessai’y  to  conceive  in  it 
any  soul — whether  vegetative  or  sensitive — or 
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any  other  principle  of  motion,  or  of  life,  than 
its  blood  and  its  spirits  agitated  by  the  heat 
of  the  fire  which  burns  continually  in  its  heart, 
and  which  is  in  no  wise  essentially  different  in 
nature  from  all  the  fires  which  are  met  with 
in  inanimate  bodies. ^ 

In  spite  of  Descartes’s  fantastic  and  un- 
realistic anatomy,  he  did  show  that  it  was 
possible  to  apply  a mechanistic  interpreta- 
tion to  both  the  physical  and  psychical  phe- 
nomena of  the  body.  Even  though  Descartes 
was  a philosopher  and  not  a physiologist, 
his  interest  in  the  problems  of  “mind-body” 
has  influenced  medical  thinkers  even  to  the 
present  day.J 

The  adjective  “Cartesian”  has  come  to  im- 
ply all  the  various  types  of  philosophy  that 
followed  Descartes  and  over  which  his  think- 
ing had  any  influence.  Many  of  these  phi- 
losophies are  divergent  from  Descartes’s 
original  concepts,  and  each  rejects  certain 
of  his  central  doctrines  and  radically  modi- 
fies others. 

The  Cartesian  philosophy  made  the  dis- 
tinction between  man  and  animals  a philo- 
sophical problem.  In  the  traditional  scale  of 
creation  from  matter  to  God,  man  was  lower 
than  the  angels  and  above  the  animals.  The 
Cartesian  dualism  destroyed  the  old  hier- 
archy, but  it  kept  man’s  soul  well  above 
physical  nature.  Man  might  have  lost  his 
uniqueness  in  creation,  if  mechanism  could 
have  completely  done  away  with  the  need 
for  a soul.  At  the  same  time,  physiology  and 
neurology  could  be  more  successful  in  ex- 
plaining facts  about  man’s  bodily  function- 
ing. The  closer  man  came  to  a machine,  the 
less  was  the  need  for  a soul.  If  the  physi- 
ologist could  explain  an  animal  satisfactorily 
as  a machine,  the  greater  was  the  probabil- 
ity that  man  too  was  an  automaton.^  The 
philosophies  of  the  Cartesian  automatists 
and  the  anti-Cartesians  both  agreed  that  the 
problem  was  connected  with  the  traditional 
religious-theological  and  ethical  idea  of  the 
image  of  man.^  The  Cartesian  metaphysics 
of  reason  and  doubt,  when  used  to  support 
automatism,  left  “original  sin”  (as  proved 
by  infant  suffering)  unimpaired.  Cartesian 


;|;Modern  research  approaches  the  human  brain  in 
a mechanistic  manner,  and  computers  are  often 
called  “thinking  machines.” 


metaphysics  was  driven  to  the  necessity  of 
a denial  of  a soul  to  any  of  the  lower  mem- 
bers of  the  animal  hierarchy.  Man  alone 
was  in  possession  of  a soul!  The  involun- 
tary response  to  a given  stimulus  could  occur 
via  the  sense  organs  and  nerves  to  the  soul, 
and  then  back  to  the  body  and  its  muscles. 
This  was  Descartes’s  original  concept;  how- 
ever, later  Cartesians  felt  it  simpler  to  ex- 
plain these  facts  by  means  of  bodily  mechan- 
ism only. 

The  Cartesian  image  of  man  ended  in  con- 
fusion. This  confusion  has  remained,  and 
even  now  philosophers,  scientists,  and  theo- 
logians feel  this  element  of  conflict.  Doubt- 
less the  human  being  is  a unity,  as  it  pai'- 
ticipates  in  physical  nature,  for  Man  is  a 
living  thing  having  a career  in  time  and 
space.  This  “mind-body”  problem  still  evades 
the  scientist,  theologian,  and  metaphysician 
alike.  The  Cartesian  effort  to  portray  the 
macrocosmic  image  of  Nature  as  correspond- 
ing to  the  microcosmic  image  of  Man  failed. 
It  was  the  dualities,  inconsistencies,  and  in- 
adequacies of  Rene  Descartes’s  factual  sci- 
ence that  produced  the  basic  difficulty.-  Des- 
cartes has  become  the  symbol  of  the  rejec- 
tion, not  only  of  the  “errors  of  the  Schools” 
and  Aristotelian  physics  but  also  of  all  of 
the  various  attempts  of  the  Renaissance  to 
interpret  Nature  as  essentially  like  Man. 
From  Descartes’s  time  on,  the  microcosm  of 
Man  and  the  macrocosm  of  Nature  have 
been  sharply  divided  into  separate  realms  of 
the  universe.® 

[Next  month:  Part  IV,  Conclusions.] 
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Shortness  of  breath  and  racing  of  the  heart 
were  the  chief  complaints  of  the  64-year-old 
white  woman  who  entered  Parkland  Memorial 
Hospital  for  her  fifth  and  final  admission. 

f" ^ DR.  NAFTALIS:  This  64-year- 

cpc  old  widowed  white  woman  entered 
Parkland  Memorial  Hospital  for 
the  fifth  and  final  admission  with 
complaint  of  “shortness  of  breath 
and  racing  of  the  heart”  of  three  days’  dura- 
tion on  Aug.  22,  1964. 

The  present  illness  had  its  onset  some^ 
time  in  early  1960,  when  the  patient  noted 
low  back  and  right  hip  pain  which  radiated 
down  the  extremity.  The  pain  became  so 
severe  by  February,  1962,  that  ambulation 
was  difficult.  The  patient  was  seen  in  ortho- 
pedic clinic  in  March,  1962,  when  an  x-ray 
of  the  right  femur  demonstrated  a widening 
of  the  medullary  canal  of  the  upper  shaft 
portion  of  the  femur  and  also  considerable 
periosteal  reaction.  The  process  was  thought 
to  be  benign  and  the  picture  consistent  with 
monostotic  fibrous  dysplasia.  In  July,  1962, 
biopsy  of  the  right  femur  shaft  revealed  a 
pattern  “best  diagnosed  as  an  enchondroma.” 
In  a roentgenogram  one  month  later  there 
was  considerable  cortical  irregularity  and  a 
posterior  soft  tissue  mass.  The  possibility 
of  a malignant  lesion  was  considered.  Late 
in  October,  1962,  biopsy  of  the  mass  revealed 
chondrosarcoma,  grade  2.  Five  days  later 
the  right  leg  was  removed  by  disarticulation 
at  the  hip.  The  patient  did  well  for  the  next 

This  is  the  tenth  in  a series  of  ciinicopathologic 
conferences  from  the  University  of  Texas  South- 
western Medical  School.  Dr.  C.  T.  Ashworth,  pro- 
fessor and  chairman  of  the  Department  of  Pathology, 
serves  as  guest  editor  of  the  series. 

The  case  is  presented  by  Dr.  J.  Naftalis.  Dr.  F.  A. 
Bashour  is  moderator  of  the  conference.  Radiologi- 
cal findings  are  presented  by  Dr.  G.  B.  Carter  of  the 
Department  of  Radiology,  with  clinical  discussion  by 
Dr.  R.  R.  Johnston,  Dr.  R.  L.  Johnson,  Dr.  E.  P.  Fren- 
kel, and  Dr.  J.  D.  Wilson,  all  of  the  Department  of 
Internal  Medicine.  Presentation  and  discussion  of 
surgical,  pathological,  and  autopsy  findings  are  by 
Dr.  B.  D.  Fallis. 


two  years.  There  was  no  further  follow-up 
since  she  failed  to  return  to  the  clinic. 

On  Aug.  22,  1964,  the  patient  arrived  in 
the  Emergency  Operating  Room  with  severe 
dyspnea  and  in  extremis.  She  had  had  nau- 
sea and  vomiting  for  one  week,  which  had 
cleared  spontaneously  three  days  prior  to 
admission.  At  that  same  time,  she  noted  the 
sudden  onset  of  palpitation  of  the  heart,  ver- 
tigo, dyspnea,  orthopnea,  and  chest  pain. 
The  symptoms  cleared  in  about  one  hour  as 
suddenly  as  they  had  appeared,  and  she 
seemed  well  for  the  next  two  days.  One  day 
before  admission,  however,  she  experienced 
a similar  attack,  the  duration  being  again 
about  one  hour.  On  the  day  of  admission  a 
third  attack  occurred  and  persisted. 

The  patient  was  gravida  5,  para  4,  abortus 
1.  Her  husband  had  died  18  months  previ- 
ously from  tuberculosis. 

Physical  examination  revealed  an  obese, 
one-legged  white  woman  who  was  tachypneic, 
cyanotic,  and  whose  skin  was  “cold  and  clam- 
my.” Respirations  were  44,  and  blood  pres- 
sure was  120/88,  pulse  150,  and  tempera- 
ture 98  F.  Head  and  neck  were  normal. 

Moist,  bubbling  rales  were  heard  over  the 
lungs  bilaterally.  There  were  no  egophony 
or  wheezes.  Dullness  was  noted  in  the  right 
lower  axilla.  The  left  border  of  cardiac  dull- 
ness was  4 cm.  to  the  left  of  the  midclavicu- 
lar  line.  The  heart  rate  was  150.  A2>P2  and 
gallop  rhythm  was  present.  The  heart  rate 
did  not  change  with  carotid  pressure.  Trace 
edema  was  present  at  the  left  ankle.  The 
abdomen  was  obese,  and  no  enlargement  of 
organs  or  masses  was  detected.  The  remain- 
der of  the  physical  examination  revealed  no 
abnormalities. 

The  patient  responded  rapidly  to  inter- 
mittent positive  pressure  breathing  assist- 
ance and  rapid  digitalization.  The  electro- 
cardiogram revealed  atrial  fibrillation,  right 
axis  deviation  and  clockwise  rotation.  Chest 
x-ray  revealed  cardiomegaly,  right  pleural 
effusion  and  a 1 cm.  soft  tissue  nodule  over- 
lying  a rib  posteriorly  on  the  left.  Mainte- 
nance digitalis  was  begun.  In  the  next  48 
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hours,  sinus  rhythm  returned  and  an  apical 
systolic  muiunur  was  noted,  as  well  as  an 
atrial  gallop.  At  this  time,  the  patient  ad- 
mitted to  several  episodes  of  hemoptysis 
without  additional  accompanying  symptoms 
in  the  four  months  prior  to  admission. 

Five  days  following  admission,  a right 
thoracentesis  yielded  220  cc.  of  serosanguin- 
eous  fluid.  Culture  and  cytology  were  nega- 
tive. The  fluid  had  a specific  gravity  of 
1.006,  and  its  protein  content  was  2.4  gm. 
per  100  ml.  Groin  and  liver  scans  were  nor- 
mal. Long  bone  survey  also  revealed  no  ab- 
normalities. Repeat  chest  x-ray  and  lamin- 
ography  on  Sept.  2,  1964,  revealed  a non- 
calciLed  left  upper  lobe  mass  located  far 
posteriorly.  Spinal  tap  yielded  normal  cere- 
brospinal fluid  under  no  increased  pressure. 

During  the  last  nine  days  of  life,  the  pa- 
tient had  three  episodes  of  sudden  cyanosis, 
shortness  of  breath,  and  atrial  fibrillation 
which  responded  quickly  to  additional  rapid- 
acting digitalis  and  intermittent  positive 
pressure  breathing.  The  possibility  of  show- 


ers of  pulmonary  emboli  was  considered,  and 
surgical  consultation  was  obtained  with  ref- 
erence to  vena  caval  ligation.  During  the 
next  three  days,  the  patient  became  less  re- 
sponsive. This  was  thought  to  be  due  to  hy- 
ponatremia, and  sodium  replacement  was 
begun.  The  patient  was  afebrile  during  the 
entire  course.  The  following  day,  the  patient 
suddenly  developed  shock  and  dyspnea.  Car- 
diac rhythm  was  sinus.  She  did  not  respond 
to  pressor  agents  and  died. 

Laboratory  findings  are  recorded  in  the 
Table  1. 

Radiological  Findings 

DR.  CARTER : The  initial  films  of  the 
right  femur  made  in  March,  1962,  reveal  a 
large,  centrally  located,  expanding  lesion  of 
the  upper  shaft.  Density  and  thickness  of 
the  cortical  bone  surrounding  the  lesion  are 
increased.  The  lesion  is  rarified  and  has  a 
hazy  mottled  appearance  with  areas  of  poor- 
ly defined  trabeculation.  The  appearance  on 
these  initial  films  is  compatible  with  a be- 


Table  1. — Laboratory  Findings. 


BLOOD 

8/22 

8/24 

8/25 

8/26 

8/28 

8/29 

8/31 

9/1  9/4  9/6 

9/9 

9/12 

Hemoglobin 

12.0 

10.3 

9.3 

10.6 

10.8 

10.9 

9.8 

9.7 

WBC 

12.5 

7.2 

6.7 

7.4 

7.8 

7.4 

8.1 

10.7 

Sedimentation  rate 

( W estergren ) 

57 

49 

69 

58 

66 

66 

49 

17 

Urea  nitrogen 

13 

14 

21 

26 

44 

Sugar 

297 

100 

116 

113 

116 

135  97  98 

82 

(Non- 

fasting) 

SCOT 

9 

14 

11 

11 

52 

Cholesterol 

158 

Sodium 

135 

134 

137 

137 

136 

122 

Potassium 

3.4 

4.7 

4.1 

4.1 

4.4 

6 

(Hemolyzed) 

Chloride 

98 

100 

102 

97 

98 

91 

Bicarbonate 

16 

27 

25 

27 

23 

15 

Calcium 

9.7 

Phosphorus 

4.6 

Bilirubin  (Total/direct) 

1.1/0. 

1 

Thymol,  turbidity 

6.5 

Alkaline  phosphatase, 

KA  units 

5.4 

URINE; 

pH 

7.0 

5.5 

5.0 

Specific  gravity 

1.008 

1.012 

1.002 

Albumin 

N 

Tr 

N 

Sugar 

N 

N 

N 

RBC 

N 

300 

N 

(menses) 

WBC 

0-10 

50-80 

2-12 

Prothrom,bin  time:  14.5/12.7 

; 14.0/12.5 

Skin 

Tests; 

Platelets:  240,000  per  cu.  mm. 

Tuberculin 

— 0/24-8mm. '48 

Total  protein:  G.3  (3. 7/2. 6) 

ffm.  per 

100 

ml. 

Histo  — 0 

0 

P"*:  11% 

Coccidio  — 

■0  0 

T3:  33% 

Serologic  tests  for  syphilis — Negat 

ive 
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nign  lesion  with  enchondroma  a leading  pos- 
sibility. Films  one  month  later,  however, 
show  an  area  of  cortical  irregularity,  and  a 
few  fine  projections  of  calcification  or  ossi- 
fication extending  into  the  soft  tissues  indi- 
cating that  tumor  has  broken  through  the 
cortex.  These  changes  are  pronounced  on 
films  of  October,  1962,  and,  in  addition, 
there  is  a large  tumor  mass  in  the  soft  tis- 
sues in  the  area  (Figs.  1 and  2).  I believe 
that  this  case  points  out  the  importance  of 
correlating  the  pathologic  findings  with  the 
radiographic  findings  in  bone  lesions,  for 
changes  indicative  of  malignancy  were  pres- 
ent on  films  taken  three  months  prior  to  the 
first  biopsy. 

Films  of  the  chest  taken  during  the  pa- 
tient’s last  hospital  admission  show  pulmo- 
nary vascular  engorgement,  right  pleural 
effusion,  and  moderate  cardiomegaly  (Fig. 
3).  In  addition  there  are  a 2 cm.  rounded 
lesion  in  the  left  upper  lung  field  and  an 
area  of  consolidation  in  the  medial  aspect  of 
the  right  lower  lobe. 

Discussion  of  Surgical  Specimen  Reports 

DR.  FALLIS:  Microscopic  examination 
of  the  initial  biopsy  specimen  revealed  a 


cartilaginous  tumor  involving  the  medulla  of 
the  right  femur.  The  tumor  was  poorly  cel- 
lular, and  in  most  areas  consisted  of  uni- 
form, oval  cells  with  small,  hyperchromatic 
nuclei  and  scant  cytoplasm.  These  cartilage 
cells  closely  resembled  normal  cartilage  cells 
and  generally  occurred  singly;  adjacent  cells 
were  separated  by  abundant  basophilic 
matrix  (Figs.  4 and  5).  However,  there  were 
a few  clusters  of  two  or  three  cells,  and  oc- 
casional binucleated  cells  were  seen.  A few 
of  the  cartilage  cells  had  a greater  amount 
of  cytoplasm  and  slightly  larger,  plump  nu- 
clei with  small  nucleoli.  Foci  of  myxoid  tis- 
sue with  edematous  stroma  and  fusiform  or 
stellate  cells  were  present. 

The  histologic  interpretation  of  cartilagi- 
nous tumors  of  bone  is  often  difficult.  The 
morphologic  distinctions  between  the  benign 
chondroma  and  the  malignant  chondrosar- 
coma are  subtle,  and  a positive  differential 
diagnosis  cannot  always  be  established  by 
histologic  study.  Despite  thorough  study  of 
this  case  by  most  of  the  staff  members  of 
our  department,  an  erroneous  diagnosis  of 
benign  enchondroma  was  made. 

Enchondromas  are  benign  cartilaginous 
tumors  arising  in  the  medullary  cavity  of  a 
bone  preformed  in  cartilage.  They  usually 


Fig.  1.  X-ray  of  right  femur  obtained  in  October,  1962.  Fig.  2:  X-ray  of  right  femur  obtained  in  October,  1962. 
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arise  in  the  metaphysis  of  a short  tubular 
bone,  especially  the  small  bones  of  the  hands 
and  feet.  The  overlying  bone  cortex  is  often 
thinned  and  expanded.  Microscopically  there 
are  lobules  of  -well-differentiated  hyaline 
cartilage  with  unifoiTn,  small  cartilage  cells, 
almost  all  of  which  are  uninuclear.  Solitary 
enchondromas  are  relatively  common  and 
usually  occur  in  early  adult  life.  Multiple 
enchondromatosis  is  a rare  disorder  char- 
acterized by  multiple  enchondromas  appear- 
ing in  childhood ; although  one  or  more  of 


Fig.  3.  X-ray  of  chest  obtained  during  last  admission. 
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Fig.  4.  Initial  biopsy  specimen,  low  magnification. 


the  lesions  of  multiple  enchondromatosis 
may  undergo  malignant  transformation,  the 
absence  of  other  bone  lesions  in  the  present 
case  excludes  multiple  enchondromatosis  and 
also  multiple  osteochondromatosis,  another 
known  precursor  of  chondrosarcoma. 

Chondrosarcomas  are  malignant  cartilagi- 
nous tumors. They  usually  arise  de  novo 
but  may  occasionally  develop  by  malignant 
transformation  of  a preexistent  chondroma. 
Chondrosarcomas  constitute  about  10  per- 
cent of  all  primary  bone  tumors  and  are  half 
as  frequent  as  osteogenic  sarcomas.  They 
occur  in  both  sexes  and  are  most  frequent 
in  the  fourth  and  fifth  decades.  A chondro- 
sarcoma can  originate  in  any  bone  pre- 
formed in  cartilage.  Some  chondrosarcomas 
arise  from  the  medulla  of  a long  tubular 
bone,  usually  in  the  metaphysis,  and  such 
central  chondrosarcomas  are  most  frequent 
in  the  femur  or  a rib.  Other  chondrosar- 
comas arise  from  the  external  surface  of  a 
bone,  and  such  peripheral  chondrosarcomas 
are  most  frequent  in  the  pelvic  girdle  and 
scapula.  Grossly  a chondrosarcoma  is  usual- 
ly a large  mass  of  bluish-gray  cartilage  and 
often  contains  soft  foci  of  myxoid  degenera- 
tion. Microscopically  there  is  a hyaline 
matrix  containing  closely  spaced  cartilage 
cells.  Usually  the  nuclei  of  the  cells  are 
plump  and  pleomorphic,  and  binucleated  and 
multinucleated  cells  and  mitoses  are  seen. 
However,  in  some  cases  the  histologic  evi- 
dence of  malignancy  is  subtle,  and  errors  of 
histologic  interpretation  are  not  uncommon. 
Certainly  the  present  case  was  diagnosed  in- 
correctly on  initial  microscopic  study. 

In  general,  the  following  features  suggest 
that  a cartilaginous  tumor  is  malignant,  for 
example,  a chondrosarcoma : 


Fig.  5.  Initial  biopsy  specimen,  high  magnification. 
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1.  Proximal  location,  origin  from  the  scap- 
ula, ribs,  pelvic  girdle,  or  vertebrae  almost 
always  indicates  malignancy.  Contrariwise, 
the  chondromas  of  the  bones  of  the  hands 
and  feet  are  almost  always  benign. 

2.  Large  size. 

3.  Origin  in  medulla  of  bone,  except  in 
small  bones  of  hands  and  feet. 

4.  Perforation  of  bone  cortex  by  a central 
cartilaginous  tumor. 

5.  Rapid  growth,  especially  growth  per- 
sisting after  age  20. 

6.  Appearance  in  adulthood. 

Even  after  the  clinical  course  of  the  pres- 
ent case  gave  clear  indication  of  malignant 
behavior,  the  histologic  diagnosis  was  diffi- 
cult. Figs.  6 and  7 show  the  appearance  of 
the  tumor  in  the  disarticulation  specimen. 
The  resemblance  of  these  pictures  to  Figs.  1 
and  2 is  apparent.  Only  the  plump  shape  of 
the  nuclei  and  the  slight  hypercellularity  in 
Fig.  7 betray  the  malignant  nature  of  the 
lesion. 

The  usual  chondrosarcoma  grows  slowly, 
and  sluggishly  invades  adjacent  tissue.  In  the 
disarticulation  specimen  the  tumor,  which 
began  in  the  medulla  of  the  femur,  had  pen- 
etrated the  femoral  cortex  and  involved  the 
adjacent  soft  tissues.  Hematogenous  me- 
tastases  develop  only  late  in  the  course  of 
chondrosarcoma.  Despite  their  apparently 
sluggish  growth,  the  prognosis  of  cases  of 
chrondrosarcoma  is  poor.  Local  recurrence 
is  frequent  after  local  excision,  and  radical 
excision,  generally  requiring  amputation  of 
an  involved  extremity,  is  usually  required 
for  cure.  Such  radical  excision  is  often  pre- 
cluded by  the  frequent  origin  of  chondrosar- 
comas from  the  bones  of  the  trunk  or  the 
proximal  part  of  an  extremity. 


Fig.  6.  Chondrosarcoma,  disarticulation  specimen,  low  mag- 
nification. 


Clinical  Discussion 

DR.  BASHOUR : As  stated  by  Dr.  Fallis, 
this  tumor  was  malignant  when  first  ex- 
cised, and  probably  had  already  metastasized 
to  some  of  the  vital  organs,  in  particular  the 
lungs  and  the  heart.  In  this  instance,  the 
clinical  picture  consisted  of  two  important 
complications:  (1)  arrhythmia  and  (2)  a 
pulmonary  lesion  in  the  left  upper  lung  and 
a right  pleural  effusion.  Dr.  Robin  Johnston 
will  start  the  discussion. 

DR.  JOHNSTON : Putting  together  the 
clinical  picture  and  pathologic  results  that 
we  have  heard  so  far,  the  differential  diag- 
nosis seems  to  be  between  the  obvious,  mul- 
tiple pulmonary  emboli,  and  something  more 
obscure.  A number  of  factors  favor  the  di- 
agnosis of  pulmonary  emboli.  The  patient 
had  an  episode  of  hemoptysis  four  months 
prior  to  admission.  Acute  severe  dyspnea 
was  the  chief  complaint  at  admission.  After 
control  of  rapid  atrial  fibrillation,  an  elec- 
trocardiogram demonstrated  right  axis  de- 
viation and  possible  right  ventricular  strain. 
Subsequent  tracings  showed  reversion  to  a 
normal  electrical  axis.  Such  a pattern  of 
transient  right  axis  deviation  is  a common 
electrocardiographic  accompaniment  of  an 
acute  pulmonary  embolus.  Physical  exami- 
nation revealed  an  apical  systolic  murmur 
which  could  have  been  relative  tricuspid  in- 
sufficiency secondary  to  pulmonary  hyperten- 
sion. Information  regarding  the  venous  pres- 
sure and  pulse  contour  at  that  time  would 
help  in  corroborating  the  diagnosis,  since  tri- 
cuspid insufficiency  commonly  causes  eleva- 
tion of  the  venous  pressure  and  a prominent 
jugular  “C”  wave,  and  may  even  produce 
pulsation  of  the  liver.  In  addition,  an  atrial 


Fig.  7.  Chondrosarcoma,  disarHculation  specimen,  high 
magnification. 
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gallop  was  noted.  Atrial  gallop  commonly 
signifies  hypertrophy  of  either  ventricle  and 
could  be  present  with  right  ventricular  hy- 
pertrophy secondary  to  cor  pulmonale.  If 
this  was  a right  atrial  gallop,  it  would  be 
expected  to  be  accentuated  by  inspiration. 
Similarly,  the  apical  systolic  murmur  should 
have  increased  with  inspiration,  if  it  was 
caused  by  tricuspid  insufficiency.  Later  in 
the  hospitalization,  blood  was  found  at  thora- 
centesis, which  would  also  be  consistent  with 
pulmonary  infarction.  Also  during  hospital- 
ization, three  episodes  of  cyanosis,  dyspnea, 
and  acute  atrial  fibrillation  were  noted.  Ad- 
ditional pulmonary  emboli,  by  causing  acute 
distention  of  the  atrium,  could  have  caused 
these  transient  attacks  of  atrial  fibrillation. 

However,  several  significant  factors  were 
inconsistent  with  the  diagnosis  of  pulmonary 
emboli.  Serial  chest  x-rays  showed  progres- 
sive generalized  cardiac  enlargement,  rather 
than  the  specific  right  ventricular  and  atrial 
enlargement  that  would  be  expected.  The 
pulmonary  vasculature  showed  generalized 
congestion  and  edema  rather  than  the  pe- 
ripherally ischemic  pattern  expected  with 
multiple  pulmonary  emboli.  Similarly,  pul- 
monary emboli  fail  to  explain  the  clinical 
picture  of  pulmonary  edema  which  would 
suggest  left  rather  than  right  congestive 
failure.  These  discrepancies  might  be  ex- 
plained by  metastasis  of  the  tumor  to  the 
chest  and  heart  itself.  Sarcomas  in  general, 
when  they  metastasize  to  the  heart,  do  not 
produce  discrete  nodules,  but  a more  gener- 
alized infiltration  through  the  heart  and 
pericardium.  It  may  be  that  the  apparent 
cardiac  enlargement  was  largely  due  to  peri- 
cardial effusion  secondary  to  tumor  infiltra- 
tion. Certainly  tumor  infiltration  would  be 
an  alternative  explanation  of  a bloody  pleu- 
ral effusion,  as  this  occurs  in  about  50  per- 
cent of  cases  in  which  there  are  tumor  me- 
tastases.  Cardiac  metastases  and  sarcomas 
in  particular  may  produce  constriction  of 
the  outflow  tract  of  either  the  right  or  left 
ventricle  by  diffuse  infiltration. 

However,  because  so  much  of  this  case  is 
consistent  with  multiple  pulmonary  emboli 
and  because  this  is  more  common  than  car- 
diac metastases,  I favor  the  former  diag- 
nosis as  the  most  probable  explanation  of 
the  patient’s  demise. 

DR.  BASHOUR:  Before  Dr.  Robert  John- 
son starts  his  discussion  of  the  pulmonary 


complications,  I would  like  to  point  out  one 
clinical  finding  which  appeared  recently,  a 
few  weeks  prior  to  the  present  admission, 
namely  clubbing  of  the  digits.  As  you  all 
know,  clubbing  with  or  without  pulmonary 
osteoarthropathy  is  associated  with  lung  tu- 
mors. These  tumors  are  frequently  periph- 
erally placed  in  the  lung  fields  and  usually 
are  primary  lung  tumors.  This  patient  had 
a coin  lesion  in  the  left  lung  which  we  as- 
sumed to  be  a tumor. 

DR.  ROBERT  JOHNSON : I don’t  think 
that  I can  add  much  to  what  Dr.  Johnston 
has  already  discussed.  I agree  in  essence 
with  his  evaluation;  however,  I might  dis- 
cuss the  differential  diagnosis  of  sudden  epi- 
sodes of  dyspnea  and  cyanosis  which  were 
such  a prominent  feature  of  this  individual’s 
history  and  course  in  the  hospital.  We  could 
perhaps  divide  the  causes  of  sudden  cyanosis 
and  dyspnea  into  ventilatory  and  circulatory 
categories,  and  I think  that  the  ventilatory 
category  can  be  dispensed  with  quickly  first. 
A sudden  episode  of  dyspnea  and  cyanosis 
can  occur  from  sudden  ventilatory  obstruc- 
tion by  secretions  or  by  an  intermittently 
obstructing  tumor  mass  in  a bronchus  or  in 
the  mediastinum.  The  most  common  source 
of  sudden  ventilatory  obstruction  would  be 
from  redistribution  of  secretions  in  the  bron- 
chial tree  causing  partial  or  complete  ob- 
struction of  larger  airways.  This  is  usually 
relieved  by  coughing  up  the  obstructing  se- 
cretions or  by  change  of  position.  There  is 
of  course  no  history  of  large  amounts  of 
bronchial  secretions  in  this  patient.  Similar- 
ly, mediastinal  tumors  may  produce  tracheal 
or  bronchial  traction  or  compression  causing 
partial  obstruction.  Such  obstruction  can  be 
sudden  in  onset  and  temporary  because  the 
tumor  shifts  position,  causing  obstruction 
when  the  patient  assumes  one  position  which 
is  relieved  by  changing  to  another  position. 
There  was  no  histoiy  suggesting  a positional 
aggravation  of  the  dyspnea  and  cyanosis  in 
this  woman,  nor  can  I see  any  evidence  on 
x-ray  of  mediastinal  mass  in  the  region  of 
the  trachea  or  major  bronchi.  Thus  we  come 
to  circulatory  category.  Sudden  impairment 
of  either  left  ventricular  outflow  (such  as 
left  ventricular  failure)  or  left  ventricular 
filling  (such  as  mitral  valve  obstruction) 
could  cause  episodes  of  dyspnea  and  cyano- 
sis. Sudden  left  ventricular  failure  can  be 
precipitated  by  cardiac  arrhythmias.  This 
woman  had  recurrent  atrial  fibrillation.  Re- 
current arrhythmias  can  be  caused  by  medi- 
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astinal  or  intracardiac  metastasis  of  tumor. 
As  Drs.  Johnston  and  Fallis  have  pointed 
out,  these  tumors  usually  metastasize  hema- 
togenously  rather  than  via  lymphatics ; there- 
fore, hematogenous  spread  to  the  endocardi- 
um of  right  atrium  and  ventricle  ■would  be 
more  likely  than  lymphogenous  spread  to 
the  mediastinum.  Atrial  fibrillation  would 
cause  cyanosis  only  if  left  ventricular  failure 
occurred,  and  left  ventricular  failure  seems 
unlikely  unless  the  left  ventricular  function 
were  impaired  either  by  tumor  infiltration  of 
left  ventricular  wall  from  the  mediastinum 
or  by  significant  coronary  artery  disease. 
Intermittent  obstruction  of  the  mitral  valve 
from  a pedunculated  tumor  could  result  in 
episodes  of  pulmonary  edema,  cyanosis,  and 
dyspnea.  Again,  this  seems  unlikely  since 
metastatic  lesions  would  more  likely  involve 
the  right  side  of  the  heart  than  the  left. 
Thus,  I would  agree  with  Dr.  Johnston  that 
the  most  likely  cause  for  the  recurrent  cya- 
nosis and  dyspnea  in  this  patient  is  recur- 
rent pulmonary  embolism  causing  acute  pul- 
monary hypertension  and  transiently  open- 
ing right-to-left  shunts  in  the  lung.  Mixed 
venous  blood  enters  the  systemic  arterial 
circulation  through  these  temporary  shunts 
causing  cyanosis.  The  resulting  anoxia  and 
right  ventricular  strain  could  precipitate 
atrial  fibrillation  and  secondarily  cause  left 
ventricular  failure.  Thus,  I agree  that  this 
patient’s  course  most  likely  represents  mul- 
tiple emboli  of  thrombi  or  tumor  to  the  lung 
with  progressive  reduction  of  the  total  cross- 
sectional  area  of  the  pulmonary  arterial  bed 
causing  progressive  right  ventricular  strain 
and  ultimate  death. 

DR.  FRENKEL:  I think  that  Dr.  Fallis 
has  already  put  the  case  together.  From  an 
oncologist’s  vantage  it  seems  like  a classic 
story.  In  1929  a similar  case  was  described 
by  Kosa.^  It  is  classic  in  chondrosarcoma 
to  have  the  circumstance  of  surgical  removal 
of  the  tumor  and  then  subsequent  venous 
tumor  emboli  occur.  The  tumor  emboli  are 
usually  large  venous  emboli.  Thus,  Dr.  Bas- 
hour,  could  not  the  arrhythmia  be  due  to  a 
big  mass  of  tumor  (embolus)  in  the  right 
atrium?  Also  with  a large  tumor  embolus 
we  might  have  pulmonary  infarction  and  a 
bloody  pleural  fluid  which  may  be  supported 
by  the  recorded  indirect  bilirubinemia  of  1.0. 
Since  this  is  an  unusual  and  slow-growing 
tumor  it  would  seem  that  an  even  better  con- 
sultation would  be  with  the  thoracic  surgery 
department  to  raise  the  question  in  this  pa- 


tient of  an  embolectomy  as  well  as  a proce- 
dure on  the  vena  cava.  It  is  an  intriguing 
type  of  tumor  and  we  think  of  it  as  very 
rare,  but  288  cases  of  this  single  kind  of 
tumor  were  reported  from  the  Mayo  Clinic 
in  1963.^  It  is  interesting  that  the  life  ex- 
pectancy in  that  series  is  as  good  as  we  have 
in  almost  any  tumor.  They  divide  their  tu- 
mors into  what  they  call  adequate  surgery 
and  what  is  called  inadequate  surgery.  Even 
where  the  surgical  approach  was  deemed  in- 
adequate they  record  a 38  percent  five-year 
survival  and  19  percent  ten-year  survival. 
“Adequate  surgery’’  was  radical  surgery  and 
by  definition,  for  a femoral  tumor,  would 
mean  not  disarticulation  but  hemipelvecto- 
my.  With  “adequate’’  surgery  a 60  percent 
ten-year  survival  was  recorded  with  tumors 
of  the  femur.  In  addition,  five-year  survival 
data  in  chondrosarcomas  may  be  misleading 
since  these  tumors  are  classically  slow  grow- 
ing. Also,  they  may  demonstrate  late  me- 
tastases.  In  Henderson’s  series  of  288  cases^ 
four  patients  demonstrated  tumor  nodules 
in  the  lung  one  to  five  years  following  dis- 
covery of  the  disease.  Surgical  removal  of 
these  lung  tumor  nodules  was  performed  and 
on  follow-up  of  these  individuals  they  are 
doing  well.  They  feel  then  that  10-year  sur- 
vival data  are  the  only  criteria  to  employ. 
I think  then  we  considered  that  this  repre- 
sented large  tumor  emboli,  probably  to  the 
major  pulmonary  vessels  as  well  as  to  the 
heart,  and  I wish  to  stress  the  need  for  ra- 
diographic and  other  diagnostic  tests  early 
and  raise  the  consideration  of  surgical 
therapy. 

DR.  BASHOUR : Apropos  of  Dr.  Fren- 
kel’s question,  concerning  the  probable  causes 
of  acute  atrial  fibrillation  in  this  patient, 
usually  three  causes  could  give  rise  to  parox- 
ysmal atrial  fibrillation:  (1)  the  benign 
type  which  usually  occurs  in  young  individ- 
uals after  a stressful  episode,  (2)  multiple 
pulmonary  emboli.  The  atrial  fibrillation  in 
this  condition  is  the  result  of  an  acute  right 
ventricular  and  right  atrial  strain,  (3)  tu- 
mor metastasis  to  the  heart  particularly  to 
the  atrial  chambers  (either  the  right  or  the 
left  atrium).  In  this  patient,  atrial  fibrilla- 
tion could  have  resulted  from  the  last  two 
causes,  but  because  of  the  solitary  lesion  in 
the  left  lung,  the  history  of  chondrosarcoma, 
and  the  presence  of  clubbed  digits,  I feel 
that  this  patient  had  tumor  metastasis  to 
both  heart  and  lungs. 

DR.  B.  COMBES:  Was  this  patient  con- 
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sidered  a candidate  for  surgical  ligation  of 
the  inferior  vena  cava,  and  was  she  placed 
on  anticoagulant  therapy? 

DR.  NAFTALIS:  One  of  the  main  rea- 
sons she  was  not  given  anticoagulants  was 
that  she  had  persistently  positive  stool  guai- 
ac  tests,  which  I neglected  to  mention  in  the 
protocol.  The  positivity  of  this  test  ranged 
between  3 and  4 plus,  and  hemoglobin  was 
steadily  dropping  from  the  initial  level  of 
12  gm.  per  100  ml.  down  to  around  9.  Fur- 
ther, we  believed  that  this  patient  had  tu- 
mor emboli  to  the  lungs,  and  these  could 
have  bled  profusely  on  anticoagulant  ther- 
apy. 

Surgical  consultation  was  requested,  and 
the  consultant  felt  that  the  patient,  because 
of  the  cardiac  arrhythmia  and  the  clinical 
conditions,  was  too  sick  to  undergo  a surgi- 
cal procedure. 

DR.  JOHNSON:  Well,  I think  that  Dr. 
Combes’s  question  is  appropriate.  Actually 
the  diagnosis  of  a recurrent  malignancy  was 
not  objectively  established.  If  the  course 
of  this  illness  does  represent  multiple  tumor 
metastasis  to  the  lungs,  we  could  not  have 
done  much  anyway;  on  the  other  hand,  this 
may  have  been  an  instance  of  venous  throm- 
bosis and  thrombotic  emboli  to  the  lung  un- 
associated with  tumor.  If  so,  this  was  a 
treatable  disease.  I think  that  a pulmonary" 
angiogram  was  indicated.  If  arterial  occlu- 
sions were  demonstrated  by  angiography,  a 
vena  cava  ligation  should  have  been  done 
since  anticoagulants  were  contraindicated  by 
the  evidence  of  GI  tract  bleeding. 

DR.  BASHOUR:  Dr.  Johnson,  what  do 
you  think  about  the  solitary  lesion  in  the 
left  lung? 

DR.  JOHNSON : Do  we  have  any  lateral 
chest  films  to  look  at?  Does  this  thing  ex- 
tend to  the  pleural  surface?  If  so  it  could 
well  be  a pulmonary  embolus  with  infarct 
and  does  not  necessarily  represent  a metas- 
tatic mass. 

DR.  FRENKEL:  Patients  with  pulmo- 
nary metastasis  have  demonstrated  long  sur- 
vivals, so  that  the  presence  of  pulmonary 
metastases  should  not  interdict  vigoi’ous 
therapy. 

DR.  JOHNSTON:  With  the  aid  of  the 
retrospectoscope,  this  is  the  type  of  case  that 
should  have  been  studied  the  way  a gastro- 


enterologist would  study  an  acute  GI  bleed- 
er— find  the  cause  rapidly  and  treat  it  ag- 
gressively. In  association  with  Dr.  Ben  Car- 
ter of  radiology,  we  have  been  starting  to 
produce  more  definitive  pulmonary  angio- 
grams by  selective  injection  of  the  x-ray 
contrast  media  directly  into  the  main  pul- 
monary artery.  In  the  few  cases  we  have 
studied  so  far,  the  resolution  of  pulmonary 
vasculature  has  been  excellent.  If  this  was 
a case  of  significant  pulmonary  emboli,  I 
am  certain  we  could  have  made  a definitive 
diagnosis  with  this  technique.  With  a more 
certain  diagnosis,  I believe  we  would  have 
pressed  harder  for  surgical  ligation  of  the 
inferior  vena  cava.  In  similar  cases  in  the 
future  when  it  is  essential  to  be  certain  of 
the  diagnosis,  I hope  we  will  use  this  method. 

DR.  WILSON : The  reconstruction  of  this 
case  by  the  previous  speakers  has  been  con- 
vincing to  me,  and  I would  just  like  to  add 
one  point.  A possible  way  to  interpret  this 
patient’s  course  would  be  to  assume  that  the 
patient  was  cured  of  the  sarcoma  by  the 
operation  and  that  the  present  illness  repre- 
sents a different  disease.  One  disease  which 
could  cause  this  syndrome  is  bronchial  ade- 
noma. One  type  of  bronchial  adenoma  is  a 
carcinoid  tumor  derived  embryologically 
from  the  foregut,  along  with  carcinoid  of 
the  stomach.  These  two  types  of  carcinoids 
may  have  as  their  secretory  product  not 
serotonin  which  is  usually  found  in  metas- 
tatic carcinoids  from  the  midgut,  but  instead 
5 -hydroxy tryptophan.®  Furthermore,  bron- 
chial adenomas,  some  of  which  have  an  x-ray 
pattern  much  like  this  case  can  cause  pe- 
culiar attacks  of  intermittent  dyspnea,  cya- 
nosis, tachycardia,  and  right  heart  strain  in 
the  absence  of  metastases.®  Almost  all  the 
features  of  this  patient’s  illness  could  be 
explained  in  this  way  except  for  the  bloody 
pleural  effusion  which  would  be  unusual  in 
this  disease. 

Autopsy  Findings 

DR.  FALLIS : At  the  time  of  necropsy 
the  patient  was  an  obese  white  woman.  The 
lower  extremity  was  absent,  and  the  surgical 
incision  was  well  healed.  There  was  no  re- 
current chondrosarcoma  at  the  site  of  surgi- 
cal resection. 

The  lungs  were  acutely  congested  and  ede- 
matous. In  the  lower  lobe  of  the  left  lung 
(Fig.  8)  there  was  a roughly  spherical  sub- 
pleural  mass  of  gelatinous  tissue.  This  well 
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circumscribed,  but  unencapsulated  mass 
proved  on  microscopic  study  to  be  metastatic 
chondrosarcoma,  similar  in  all  respects  to 
the  initial  lesion  in  the  right  femur.  In  the 
lower  lobe  of  the  right  lung  there  was  a 
larger  metastatic  lesion  (Figs.  9 and  10)  of 
similar  gross  and  microscopic  character. 
This  metastatic  lesion  replaced  most  of  the 
lower  lobe  and  was  responsible  for  the  pe- 
culiar consolidation  noted  radiographically 
in  the  right  lower  lobe.  Tumor  involved  the 
right  visceral  and  parietal  pleura  with  a 
bloody  right  pleural  effusion  (1000  cc).  Tu- 
mor tissue  extended  from  this  metastatic 
mass  into  the  pulmonary  veins  of  the  right 
lower  lobe,  and  a continuous  column  of  soft, 
gelatinous  tumor  extended  up  the  pulmonary 
veins  from  the  right  lower  lobe  (Fig.  11), 
into  the  left  atrium  of  the  heart. 


Fig.  8.  Left  lung;  note  the  metastatic  nodule  in  the  lower 
lobe. 


Fig.  9.  Anterior  halves  of  both  lungs.  In  the  lower  lobe  of 
the  right  lung,  note  the  metastatic  chondrosarcoma  out- 
lined by  the  three  large  arrowheads.  Tumor  tissue  extends 
up  the  pulmonary  vein  to  the  hilum  of  the  lung;  the  lateral 


The  pericardial  sac  contained  20  ml.  of 
straw-colored  fluid,  and  the  epicardium  and 
pericardium  were  normal.  The  heart  weighed 
500  gm.  The  right  ventricle  and  atrium  and 
especially  the  left  atrium  were  greatly  di- 
lated. When  the  left  atrium  was  opened,  an 
estimated  200  cc.  of  soft,  translucent,  gela- 
tinous material  fell  out  of  the  atrial  lumen. 
This  semifluid  material  was  focally  attached 
to  the  left  atrial  endocardium,  was  focally 
covered  by  small  fresh  thrombi,  and  was 
continuous  with  the  mass  of  similar  material 
filling  the  dilated  pulmonary  vein  from  the 
lower  lobe  of  the  right  lung.  The  lumen  of 
the  right  atrium  was  reduced  to  an  irregu- 
lar, small  central  channel  in  the  midst  of 
the  tumor  tissue.  Fig.  11  shows  the  opened 
left  atrium  after  most  of  the  tumor  tissue 
had  fallen  out.  Microscopic  examination 
confirmed  the  chondrosarcomatous  nature  of 
the  soft  tissue  (Figs.  12  and  13). 

The  recurrent  atrial  arrhythmia  in  this 
case  clearly  resulted  from  invasion  of  the 
atrial  wall  and  lumen  by  chondrosarcoma, 
which  extended  into  the  heart  from  an  ini- 
tial hematogenous  metastasis  in  the  right 
lung.  The  extreme  softness  of  the  tumor 
tissue  led  to  fragmentation  of  the  tumor 
mass  in  the  left  atrium  with  recurrent  em- 
bolism of  the  systemic  arteries.  Presumably 
the  recurrent  fragmentation  and  embolism 
of  tumor  tissue  periodically  relieved  the  dis- 
tention of  the  left  atrium,  thereby  explaining 
the  intermittency  of  the  atrial  arrhythmia. 

Emboli  of  tumor  tissue  and  resultant  small 
infarcts  were  present  in  several  organs, 
namely  the  brain,  myocardium,  spleen,  and 


margin  of  ^he  opened  pulmonary  vein  is  indicated  by  the 
five  small  arrowheads. 

Fig.  10.  Right  lung,  low  magnification.  The  rounded  tumor 
nodules  occupy  the  lumens  of  pulmonary  blood  vessels. 
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kidneys.  The  liver  was  the  seat  of  severe 
chronic  passive  congestion  with  central  hem- 
orrhagic necrosis,  secondary  to  severe  right- 
sided congestive  heart  failure,  which  in  turn 
resulted  from  the  severe  pulmonary  conges- 
tion and  edema  caused  by  the  obstruction  of 
the  left  atrium.  A small  focus  of  acute  py- 
elonephritis was  found  in  one  kidney.  There 
was  a small  focus  of  peritoneum  involved  by 
chondrosarcoma,  presumably  by  local  spread 
from  the  nearby  disarticulation  site.  Acute 
peptic  ulcers  were  present  in  the  duodenum 
and  esophagus.  There  were  organizing 
thrombi  in  some  of  the  pelvic  veins,  but 
there  were  no  thrombotic  pulmonary  emboli. 

Involvement  of  the  heart  by  metastatic 
tumor  is  an  uncommon  but  not  rare  condi- 


Fig.  11.  Heart.  The  left  atrium  and  the  upper  part  of  the 
left  ventricle  are  shown.  Dark  gelatinous  tumor  tissue  ad- 
heres to  the  endocardium  of  the  upper  part  of  the  left 
atrium. 


tion.-’  ■ The  most  frequent  primary  site  is 
the  bronchus  with  involvement  of  the  left 
atrium  via  one  pulmonary  vein  in  much  the 
same  manner  as  occurred  in  this  case.  Peri- 
cardial and  epicardial  involvement  by  retro- 
grade lymphatic  permeation  from  metastatic 
carcinoma  of  the  mediastinal  lymph  nodes 
is  also  seen,  especially  with  primary  carci- 
noma of  the  lung  or  breast.  The  clinical  fea- 
tures provoked  by  metastatic  tumors  involv- 
ing the  heart  include  three  manifestations: 
congestive  heart  failure  of  inapparent  ori- 
gin ; pericardial  effusion,  often  bloody,  with 
cardiac  tamponade ; and  arrhythmia.  In  this 
case  death  resulted  from  arrhythmia. 


REFERENCES 

1.  Ackerman,  L.  V.,  and  Spjut,  H.  J. : Tumors  of  Bone  and 
Cartilage,  in  Atlas  of  Tumor  Pathology^  Armed  Forces  Institute 
of  Pathology,  Washington,  D.  C.,  1962,  sec.  2,  fasc.  4. 

2.  Hanfling,  S.  M. : Metastatic  Cancer  to  Heart.  Review  of 
the  Literature  and  Report  of  127  Cases,  Circulation  22:474  (Sept.) 
1960. 

?.  Henderson,  E.  D.,  and  Dahlin,  D.  C. : Chondrosarcoma  of 
Bone — Study  of  Two  Hundred  and  Eighty-Eight  Cases,  J.  Bone 
Joint  Surg.  45-A:1450  (Oct.)  1963. 

4.  Herbut,  P.  A.,  and  Maisel,  A.  L. : Secondary  Tumors  of 
Heart,  Arch.  Path.  34:358  (Aug.)  1942. 

5.  Kosa,  M. : Chondroblastom  in  der  Venosen  Blutbahn,  Vir- 
chows Arch.  f.  path.  Anat.  272:166,  1929, 

6.  O’Neal.  L.  W.,  and  Ackerman,  L.  V.:  Chondrosarcoma  of 
Bone,  Cancer  5:551  (May)  1952. 

7.  Prichard,  R.  W. : Tumors  of  Heart:  Review  of  Subject  and 
Report  of  150  Cases.  AMA  Arch  Path  51:98  (Jan.)  1951. 

8.  Sandler,  M.,  et  al. : 5-Hydroxytryptophan-  secreting  Bron- 
chial Carcinoid  Tumour,  Lancet  2:1067  (Nov.  11)  1961, 

9.  Williams,  E.  D.,  and  Sandler,  M. : Classification  of  Carci- 
noid Tumours,  Lancet  1:238  (Feb.  2)  1963. 

I Drs.  Naftalis,  Bashour,  Carter,  Johnston,  John- 
son, Frenkel,  Wilson,  and  Fallis,  The  University  of 
Texas  Southwestern  Medical  School,  5323  Harry 
Hines  Blvd.,  Dallas,  Texas  75235. 


( 


Fig,  12.  Heart.  Photomicrograph  (low  magnification)  of 
tumor  tissue  in  left  atrium. 


Fig.  13.  Heart.  Photomicrograph  (high  magnification)  of 
tumor  tissue  in  left  atrium.  Note  the  plump  nuclei  and 
prominent  nucleoli. 
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Dr.  Robert  D.  Moreton  of  Fort  Worth 
Appointed  Interim  Secretary  for  TMA 


Dr.  ROBERT  D.  MORETON  of 

Fort  Worth,  who  has  served  medi- 
cine as  president  of  many  medical 
organizations,  including  Tarrant 
County  Medical  Society,  Southern 
Medical  Association,  and  now  as 
the  president  of  the  Radiological 
Society  of  North  America,  has  been 
appointed  by  the  Board  of  Trustees 
as  Secretary  of  the  Texas  Medical 
Association. 

Dr.  Moreton  was  named  to  fill 
the  vacancy  created  by  the  death  of 
Dr.  J.  M.  Travis  of  Jacksonville  on 
Dec.  7.  His  appointment  will  con- 
tinue until  the  1965  Annual  Session 
on  April  29-May  2 at  which  time 
the  House  of  Delegates  meets  in 


DR.  MORETON 


San  Antonio.  Delegates  will  then 
elect  a secretary. 

Dr.  Moreton  has  previously 
served  the  Association  as  chairman 
of  the  Council  on  Medical  Juris- 
prudence and  as  chairman  of  the 
Section  on  Radiology. 

He  has  served  many  other  medi- 
cal organizations  in  official  capac- 
ities, and  is  the  author  of  numerous 
medical  articles. 

Dr.  Moreton,  a Fort  Worth  radi- 
ologist, received  his  academic  train- 
ing at  Tulane  University  in  New 
Orleans  and  Millsaps  College  in 
Jackson,  Miss.,  from  which  he  re- 
ceived a bachelor  of  science  degree. 
He  received  his  medical  degree 
from  the  University  of  Tennessee 
College  of  Medicine  in  Memphis  in 
1938  and  interned  at  Employees 
Hospital  T.C.T.  in  Fairfield,  Ala. 
He  served  his  residency  at  the 
Mayo  Foundation  in  Rochester, 
Minn. 

Dr.  Moreton  is  a native  of  Brook- 
haven,  Miss. 

As  Secretary  of  Texas  Medical 
Association,  it  will  be  Dr.  More- 
ton’s  duty  to  “cause  a record  to  be 
made  of  the  proceedings  of  the 
House  of  Delegates  and  the  general 
meetings  during  the  annual  and 
special  sessions  and  shall  see  that 
the  various  activities  of  the  Asso- 
ciation are  made  of  record  in  the 
Association’s  office.  The  Secretary 
shall  attend  all  sessions  of  the 
House  of  Delegates  and  shall  cause 
a record  of  all  votes  and  the  min- 
utes of  all  proceedings  to  be  kept 
in  a book  obtained  for  that  purpose, 
and  shall  perform  like  duties  for 
the  standing  committees  when  re- 
quired to  do  so.  The  Secretary  shall 


sign  and  attest  and  place  the  seal 
on  any  and  all  necessary  papers  re- 
quired by  law  for  the  Association. 
He  shall  be  ex  officio  a member  of 
the  House  of  Delegates  and  Execu- 
tive Board.” 


Topics  Announced 

For  International  Assembly 


Topics  of  the  17  guest  speakers 
on  the  program  of  the  Internation- 
al Medical  Assembly  of  Southwest 
Texas  have  been  announced  by  the 
Assembly  president.  Dr.  M.  A.  Chil- 
ders of  San  Antonio.  The  meeting 
will  be  held  Jan.  28-30  at  the  Gra- 
nada Hotel  in  San  Antonio. 

Dr.  Louis  R.  Orkin,  an  anes- 
thesiologist from  Bronx,  N.  Y.,  will 
speak  on  “Ventilation  in  the  Post- 
surgical  Patient”  and  “The  Use  of 
Ventilators.” 

Dermatologist  Dr.  Joseph  Ben- 
inson  of  Detroit  will  speak  on 
“Pressure- Gradient  Therapy  of 
Decubitus  Ulcers”  and  “Lymphe- 
dema— Some  New  Approaches  and 
Concepts.” 

Talks  on  internal  medicine  will 
include  three  by  Dr.  Charles  W. 
Crumpton  of  Madison,  Wis.,  “The 
Coronary  Circulation  and  Drugs 
Affecting  It,”  “Current  Medical 
Management  of  Hypertension,”  and 
“The  Value  of  Cineangiography”; 
two  by  Dr.  John  M.  Weller  of  Ann 
Arbor,  Mich.,  “Use  of  Diuretics” 
and  “The  Management  of  Acute 
Renal  Failure”;  and  two  by  Dr. 
Francis  C.  Wood,  Philadelphia,  Pa., 
“Cardiac  Problems  in  the  Surgical 
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Patient”  and  “Old  and  Nonofficial 
Remedies.” 

Dr.  Roger  B.  Scott,  Cleveland 
obstetrician  and  gynecologist,  will 
speak  on  “The  Indication  for  Sur- 
gical and  for  Hormonal  Treatment 
of  Endometriosis”  and  “The  Re- 
tained Ovary:  Indications  for  and 
Problems  in  Follow-up.” 

“New  Syndromes  of  Interest” 
and  “The  Eye,  an  Aid  in  the  Diag- 
nosis of  General  Disease”  are  the 
ophthalmologic  topics  to  be  dis- 
cussed by  Dr.  Harold  F.  Falls  of 
Ann  Arbor. 

An  orthopedic  sui’geon  from 
Rochester,  Minn.,  Dr.  P.  R.  Lip- 
scomb, will  speak  on  “Management 
of  Fractures  of  the  Hand”  and 
“The  Carpal  Tunnel  Syndrome.” 

Col.  Frank  M.  Townsend,  Brooks 
Air  Force  Base,  a pathologist,  will 
speak  on  “Carcinoma  of  the  Cer- 
vix.” 

Pediatric  surgei’y  will  be  dis- 
cussed by  Dr.  C.  Everett  Koop  of 
Philadelphia  whose  topics  are  “Cur- 
rent Management  of  Common  Ma- 
lignant Tumors  of  Childhood”  and 
“The  Diagnosis  and  Management 
of  Esophageal  Atresia.” 

Dr.  John  M.  Converse,  New  York 
plastic  surgeon,  will  speak  on  “Re- 
constructive Plastic  Surgery  in 
Facial  Disfigurement”  and  “The 
Increasing  Role  of  Transplanta- 
tion in  Surgery.” 

The  field  of  psychiatry  will  be 
represented  by  Dr.  James  H.  Wall 
of  White  Plains,  N.  Y.,  whose  top- 
ics are  “The  General  Practitioner 
and  Emergency  Psychiatric  Prob- 
lems” and  “Recognition  and  Man- 
agement of  Depressions.” 

A Mayo  Clinic  radiologist,  Dr. 
Harley  C.  Carlson,  will  speak  on 
“Motor  Abnormalities  of  the 
Esophagus”  and  “Mammography 
in  the  Detection  of  Carcinoma.” 

Surgery  will  be  discussed  by  two 
speakers:  Dr.  Carlos  Walther  of 
Mexico  City  whose  topics  are  “Cul- 
doscopy  in  the  Diagnosis  of  Infer- 
tility and  Ovarian  Pathology”  and 
“Surgical  Treatment  in  Sterility 
and  Infertility”;  and  Dr.  Bently 
P.  Colcock,  Boston,  whose  subjects 
are  “Surgical  Treatment  of  Diver- 
ticulitis of  the  Colon”  and  “The 
Challenge  of  Cancer  of  the  Colon 
and  Rectum.” 

Urologist  Dr.  John  J.  Murphy  of 
Philadelphia  will  speak  on  “The 
Pathogenesis  and  Prevention  of  Py- 
elonephritis” and  “Urinary  Tract 
Causes  of  Obscure  Abdominal 
Pain.” 


Intensive  Care  Institute 
To  Be  at  Houston's  Methodist 


An  Intensive  Care  Institute  will 
be  held  at  Methodist  Hospital  in 
Houston  on  Friday,  Jan.  29,  under 
the  sponsorship  of  that  hospital, 
Texas  Hospital  Association,  and 
Texas  Medical  Association. 

Purpose  of  the  Institute  is  to 
provide  continuing  education  for 
physicians,  nurses,  and  hospital 
administrators  in  this  phase  of 
hospital  service,  and  such  persons 
from  throughout  the  state  are  in- 
vited to  attend. 

The  program  will  include  an  ad- 
dress on  “Elements  of  Intensive 
Care”  by  Dr.  Edward  T.  Thomp- 
son, University  of  Georgia  Center 
for  Continuing  Education,  Dalton, 
Ga. 

Discussing  “Functions  of  Inten- 
sive Care”  will  be  the  following: 
Dr.  Robei-t  E.  Sullivan,  La  Marque, 


“The  Combined  I.C.U.”;  Dr.  Joe 
O.  Arrington,  Jr.,  Lubbock,  “The 
Internal  Medicine  I.C.U.” ; Dr.  G. 

V.  Brindley,  Jr.,  Temple,  “The  Sur- 
gical I.C.U.”;  and  Dr.  Phil  Sech- 
zer,  Houston,  “Utilizing  Recovery 
Rooms  and  I.C.U.” 

The  following  will  discuss  “Prin- 
ciples of  Intensive  Care”:  Dr.  John 

W.  Overstreet,  Houston,  “Gaining 
Medical  Staff  Cooperation”;  Whit 
Phillips,  Austin,  “Design  and  Fixed 
Equipment”;  Mrs.  Ann  L.  Seal, 
Houston,  “Staffing  and  Training 
Personnel”;  and  Dr.  Leigh  J.  Cro- 
zier,  Houston,  “Economic  Aspects 
of  Intensive  Care  Units.” 

Following  the  program,  guided 
tours  will  be  made  of  intensive 
care  units  at  these  Houston  hos- 
pitals: Ben  Taub  General  Hospital, 
Hermann  Hospital,  Methodist  Hos- 
pital, St.  Joseph’s  Hospital,  St. 
Luke’s  Episcopal  Hospital,  and 
Veterans  Administration  Hospital. 


Medical  Ethics:  The  Board  of  Censors 


^IeW  county  medical  society 
officers  are  now  installed  and 
functioning.  Each  society  office 
offers  its  own  special  challenge, 
from  that  of  the  president  on 
down. 

One  of  the  most  important  func- 
tions of  the  society  is  in  the  hands 
of  its  Board  of  Censors.  Members 
of  the  Board  often  have  a thank- 
less job  in  their  task  of  “policing” 
the  medical  profession.  Censors 
must  consider  every  complaint  of 
doctor  against  doctor.  It  is  their 
duty  to  make  investigations  and, 
when  necessary,  to  initiate  com- 
plaints. They  must  watch  over  the 
ethical  and  moral  conduct  of  the 
members  of  their  society. 

Ethics  are  changing  and  new  in- 
terpretations of  medical  ethics  are 
being  made  by  the  A.M.A.  Judicial 
Council  and  the  T.M.A.  Board  of 
Councilors.  It  is  important  that 
evei’y  member  of  every  Board  of 
Censors  have  up-to-date  informa- 
tion on  the  subject  of  ethics.  To 
do  this,  he  or  she  must  be  familiar 
with  the  opinions  of  the  Judicial 


Council  of  the  A.M.A.  regarding 
ethics,  with  the  constitutions  of 
the  A.M.A.,  T.M.A.,  and  of  his 
county  society,  and  with  the  inter- 
pretations of  ethical  matters  by 
the  T.M.A.  Board  of  Councilors. 

Some  ethical  matters  depend 
upon  local  custom  and  local  inter- 
pretation, such  as  questions  of 
public  relations,  advertising,  an- 
nouncements, signs,  and  telephone 
book  listings.  Other  matters  are 
spelled  out  for  us  by  the  A.M.A. 
Code  of  Ethics.  The  local  or  state 
society  may  strengthen  or  tighten 
a certain  matter  of  ethics  as  in- 
terpreted by  the  A.M.A.,  but  no 
society  may  dilute  or  weaken  the 
AMA  interpretation. 

A society  is  as  strong  as  its 
Board  of  Censors.  When  a Board 
of  Censors  is  weak  and  looks  away 
while  knowing  a colleague  is  in 
error,  that  Board’s  society  is  weak, 
and  the  medical  profession  in  that 
area  is  badly  damaged. 

— Walter  Walthall,  M.D., 
Chairman,  Board  of  Councilors. 
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Postaraduate  Courses 

Fertility  and  Infertility,  Hous- 
ton, Feb.  18-20,  1965.  — The  Di- 
vision of  Continuing  Education  of 
the  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  at 
Houston  will  present  a course  on 
“Fertility  and  Infertility”  in  the 
Texas  Medical  Center.  The  follow- 
ing topics  will  be  discussed:  Prog- 
ress in  the  Study  of  Fertility; 
The  Hypothalamus;  The  Pituitary 
Gland;  The  Hormone  Production 
Areas  of  the  Ovary;  Induction  of 
Ovulation;  Physique,  Tempera- 
ment and  Intelligence  of  Infertile 
Women;  Edometrial  Biopsy;  Lu- 
teal Inadequacy  and  the  Mainte- 
nance of  Pregnancy;  Hysterosal- 
pingography;  Artificial  Vagina; 
Tubalplasty;  Films  of  Operations 
— (a)  Artificial  Vagina;  (b)  Vesi- 
covaginal Fistula;  Immunology  in 
Infertility;  Male  Infertility — Two 
Lectures. 

For  further  information  write : 
Division  of  Continuing  Education, 
University  of  Texas  Graduate 
School  of  Biomedical  Sciences  at 
Houston,  102  Jesse  Jones  Library 
Building,  Texas  Medical  Center, 
Houston,  Texas  77025. 

Pediatrics,  Galveston,  Feb.  18- 
20. — The  Department  of  Pediat- 
rics, University  of  Texas  Medical 
School  in  conjunction  with  the 
Maternal  Child  Health  Division, 
Texas  State  Department  of  Health, 
will  hold  its  annual  course.  Guest 
speakers  will  be  Dr.  Sidney  S. 
Gellis,  Boston  University  School 
of  Medicine;  Dr.  Robert  H.  Par- 
rott, Georgetown  University  and 
George  W ashington  University 
School  of  Medicine;  Dr.  Mary  El- 
len Avery,  Johns  Hopkins  School 
of  Medicine;  and  Dr.  Donald  Pin- 
kel,  St.  Jude  Hospital,  University 
of  Tennessee  School  of  Medicine. 

Members  of  the  Texas  Academy 
of  General  Practice  may  receive 
15  hours  credit  rating.  Tuition  fee 
is  $15.  Information  may  be  ob- 
tained by  writing  Dr.  Myron  M. 
Nichols,  Department  of  Pediatrics, 
University  of  Texas  Medical  School, 
Galveston. 

Laboratory  Workshops,  Austin, 
January-May,1965. — Public  Health 
Laboratory  Workshops  are  de- 
signed for  the  benefit  of  public 
health,  hospital,  clinical,  and  other 
medical  laboratories.  Laboratory 
directors  are  urged  to  send  only 
workers  with  a good  background, 
who  can  profit  most  from  partici- 
pation. To  permit  good  instruc- 
tion, only  a limited  number  of 


qualified  workers  can  be  accom- 
modated, usually  from  four  to 
twelve. 

Admittance  to  all  workshops  is 
by  prior  registration.  There  is  no 
registration  fee.  Applications 
should  be  addressed  to  J.  V.  Irons, 
Sc.D.,  Director  of  Laboratories, 
Texas  State  Department  of  Health, 
1100  West  49th  Street,  Austin, 
Texas. 

It  may  be  necessary  to  limit 
registration  to  one  person  per  in- 
stitution or  laboratory.  If  it  proves 
necessary  to  limit  tbe  number  of 
registrations,  priority  will  be  ac- 
corded qualified  representatives 
from  interested  laboratories,  in  tbe 
order  in  which  applications  from 
qualified  workers  are  received. 

The  schedule  is  as  follows: 

Jan.  25-27,  Introductory  Fluo- 
rescent Antibody  (Limit  six  par- 
ticipants). A general  introductory 
project  that  is  designed  to  acquaint 
the  worker  with  the  use  of  the  mi- 
croscope and  provide  some  first 
hand  knowledge  of  techniques. 
Some  work  in  beta  strep  grouping, 
rabies,  and  syphilis  serology  will 
be  given.  Toxoplasmosis  tests  will 
be  included. 

Feb.  1-5,  Respiratory  Viral  Dis- 
eases. CDC  instructors  will  pro- 
vide instruction. 

Feb.  8-10,  Tuberctilosis  Myco- 
bacteriology  (limit  four  partici- 
pants). A general  project  in  tbe 
bacteriology  of  tuberculosis,  the 
various  atypical  acid-fast  myco- 
bacteria will  be  considered. 

Feb.  10-12,  Public  Health  Mycol- 
ogy. A general  project  in  the  mor- 
phology, culture,  and  identifica- 
tion of  the  fungi  of  medical  sig- 
nificance in  which  the  dermato- 
phytes as  well  as  the  systemic 
fungi  will  be  considered. 

March  3-5,  Parasitology.  This  is 
a project  designed  to  give  the  lab- 
oratory worker  an  opportunity  to 
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"The  best  woy  to  diagnose  perianal 
dermatitis  is  by  hindsight." 


learn  first  hand  how  to  recognize 
the  common  intestinal  protozoan 
parasites.  Some  other  intestinal, 
blood  or  tissue  parasites,  includ- 
ing toxoplasma  will  be  considered. 

March  8-12,  Miscellaneous  Bac- 
teriology. This  is  a project  in  gen- 
eral medical  bacteriology  covering 
organisms  such  as  staphylococci, 
streptococci,  and  diphtheria  bacilli, 
as  well  as  selected  gram  negative 
organisms.  Some  anaerobic  tech- 
niques will  be  considered,  and  the 
enteric  organisms  will  be  consid- 
ered briefly. 

Heart  Disease,  Fort  Worth,  Feb. 
21. — Tarrant  County  Heart  Asso- 
ciation will  hold  its  12th  annual 
postgraduate  symposium  on  heart 
disease  at  Fort  Worth  Academy  of 
Medicine,  3855  Tulsa  Way,  Fort 
Worth. 

Dr.  Meyer  Friedman,  associate 
chief  of  medicine  at  Mount  Zion 
Hospital  and  Medical  Center  and 
director  of  Harold  Brunn  Insti- 
tute for  Cardiovascular  Research, 
Mount  Zion  Hospital  and  Medical 
Center,  San  Francisco,  will  speak 
on  “The  Role  of  the  Behavior  Pat- 
tern in  the  Pathogenesis  of  Coro- 
nary Heart  Disease  and  Certain  Bi- 
ochemical Mechanisms  Associated 
with  Coronary-Prone  Subjects.” 

Dr.  Earl  K.  Shirey,  Department 
of  Pediatric  Cardiology  and  Cardi- 
ac Laboratory,  Cleveland  Clinic, 
Cleveland,  will  speak  on  “Cine 
Coronary  Arteriography  in  the  Di- 
agnosis of  Coronary  Artery  Dis- 
ease and  Cine  Angiographic  Eval- 
uation of  Surgical  Procedures  for 
Coronary  Artery  Disease.” 

The  third  speaker  will  be  Dr. 
Arthur  M.  Vineberg,  associate  pro- 
fessor of  surgery,  McGill  Univer- 
sity Faculty  of  Medicine,  Mon- 
treal, Quebec,  whose  subject  is  “Re- 
cent Advances  in  Surgery  for  Coro- 
nary Artery  Disease  and  Indica- 
tion for  and  Selection  of  Cases  for 
Surgery  in  Coronary  Artery  Dis- 
ease.” 


Feb.  1 Deadline  Imposed 
On  Medical  Assistants 


Medical  assistants  wishing  to  sit 
for  the  1965  national  certification 
examination  given  by  the  Ameri- 
can Association  of  Medical  Assist- 
ants must  file  their  applications 
before  Feb.  1. 

Medical  assistants  interested  in 
the  test  may  obtain  application 
blanks  by  writing  AAMA’s  nation- 
al office,  510  North  Dearborn  St., 
Chicago,  Illinois  60610. 
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Personals 


Dr.  Robert  G.  Loudon  of  Dallas 
has  been  awarded  an  AMA  grrant 
for  research  on  smoking’  which 
amounts  to  $190,290.  He  will  study 
the  relationship  between  smoking 
and  coughing.  This  is  the  largest 
individual  grant  of  the  11  recently 
announced  by  the  American  Medi- 
cal Association  Education  and  Re- 
search Foundation. 

Dr.  Manuel  Otero  of  Austin  has 
been  named  superintendent  of  San 
Antonio  State  Hospital,  replacing 
Dr.  Eaton  W.  Bennett. 

Dr.  Fred  D.  Spencer,  Brown- 
wood,  is  pi’esident- elect  of  the 
Texas  Heart  Association.  Dr.  Hugh 
H.  Hanson  of  Houston  is  one  of 
the  vice  presidents  for  1964-1965. 
Other  physicians  now  holding  THA 
offices  were  mentioned  in  the  No- 
vember Personals  column  of  Texas 
Medicine. 

Dr.  Carleton  Chapman  of  Dallas 
is  the  new  president  of  the  Ameri- 
can Heart  Association. 

The  section  on  otolaryngology  of 
the  Southern  Medical  Association 
at  its  recent  meeting  in  Memphis, 
Tenn.,  elected  two  Texans  to  of- 
fice. They  are  Dr.  .1 . Mathews 
Robison,  Sr.,  and  Dr.  Frederick  R. 
Guilford,  both  of  Houston. 

Roy  J.  Cates  has  resigned  as  ex- 
ecutive secretary  of  Travis  County 
Medical  Society  to  direct  the  men’s 
work  and  annual  assembly  of  the 
Texas  Association  of  Christian 
Churches.  The  Association’s  head- 
quarters are  in  Fort  Worth. 

Dr.  .] . C.  Clements  was  honored 
recently  for  50  years  service  as  a 
physician.  He  practices  in  Lufkin. 

Dr.  .J.  C.  Dunlap,  Waco,  recently 
was  reunited  with  a Japanese  col- 
league he  met  in  an  American 
prisoner  of  war  camp  in  Northern 
Luzon,  Philippine  Islands,  in  1945. 
Dr.  Schichiro  Ishikawa,  surgeon  in 
chief  of  the  National  Cancer  Re- 
search Center  in  Tokyo,  visited 
Waco  following  a meeting  of  the 
International  Congress  on  Diseases 
of  the  Chest  in  Mexico  City. 

Dr.  Robert  C.  Berson,  former 
dean  of  the  South  Texas  Medical 
School,  will  serve  a four-year  term 
on  the  National  Advisory  Commu- 
nity Health  Committee  of  the  Pub- 
lic Health  Service.  Dr.  Berson  is 
now  executive  director  of  the  As- 
sociation of  American  Medical 
Colleges. 

Dr.  F.  C.  Fox,  Dallas,  has  re- 
cently been  elected  to  the  15-man 
board  of  directors  of  the  Ameri- 
can Academy  of  Dermatology,  Inc. 


Dr.  William  J.  McGanity  of  Gal- 
veston has  been  named  Dean  of  the 
Faculty  of  Medicine  at  the  Uni- 
versity of  Texas  Medical  Branch. 
He  has  been  professor  and  chair- 
man of  the  Department  of  Ob- 
stetrics and  Gynecology  here  since 
1960. 

Dr.  W.  W.  Bauer,  director  emeri- 
tus of  the  American  Medical  Asso- 
ciation Department  of  Community 
Health  and  Health  Education,  told 
members  of  the  Texas  Association 
for  Health,  Physical  Education  and 
Recreation  that  the  nation’s  health 
may  be  good  but  it  is  “not  good 
enough.”  Dr.  Bauer  spoke  at  the 
annual  convention  of  the  group 
Dec.  3 in  Austin. 

Dr.  Raleigh  R.  White  of  Temple 
is  scheduled  to  appear  on  a panel 
at  the  American  College  of  Sur- 
geons sectional  meeting  in  Atlanta, 
Jan.  25-27. 

Dr.  D.  W.  Peace  was  honored  by 
citizens  of  Bishop  recently  when 
the  mayor  proclaimed  “Dr.  Peace 
Day  in  Bishop.”  An  honorary  mem- 
ber of  TMA,  Dr.  Peace  has  served 
the  Bishop  community  for  more 
than  40  years. 


Committee  on  Aging 
Seeks  Permanent  Status 


A permanent  status  seeking  con- 
tinuing operation  of  the  Gover- 
nor’s Committee  on  Aging  was 
voted  unanimously  at  the  second 
1964  meeting  of  the  committee  in 
October. 

Committee  members  asked  that 
a bill  be  prepared  for  presenta- 
tion at  the  next  session  of  the 
Texas  Legislature  seeking  a change 
in  the  present  committee  which 
provides  no  continuity  of  opera- 
tion from  administration  to  ad- 
ministration. 

The  proposed  plan,  outlined  at 
the  meeting,  included  a threefold 
organization  of  a six-  or  nine-man 
commission,  a special  inter-agency 
advisory  council  and  the  continu- 
ance of  the  present  committee  to 
ensure  local  action  regarding  the 
establishment  of  Governor’s  Com- 
mittees on  Aging  in  every  com- 
munity in  Texas. 

First  draft  of  the  proposed  bill, 
recently  completed,  called  for  a 
nine-man  commission  with  a seven- 
man  ex  officio  membership  com- 
posed of  department  heads  from 
State  agencies  actively  conducting 


programs  affecting  the  aging  pop- 
ulation of  Texas. 

The  committee,  comprised  of  rep- 
resentatives from  each  of  Texas’ 
senatorial  districts  was  retained. 

Also  retained  was  operation  of 
the  Committee’s  staff  out  of  the 
Executive  Department  and  the  re- 
tention of  services  of  a Texas  co- 
ordinator of  aging  in  the  Execu- 
tive Department. 

Additional  staff  is  furnished  by 
State  agencies  including  the  Texas 
State  Department  of  Public  Wel- 
fare and  the  Texas  State  Depart- 
ment of  Health. 


Medical  Examiners 
Announce  Schedule 


The  next  meeting  of  the  Texas 
State  Board  of  Medical  Examiners 
when  examinations  will  be  given 
and  reciprocity  applications  con- 
sidered is  scheduled  for  June  21- 
23  at  the  Hotel  Texas,  Fort  Worth, 
Dr.  M.  H.  Crabb,  secretary  to  the 
Board,  has  announced. 

Completed  examination  applica- 
tions for  graduates  from  United 
States  medical  schools  must  be 
filed  with  this  office  30  days  prior 
to  the  meeting  date. 

Completed  examination  applica- 
tions for  graduates  of  foreign 
medical  schools  must  be  filed  60 
days  prior  to  the  meeting  date. 

Completed  reciprocity  applica- 
tions must  be  filed  60  days  prior 
to  the  meeting  date  to  be  given 
consideration. 


Public  Health  Association 
Sets  Fort  Worth  Meeting 


The  Texas  Public  Health  Asso- 
ciation meeting  will  be  held  in  Fort 
Worth  Feb.  28 -March  3 at  Hotel 
Texas. 

Physicians  participating  on  the 
program  include  the  following: 

Drs.  W.  V.  Bradshaw,  Jr.,  and 
1.  P.  Barrett,  Fort  Worth;  John 
B.  Bryson,  Temple;  J.  William 
Flynt  and  Donald  A.  Henderson, 
Atlanta,  Ga.;  Max  E.  Johnson,  San 
Antonio;  D.  K.  Keele,  Denton;  J. 

E.  Peavy,  and  Van  C.  Tipton,  Aus- 
tin; C.  A.  Pigford,  Houston;  Al- 
bert G.  Randall,  Edinburg;  Earl 

F.  Rose,  and  Jay  P.  Sanford,  Dal- 
las; and  Franklin  H.  Top,  Iowa 
City,  Iowa. 
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Aerospace  Medicine  Program  Pianned  by  Five 
Scientific  Sections  for  Annuai  Session 


F IVE  SCIENTIFIC  sections  will 
meet  jointly  during  the  next  TMA 
Annual  Session  for  a special  pro- 
gram on  aerospace  medicine.  The 
session  has  been  set  for  Saturday 
afternoon,  May  1,  the  third  day  of 
the  four-day  meeting  to  be  held  in 
San  Antonio. 

Sections  on  digestive  diseases, 
intemal  medicine,  pathology,  radi- 
ology, and  surgery  will  take  part. 
Dr.  Lawrence  E.  Lamb,  professor 
of  internal  medicine,  and  chief, 
clinical  science  division,  USAF 
School  of  Aerospace  Medicine, 
Brooks  Air  Force  Base,  is  coordi- 
nating arrangements  for  the  joint 
session. 

The  65th  Annual  Session  will 
see  38  out-of-state  medical  leaders 
presenting  papers  before  11  scien- 
tific sections  and  27  related  and 
specialty  groups.  In  addition,  some 
50  special  guests  and  150  Associa- 
tion essayists  will  appear  on  the 
various  programs. 

In  addition  to  the  section  and 
related  organization  programs,  sev- 
eral special  features  also  are  on 
the  agenda  for  Annual  Session 
registrants. 

For  the  third  year,  the  popular 
Curbstone  Consultations  will  be 
held  during  Annual  Session.  Ten 
informal  round  table  discussions  on 
topics  in  medical  specialties  are 
scheduled  for  Friday,  April  30,  5 
to  6:30  p.m.  Table  topics  and 
moderators  have  been  selected,  and 
these  are  listed  in  the  next  para- 
graph. Tables  will  be  completed 
with  Association  and  out-of-state 
medical  authorities. 

“Functional  Gastrointestinal  Dis- 
eases,” Dr.  A.  Compton  Broders, 
Jr.,  Temple;  “Diagnosis  and  Re- 
lief of  Headache,”  Dr.  Lewis  M. 
Heifer,  San  Antonio;  “Pediatric 
Gynecology,”  Dr.  S.  Foster  Moore, 
Jr.,  San  Antonio;  “The  New  Anti- 
biotica — Uses  and  Dangers,”  Dr. 
Heinz  Eichenwald,  Dallas;  “Dis- 
eases of  Biliary  Tract,”  Dr.  Rob- 
ert S.  Sparkman,  Dallas;  “Emphy- 


sema, Pathology,  Diagnosis  and 
Treatment.”  Dr.  Daniel  E.  Jenkins, 
Houston;  “Problems  in  Dermatol- 
ogy,” Dr.  Coleman  Jacobson,  Dal- 
las; “Newer  Diagnostic  Tests  in 
Nuclear  Medicine,”  Dr.  J.  E.  Mil- 
ler, Dallas;  “Privileged  Communi- 
cation,” Dr.  Alfred  H.  Hill,  San 
Antonio;  and  “Cirrhosis  of  the 
Liver,”  Dr.  Marcel  Patterson,  Gal- 
veston. 

The  Texas  Academy  of  General 
Practice  will  offer  a seminar  to 
registrants  Thursday,  April  29, 
12:30-7  p.m.  Attendance  will  be 
acceptable  for  AAGP  credit. 

The  Texas  Commission  on  Alco- 
holism and  the  University  of  Tex- 
as will  sponsor  a Symposium  on 
Alcoholism  Thursday,  8 p.m. 

The  Committee  on  Nutrition  will 
offer  a symposium  for  registrants 


Friday,  April  30,  8:30-9:45  a.m. 

The  Committee  on  Transporta- 
tion Safety  will  sponsor  a Sym- 
posium on  Traffic  Safety,  Satur- 
day, May  1,  10  a.m.-12  noon. 

A medical  school  faculty- prac- 
ticing physician  relationship  pro- 
gram will  be  offered  during  the 
Association  luncheon  on  Friday, 
April  30,  12:30-2  p.m.  The  pro- 
gram will  be  sponsored  by  the 
Committee  on  Liaison  with  Medi- 
cal Schools. 

The  Committee  on  Medicine  and 
Religion  will  conduct  the  Sunday 
luncheon  program,  12:30  p.m.  A 
prominent  clergyman  is  being  se- 
lected for  the  luncheon  address. 

The  Section  on  Obstetrics  and 
Gynecology  and  the  Texas  Diabetes 
Association  have  planned  a joint 
luncheon  session  Sunday,  May  2. 


Index  Available 

The  index  to  the  current  volume  of  Texas  State  Journal  of  Medi- 
cine was  not  included  in  the  December  issue  as  has  been  the  practice 
in  past  years.  Instead,  it  is  being  published  separately  and  is  avail- 
able upon  request. 

For  the  convenience  of  readers  who  would  like  a copy  of  the  1964 
Index,  an  order  form  is  given  below: 

Texas  State  Journal  of  Medicine 
1801  N.  Lamar 
Austin,  Texas 

Dear  Editors: 

Please  send  the  Index  for  Vol.  60  of  Texas  State  Journal  of  Medicine  to 


Name:. 

Street  : 

City  : State  : 
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A panel  presentation  on  “Preg- 
nancy in  Diabetes,”  is  scheduled. 
Three  out-of-state  medical  leaders 
will  participate  in  the  panel:  Dr. 
Rafael  Camerini-Davalos,  Jo  si  in 
Clinic,  Boston;  Dr.  L.  0.  Under- 
dahl,  Mayo  Foundation,  Rochester; 
and  Dr.  V.  N.  Shirodkar,  Bombay, 
India. 

Housing  for  Texas  Medical  As- 
sociation members  and  guests  is 
being  coordinated  by  the  San  An- 
tonio Chamber  of  Commerce.  Re- 
quests for  reservations  should  be 
directed  to  the  Texas  Medical  As- 


sociation Housing  Bureau,  c/o  San 
Antonio  Chamber  of  Commerce, 
P.  O.  Box  1628,  San  Antonio.  Re- 
quests should  indicate  first,  second, 
and  third  preferences.  Insofar  as 
possible,  preferences  will  be  hon- 
ored and  confirmation  of  reserva- 
tions will  be  sent  direct  to  the  in- 
dividual making  the  request. 

Hotel  and  motel  information  and 
a reservation  card  may  be  found 
opposite  page  71  of  this  issue  of 
the  Journal. 

A list  of  hotels  and  motels,  ad- 
dresses, and  rates  follows: 


Single 

Double 

Twin 

Suites 

El  Tropicano  Motor  Hotel 

110  Lexington 

CA  3-9461 

$8-14 

$11-17 

$11-17 

$16  up 

Flamingo  Hotel 

113  Austin  Highway 

TA  4-1441 

$6 

$8.50 

$9 

$16.50 

Granada  Hotel 

309  South  St.  Marys 

CA  5-5500 

$7-11 

$9-11 

$9-13 

$22  up 

Gunter  Hotel 

205  East  Houston 

CA  7-3241 

$ 6.50- 
10.50 

$ 8.50- 
14.50 

$ 9.50- 
15.50 

$21  up 

Hiway  House 

96  Military  Drive,  NE 

DI  4-8331 

$8-10 

$10-12 

$12-16 

$20-25 

Holiday  Inn 

3862  Panam  Highway 

CA  6-4361 

$7-8 

$9-10 

$12 

Howard  Johnson’s  Motor  Lodge 
3333  Austin  Highway 

OL  5-2120 

$9 

$12 

$12 

Menger  Hotel 

204  Alamo  Plaza 

CA  3-4361 

$ 6.50- 
9.50 

$ 8.50- 
11.50 

$ 9.50- 
12.50 

$21  up 

Ramada  Inn 

333  NW  Military  Drive 

DI  4-4581 

$8.24- 

9.25 

$10.50- 

12.50 

$10.50- 

12.50 

Rodeway  Inn 

1259  Austin  Highway 

TA  4-7321 

$7 

$9 

$10 

Rodeway  Inn 

900  North  Main  Avenue 

CA  3-2951 

$8 

$10 

$12 

St.  Anthony  Hotel 

300  E.  Travis -Navarro  & Jefferson 

CA  7-4392 

FILL 

,ED 

Town  and  Country  Motor  Lodge 
6901  San  Pedro 

DI  4-4511 

$7 

$9 

$10 

$19.50 

Wayfarer  Motor  Hotel 

600  East  Elmira 

CA  5-5441 

$7.50 

$9 

$11 

$25 

Wayhouse  Inn  $7 

Interstate  Highway  35  & 81  North 

OL  5-4220 

$10 

$12 

Westerner 

$7-10 

$10-13 

$10-13 

1116  Austin  Highway 
TA  4-3211 


Health  Department  Releases 
PKU  Progress  Report 


The  Texas  State  Department  of 
Health  has  recently  completed  its 
first  year  of  a screening  program 
for  PKU  (phenylketonuria),  ac- 
cording to  Commissioner  Dr.  J.  E. 
Peavy  and  Deputy  Commissioner 
Dr.  J.  B.  Copeland. 

At  this  time  it  has  not  been  de- 
termined how  many  hospitals,  clin- 
ics, and  physicians  are  performing 
tests  in  their  own  facilities  or  how 
many  of  those  who  have  requested 
testing  materials  from  the  Depart- 
ment have  actually  begun  testing, 
but  during  the  period  Sept.  1, 1963- 
Aug.  31,  1964,  the  number  request- 
ing testing  materials  from  the  De- 
partment was  as  follows:  131  clin- 
ics and  private  physicians,  73  hos- 
pitals, 34  local  health  departments, 
and  6 special  projects.  The  number 
of  tests  performed  by  the  Health 
Department  Laboratory  by  the 
Guthrie  bioassay  technique  during 
the  same  time  included  11,156 
blood,  3,863  urine,  and  14  serum. 
Samples  are  now  being  received 
for  testing  at  a rate  of  over  3,000 
per  month. 

One  positive  case  in  a patient 
less  than  one  month  old  was  de- 
termined by  a hospital  less  than 
one  month  after  the  hospital  start- 
ed screening. 

Twenty  known  cases  of  PKU 
have  been  reported  to  the  Depart- 
ment’s registry,  and  12  of  these 
are  receiving  food  supplements 
from  the  Department  as  requested 
by  their  physicians. 


Plastic  Surgery 
Groups  Combine 

The  American  Otorhinologic  So- 
ciety for  Plastic  Surgery  and  the 
American  Society  of  Facial  Plastic 
Surgery  have  consolidated  to  form 
the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Sur- 
gery. 

The  consolidation  was  effected 
on  Oct.  18. 


Urologists  To  Meet 
Feb.  13-14  in  Fort  Worth 

The  Texas  Urological  Society 
meeting  will  be  in  Fort  Worth  Feb. 
13-14  at  the  Western  Hills  Hotel. 

The  program  will  include  papers 
by  Dr.  John  L.  Emmett  of  Roches- 
ter, Minn.,  and  Dr.  Edward  White, 
Sr.,  Dallas. 
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First  District 
To  Meet  Feb.  6 


The  First  District  Medical  So- 
ciety will  meet  in  Pecos  on  Feb.  6 
at  the  Pecos  Valley  Country  Club. 

Speakers  and  their  papers  will 
include  Dr.  JohnVerosky,  El  Paso, 
“Vectorcardiography  in  Children”; 
Dr.  George  Iwen,  El  Paso,  “Esoph- 
ageal Lesions  Seen  in  a Communi- 
ty Hospital”;  Dr.  Jeanne  Bowman, 
Chicago,  “Treatment  of  Metastatic 
Carcinoma  of  the  Breast”;  and  Dr. 
Dale  Rector,  Greeley,  Colo.,  “pH 
and  PCO2.” 


Cholera  Vaccine 
Study  Continues 


Investigation  of  a new  type  of 
cholera  vaccine  developed  at  the 
University  of  Texas  Medical 
Branch  is  being  extended  under  a 
$35,245  grant  from  the  National 
Institutes  of  Health. 

W.  F.  Verwey,  Sc.D.,  professor 
and  chairman  of  the  Microbiology 
Department,  announced  that  the 
new  grant  would  be  used  to  con- 
tinue studies  on  the  isolation  and 
purification  of  antigens  from 
cholera  organisms. 

The  vaccine  was  extracted  from 
El  Tor  vibrio  cultures  by  Dr.  Ver- 
wey and  Dr.  Yoshikazu  Watanabe, 
now  with  the  division  of  communi- 
cable diseases  of  the  World  Health 
Organization  in  Geneva,  Switzer- 
land. It  has  undergone  extensive 
experimentation  in  mice  and  has 
been  tested  experimentally  in  hu- 
mans as  well.  Humans  tested  thus 
far  have  produced  substantial 
amounts  of  anti-cholera  immune 
substances  in  their  blood  serums, 
and  none  have  experienced  any 
significant  toxic  reactions  to  the 
vaccine.  Dr.  Verwey  said. 

The  El  Tor  vibrio  is  the  strain 
which  caused  serious  cholera- like 
epidemics  several  years  ago  in 
Hong  Kong,  Pakistan  and  Thai- 
land, and  in  1961  claimed  more 
than  1,500  lives  in  the  Philippines, 
an  area  which  had  been  cholera- 
free  for  many  years. 


AAMA  Recognizes 
Several  Texans 


Thirty- seven  medical  assistants 
were  certified  in  1964  under  the 
program  established  by  the  Amer- 
ican Association  of  Medical  As- 
sistants. Among  these  was  Bar- 
bara Clamo  of  Fort  Worth. 

Results  of  the  examination  were 
given  at  the  annual  convention  of 
the  AAMA  Oct.  13-18,  in  Okla- 
homa City. 

New  officers  installed  at  the 
meeting  included  a Texan  named 
to  the  Board  of  Trustees,  Mrs. 
Mildred  Crawford  of  San  Antonio. 

Outstanding  service  award  recip- 
ients who  are  Texans  included  Dr. 
Milford  O.  Rouse,  Dallas,  Speaker 
of  the  AM  A House  of  Delegates; 
Mrs.  Judy  Coleman,  Dallas,  retir- 
ing AAMA  president;  and  Mrs. 
Juanita  Ainsworth,  Dallas. 

Publications  awards  for  states 
with  over  200  members  went  to 
Texas  (first  place),  and  for  coun- 
ties to  Dallas  (third  place). 


Texas  Radiological  Society 
Will  Meet  Jan.  29-30 


The  Texas  Radiological  Society 
will  meet  Jan.  29-30  in  Houston 
at  the  Shamrock  Hotel.  Registra- 
tion will  begin  on  the  afternoon  of 
the  28th. 

Four  guest  speakers  have  been 
announced  by  the  program  chair- 
man, Dr.  R.  C.  Norman  of  San 
Antonio.  They  are  Drs.  Gerald  M. 
McDonnel,  Los  Angeles;  William 
T.  Moss,  Chicago;  Owings  W.  Kin- 
caid, Rochester,  Minn. ; and  Ed- 
ward B.  D.  Neuhauser,  Boston. 


"You've  got  your  sights  set  too  high." 


New  Books 
In  TMA  Library 


Bates,  D.  V.,  and  Christie,  R.  V.; 
Respiratory  Function  in  Dis- 
ease, Philadelphia,  W.  B.  Saun- 
ders Co.,  1964. 

Ciba  Foundation  Colloquia  on  En- 
docrinology: Etiology  of  Dia- 
betes Mellitus  and  Its  Compli- 
cations, vol.  15,  M.  P.  Cameron 
and  M.  O’Connor,  eds.,  Boston, 
Little,  Brown  & Co.,  1964. 

Dock,  W.,  and  Snapper,  I.,  eds.: 
Advances  in  Internal  Medicine, 
vol.  12,  New  York,  Year  Book 
Medical  Publishers,  1964. 

Friedberg,  C.  K. : Modern  Trends 
in  Diseases  of  Coronary  Arteries 
and  Ischemic  Heart  Disease, 
New  York,  Grune  & Stratton, 
1964. 

Garb,  S.,  and  Eng,  E. : Disaster 
Handbook,  New  York,  Springer 
Publishing  Co.,  Inc.,  1964. 

Harrington,  D.  O.:  The  Visual 
Fields,  2nd  ed.,  St.  Louis,  C.  V. 
Mosby  Co.,  1964. 

Hughes,  W.  T.,  Jr.:  Pediatric  Pro- 
cedures, Philadelphia,  W.  B. 
Saunders  Co.,  1964. 

Jokl,  E.:  What  Is  Sportsmedicine? 
Springfield,  111.,  Charles  C 
Thomas,  1964. 

Jorstad,  L.  H.,  and  Payne,  M.  J.: 
Surgery  of  the  Breast,  St. 
Louis,  C.  V.  Mosby  Co.,  1964. 

Moseley,  H.  F.:  Recurrent  Dislo- 
cation of  the  Shoulder,  Montre- 
al, Canada,  McGill  University 
Press,  1961. 

Pardo-Castello,  V.,  and  Pardo,  0. 
A.:  Diseases  of  the  Nails,  3rd 
ed.,  Springfield,  111.,  Charles  C 
Thomas,  1960. 

Pulaski,  E.  J.:  Common  Bacterial 
Infections,  Philadelphia,  W.  B. 
Saunders  Co.,  1964. 

Quinn,  J.  L.,  Ill:  Scintillation 
Scanning  in  Clinical  Medicine, 
Philadelphia,  W.  B.  Saunders 
Co.,  1964. 

Sass-Kortsak,  A.:  Kernicterus, 
Canada,  University  of  Toronto 
Press,  1961. 

Scherf,  D. : The  Atrioventricular 
Node  and  Selected  Cardiac  Ar- 
rhythmias, New  York,  Grune  & 
Stratton,  1964. 

Segal,  B.  L. : The  Theory  and  Prac- 
tice of  Auscultation,  Philadel- 
phia, F.  A.  Davis,  1964. 

Selleck,  H.  B.,  and  Whittaker,  A. 
H.:  Occupational  Health  in 
America,  Detroit,  Wayne  State 
University  Press,  1962. 
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Starzl,  T.  E.:  Experience  in  Renal 
Transplantation,  Philadelphia, 
W.  B.  Saunders  Co.,  1964. 

Welch,  C.  E.;  “Polypoid  Lesions 
of  the  Gastrointestinal  Tract,” 
Major  Problems  in  Clinical  Sur- 
gery, Vol.  2,  Philadelphia,  W. 
B.  Saunders  Co.,  1964. 

NEW  JOURNALS 

International  Ophthalmology  Clin- 
ics: “Viral  Diseases,”  H.  E. 
Kaufman,  ed.,  and  “Corneo- 
plastic  Surgery,”  Rycroft,  ed., 
Vol.  4,  No.  2,  Boston,  Little, 
Brown  and  Co.,  1964. 

Psychological  Reports,  Vol.  10, 
Missoula,  Mont.,  Southern  Uni- 
versities Press,  1962. 

Radiologic  Clinics  of  North  Ameri- 
ca, Symposium  on  Angiography 
in  Retrospect  and  Prospect,” 
Figley,  M.  M.,  and  Rubin,  P., 
Vol.  2,  No.  3,  Philadelphia,  W. 
B.  Saunders  Co.,  1964. 


Book  Notes 


Doctor  in  the  Land  of  the  Lion. 

Pascal  James  Imperato,  M.D., 

New  York,  Vantage  Press,  1964. 

As  A “bwana  Mugana”  doctor  in 
East  Africa,  a young  medical  stu- 
dent studies  tropical  diseases  in 
their  own  environment.  With  his 
knowledge  and  respect  for  the  an- 
cient taboos  and  rituals  of  the 
Africans,  he  finds  it  necessary  to 
adjust  to  their  way  of  life. 

His  personal  encounter  with  ma- 
laria after  a witch  doctor  curses 
him,  the  disappointment  of  seeing 
his  patients  who  were  well  on  the 
road  to  recovery  removed  from  his 
care  and  turned  over  to  the  witch 
doctor,  the  circumcision  rites,  and 
the  cow  as  the  symbol  of  wealth 
are  all  part  of  his  experiences  in 
East  Africa  and  must  be  accepted 
if  modern  medicine  is  to  be  brought 
to  the  area. 

In  northern  Kenya,  the  last 
stronghold  of  African  wildlife,  lies 
the  beautiful  “Lake  Paradise,”  de- 
scribed in  photographs  and  articles 
by  Martin  and  Osa  Johnson.  The 
lake  seems  to  have  disappeared 
until  the  medical  student  becomes 
insistent  and  endures  many  hard- 


ships to  find  it. 

This  is  a moving  story  of  life  in 
Africa  today.  It  is  enjoyable  and 
easy  to  read. 

Clinical  Serology.  Clois  W.  Ben- 
nett, 270  pp.  Springfield,  111., 

Charles  C Thomas,  1964. 

The  developments  in  the  field  of 
clinical  serology  during  the  last  20 
years  have  made  this  book  neces- 
sary. Except  for  scattered  chap- 
ters and  paragraphs  in  laboratory 
and  internal  medicine  texts,  and 
for  the  excellent  publication  issued 
periodically  by  the  United  States 
Public  Health  Service,  there  is  no 
ordinate  accumulation  of  informa- 
tion available  on  the  serology  of 
syphilis. 

This  opus  goes  further  than  that 
to  include  several  subfields  of  ser- 
ological practice  other  than  syphi- 
lis. It  covers  well  the  most  recent 
available  procedures  for  the  diag- 
nosis and  evaluation  of  febrile  dis- 
eases, autoimmune  diseases  of  the 
thyroid  gland,  tests  in  lupus  ery- 
thematosus, serological  diagnosis 
of  pregnancy  and  influenza  infec- 
tions, and  many  other  areas  just 
as  important  medically. 

The  text  is  preceded  by  a review 
of  the  basic  principles  of  immunol- 
ogy and  serology  which  makes  the 
procedures  and  their  interpretation 
easily  understandable  by  the  read- 
er unfamiliar  with  the  specialty. 

The  book  is  extremely  well  pre- 
sented by  the  publishers,  who  have 
done  a most  commendable  work  on 
the  choice  of  print,  paper,  and 
binding  quality.  The  orderly  pres- 
entation of  subject  is  well  kept 
and  emphasized  in  the  printing. 

To  quote  from  Dr.  John  J.  An- 
dujar’s  foreword,  “Bennett  has 
given  us,  in  this  book,  a valuable 
addition  to  the  laboratorians  and 
it  will  prove  indispensable  to  any 
who  attempt  to  even  partially  ex- 
plore the  fascinating  field  of  med- 
ical serology.” 

— A.  Q.  DaSilva,  M.D.,  Austin. 


X-Ray  Technology.  Charles  A.  Ja- 
cobi and  Don  Q.  Paris,  3rd  ed. 
St.  Louis,  C.  V.  Mosby  Co.,  1964. 

X HIS  third  edition  is  well  organ- 
ized. The  added  illustrations  ma- 
terially aid  the  instructional  value 
of  the  book.  Additions  and  changes 
in  terminology  are  in  keeping  with 
the  times. 

One  is  pleased  to  see  additional 
special  procedures  included;  this 
section  might  be  further  expanded. 
The  illustrations  including  the 
x-ray  tube,  patient  position,  place- 
ment of  the  film  or  bucky  and  film 
add  to  the  understanding  of  the  be- 
ginner. The  resulting  radiograph 
which  accompanies  these  illustra- 
tions together  with  the  technical 
factors  of  distance,  Kvp,  Mas,  thick- 
ness of  part,  and  time  gives  an  ex- 
cellent correlation  of  the  factors 
that  go  into  radiograph  production. 
Indications  of  film  size,  its  position 
and  whether  to  use  cone  or  bucky 
diaphragm  or  both  add  materially 
to  the  completeness  of  detail  in  in- 
struction. 

One  is  prone  to  remark  that  not 
a single  male  model  can  be  found 
in  the  book  for  illustration  of  posi- 
tioning. It  is  important  to  include 
them  because  of  slight  difference 
in  technical  factors  that  have  to  be 
used  in  radiography  plus  anatomi- 
cal differences  that  have  to  be 
taught.  It  is  important,  moreover, 
as  a point  of  encoui’agement  to  the 
male  segment  of  our  technical  help. 
Male  technicians  are  a must  in  any 
emergency  type  general  hospital 
because  in  many  instances  they  are 
mechanically  and  electrically  in- 
clined and  in  many  instances  form 
the  backbone  of  technical  help  that 
keeps  a busy  department’s  equip- 
ment operating  properly  and  on 
schedule.  The  handling  of  emer- 
gency cases  often  requires  consid- 
erable strength  particularly  in  the 
seriously  injured  and  in  desperate- 
ly ill  patients  and  it  is  well  that 
men  be  recognized  for  their  worth. 

On  pp.  413-414  there  is  a useful 
set  of  electrical  symbols  and  any 
doubt  as  to  a symbol’s  meaning  can 
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be  resolved  quickly.  The  section  on 
preventive  maintenance  is  excellent 
and  should  be  expanded. 

— Joe  C.  Rude,  M.D.,  Austin. 

Symposium  on  Fundamental  Can- 
cer Research,  17th,  the  Univer- 
sity of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute, 
Baltimore,  William  Wilkins, 
1963. 

Viruses,  Nucleic  Acids,  and 
Cancer”  is  the  17th  symposium  on 
fundamental  cancer  research,  in- 
cluding over  40  papers  are  anno- 
tated Avith  more  than  1,500  refer- 
ences. 

Each  paper  is  a review  written 
by  well  qualified  men  and  is  suf- 
ficiently detailed  to  describe  prep- 
aration of  specimens,  microscope 
settings,  and  experimental  patterns. 
Thus  it  appeals  to  everyone  from 
the  curious  to  the  researcher. 

Several  varieties  of  virus  struc- 
ture, virus  shapes,  and  metabolism 
are  covered  in  the  first  nine  papers. 

The  second  section  deals  with  the 
manner  of  virus  multiplication  and 
their  relation  to  bacteria. 

Section  three  covers  the  same 
material  on  nucleic  acid. 

The  possibility  of  virus  etiology 
of  cancer  is  given  using  several  spe- 
cies of  birds  and  mammals  for  ex- 
perimental purposes.  Numerous  of 
these  studies  are  reviewed  with  re- 
sults. 

The  nature  of  interferon  and  its 
relation  to  viruses  and  tumor  cells 
is  discussed. 

Evidence  is  presented  for  the  in- 
itction  and  transmission  theory  of 
cancer  is  susceptible  populations 
when  accompanied  by  a carcinogen. 

If  animal  experimentation  is  ap- 
plicable to  humans,  there  is  an 
abundance  of  evidence  here  to  prove 
the  virus  etiology  of  cancer.  Fur- 
thermore, evidence  indicates  that 
one  virus  is  capable  of  producing 
many  types  of  cancer  depending  on 
susceptibility,  type,  and  site  of  car- 
cinogen. 

As  I closed  the  book  I had  the 
overwhelming,  chilling  sensation 
that  a chapter  is  missing— the  last. 


The  work  has  been  done,  the  experi- 
ments have  been  performed  and 
well  observed,  most  of  them  several 
times.  The  answer  to  the  riddle  of 
prevention  and  treatment  of  can- 
cer is  ensconsed  in  this  book,  but 
thus  far  the  genius  to  put  in  place 
all  the  components  of  this  jigsaw 
puzzle  is  lacking.  It  is  my  hope 
that  this  symposium  will  inspire 
that  last  chapter:  “The  Treatment 
and  Prevention  of  Cancer.” 

— V.  L.  Thomas,  M.D.,  Grandview. 


Christopher’s  Textbook  of  Surgery. 
Loyal  Davis,  ed.,  Philadelphia, 
W.  B.  Saunders  Co.,  1964. 

T HE  EIGHTH  edition  of  “Chris- 
topher’s Textbook  for  Surgery”  is 
well  edited  and  presented.  It  ap- 
pears only  four  years  after  the 
seventh,  and  the  reason  is  the  re- 
cent advances  in  surgery. 

To  every  practicing  physician  is 
presented  the  opportunity  to  keep 
pace  with  modern  progress  in  sur- 
gery, and  to  be  reminded  of  long 
established  principles  of  surgery. 
Of  particular  value  for  further 
study  are  the  accurate  references 
on  surgery  appended  to  each  sec- 
tion. Each  section  is  capably  writ- 
ten by  an  expert  contributor. 

Instructive  diagrams  and  ana- 
tomical drawings  total  1341  illus- 
trations. 

Classification  of  symptoms  is 
helpful  in  the  section  on  the  uri- 
nary system.  Practical  age  group- 
ing facilitates  diagnosis  in  the  fe- 
male reproductive  system.  Sections 
on  the  breast,  hernia,  stomach,  and 
alimentary  canal  are  amply  illus- 
trated and  carefully  described;  a 
good  account  is  given  of  surgical 
shock  and  treatment. 

Preoperative  and  postoperative 
care,  electrolyte  balance,  and  con- 
sideration of  various  factors  in- 
volved in  surgery,  are  adequately 
described,  and  these  are  becoming 
of  increasing  importance  in  geri- 
atrics, where  cooperation  of  sev- 
eral specialties  is  required. 

Production  of  displacement  by 
muscular  action  and  gravity  are 


adequately  portrayed  in  the  mus- 
culo-skeletal  section.  Particularly 
interesting  are  the  sections  on  the 
head,  with  reconstructive  repair 
for  lacerations  and  defects. 

Minor  criticisms  include  mention 
of  compound  fracture  in  the  foot, 
and  description  of  extensor  inser- 
tion in  the  hand.  Catastrophes  can 
on  occasion  be  averted  by  clear 
instructions  to  the  anesthetist.  Due 
credit  must  be  given  to  progress 
in  an  anesthesiology  which  has 
rendered  safe  delicate  operations 
on  heart  and  lung.  The  age  of  the 
patient  is  helpful  in  determining 
the  cause  of  intestinal  obstruction. 
Section  on  the  nervous  system 
could  well  include  differential  di- 
agnosis of  coma  and  poisoning. 
History  of  surgery  may  command 
interest,  but  could  be  omitted  with- 
out detriment. 

Dr.  Loyal  Davis  and  contribu- 
tors should  be  congratulated  on 
their  masterly  exposition  and  de- 
lineation of  surgery  and  surgical 
principles. 

— W.  R.  Johnson,  M.D.,  Corrigan. 


Textbook  of  Pathology  with  Clini- 
cal Application.  Stanley  L.  Rob- 
bins, 2nd  ed.,  Philadelphia,  W. 
B.  Saunders  Co.,  1962. 

T HE  SECOND  edition  of  the  book 
published  in  1957  has  been  ex- 
panded more  than  is  usual  for  a 
second  edition  and  represents  a 
truly  new  edition  rather  than  sim- 
ply a revision.  The  addition  to  the 
first  edition  title  of  the  phrase 
“With  Clinical  Application”  truly 
describes  the  second  edition.  It  is 
written  with  true  effort  to  corre- 
late clinical  behavior  of  disease 
with  that  of  morbid  anatomy.  The 
book  is  easy  to  read,  employing 
double  columns  on  each  page  and 
is  generously  sprinkled  with  sub- 
heads. The  illustrations  are  nu- 
merous and  are  of  excellent  qual- 
ity, showing  up  well  on  a fine 
grain  glossy  paper.  The  content 
of  the  book  is  of  such  excellent 
quality  that  it  can  be  recommend- 
ed not  only  as  a student’s  textbook 
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(for  which  it  was  originally  de- 
vised) but  also  as  an  excellent  ref- 
erence for  the  practicing  patholo- 
gist and  those  training  in  the  spe- 
cialty of  pathology. 

— James  B.  White,  M.D., 
Fort  Worth. 


Atlas  of  General  Surgery.  J.  R. 
Wilder,  2nd  ed.,  St.  Louis,  C.  V. 
Mosby  Co.,  1964. 

For  this  second  edition  of  Atlas 
of  General  Surgery,  Dr.  Wilder 


has  prepared  essentially  a new 
book.  The  drawings  are  all  new, 
and  additional  sections  have  been 
added  on  vascular,  hand,  and  pel- 
vic surgery  to  bring  the  book  up 
to  the  present  stage  of  surgical 
thinking  and  teaching.  The  pre- 
vious edition  was  in  1955  and  was 
a most  useful  atlas,  and  this  pres- 
ent edition  should  be  even  more 
useful.  The  illustrations  are  of 
excellent  quality  and  clearly  show 
the  points  that  Dr.  Wilder  at- 
tempts to  emphasize.  The  book  be- 


gins with  some  simple  but  neces- 
sary surgical  procedures  such  as 
tracheostomy,  closed  and  open  car- 
diac massage,  and  venous  cutdown 
procedure.  There  are  also  some 
remarks  on  technique  that  should 
be  of  advantage  to  house  officers 
and  beginning  surgeons. 

Like  most  books  of  this  nature, 
this  atlas  will  be  of  primary  in- 
terest in  teaching,  particularly  to 
house  officers. 

— William  Klingensmith,  M.D., 
Amarillo. 


Recent  Deaths 


DR.  J.  A.  ISHERWOOD 

Dr.  John  Alexander  Isherwood 
died  in  San  Antonio  Nov.  14.  He 
had  lived  there  in  retirement  since 
1961.  The  U.  S.  Army  Medical 
Corps  colonel  was  one  day  away 
from  his  63rd  birthday  when  he 
died. 

His  military  career  began  in 
1929,  following  his  graduation 
from  Harvard  University  Medical 
School  in  Boston.  He  interned  at 
Walter  Reed  General  Hospital  in 
Washington,  D.  C. 

British  born,  he  was  the  son  of 
John  and  Alice  Gee  Isherwood.  He 
received  his  preliminary  education 
at  New  Bedford,  Mass.,  and  re- 
ceived a Ph.B.  degree  from  Brown 
University  in  Providence,  R.  1. 

He  was  certified  by  the  Ameri- 
can Board  of  Radiology  in  1947. 

Col.  Isherwood  was  a member  of 
the  Association  of  Military  Sur- 
geons, the  American  Roentgen  Ray 
Society,  the  Radiological  Society  of 
North  America,  Phi  Chi  medical 
fraternity,  Bexar  County  Medical 
Society,  Texas  Medical  Association, 
American  Medical  Association,  and 
was  a fellow  of  the  American  Col- 
lege of  Radiology. 

He  was  the  author  of  several 
papers  published  in  medical  jour- 
nals. 

He  married  the  former  Ruth  B. 
Stanley  of  Waterbury,  Vt.,  on  Aug. 
9,  1930. 

Sbe  survives  as  do  two  daugh- 
ters, Mrs.  David  B.  Walden  of 
London,  Ontario,  and  Mrs.  Domi- 
nick A.  Sama  of  Groton,  Mass.; 
five  sisters,  Mrs.  George  Dexter, 
Mrs.  Albert  Waring,  Mrs.  Clifford 
Foster,  all  of  New  Bedford,  Mass.; 


DR.  J.  A.  ISHERWOOD 


Mrs.  R.  L.  Booth,  Oakland,  Calif.; 
and  Mrs.  Karl  Powers,  Torrance, 
Calif.;  and  four  grandchildren. 


DR.  W.  R.  SWANSON 

Dr.  Wayland  Robert  Swanson,  a 
former  assistant  medical  director 
with  the  State  Department  of  Pub- 
lic Welfare,  died  of  coronary  oc- 
clusion at  his  home  in  Austin  Dec. 
3.  He  was  60. 

He  was  born  in  Elgdn,  Oct.  22, 
1904,  the  son  of  John  N.  and  Sel- 
ma Olivia  Lindquist  Swanson.  He 
was  educated  in  the  Elgin  public 
schools,  attended  the  University  of 
Texas,  Southwestern  University, 
and  Baylor  University  College  of 


Medicine.  He  held  a bachelor  of 
science  degree  from  Southwestern 
and  his  medical  degree  was  con- 
ferred by  Baylor  in  1931.  He  in- 
terned at  U.  S.  Marine  Hospital 
and  served  his  residency  at  Fifth 
Avenue  Hospital,  both  in  New 
York  City. 

Before  coming  to  Austin  in  1962, 
he  had  practiced  since  1934  in 
Taylor. 

He  was  interested  in  poetry  and 
was  the  editor  of  Avalon  Anthol- 
ogy of  Texas  Poets.  A second  in- 
terest was  the  restoration  of  old 
Spanish  missions  in  this  area.  He 
was  one  time  president  of  the  Tex- 
as Old  Missions  Restoration  Asso- 
ciation. Among  his  activities  were 
work  with  Cub  Scouts,  Chamber  of 
Commerce,  and  hunting. 

He  had  been  an  army  officer 
holding  the  rank  of  lieutenant  col- 
onel. 

Dr.  Swanson  was  a former  pres- 
ident of  the  Williamson  County 
University  of  Texas  Ex-Student 
Association.  He  was  city  health 
officer  in  Taylor  for  a number  of 
years.  He  was  a Presbyterian. 

He  was  a past  president  of  Pri- 
vate Clinics  and  Hospitals  Associ- 
ation of  Texas  and  a past  presi- 
dent and  secretary  of  Williamson 
County  Medical  Society.  He  be- 
longed to  Travis  County  Medical 
Society,  Texas  Medical  Associa- 
tion, and  the  American  Medical 
Association  at  the  time  of  his 
death. 

He  married  the  fonner  Bernice 
Ransom  of  Pittsfield,  111.,  on  June 
10,  1936.  The  marriage  ended  in 
divorce. 

Surviving  are  his  three  children: 
John  Swanson,  Madison,  Wis.; 
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James  R.  Swanson,  Rockford,  111.; 
and  Judy  Swanson,  Rochester,  N.Y. 


DR.  E.  M.  STANTON 

Dr.  Elbert  McCoy  Stanton  died 
Sept.  18  of  carcinoma  of  the  pel- 
vis. He  had  practiced  in  Galveston 
for  37  years. 

He  was  born  in  Palestine  on 
Sept.  6,  1900.  His  parents  were 
Sandy  H.  and  Maggie  James  Stan- 
ton. 

Dr.  Stanton  was  educated  at 
West  District  Elementary  School 
and  Central  High  School  in  Gal- 
veston and  received  the  bachelor 
of  science  degree  cum  laude  from 
Wiley  College  in  Marshall.  He 
earned  his  M.D.  degree  at  Meharry 
Medical  School  in  Nashville,  grad- 
uating in  1927. 

On  Nov.  26,  1931,  he  married 
Anita  M.  Decoudreaux  in  New  Or- 
leans. 

He  served  as  a sergeant  in  the 
U.  S.  Army  during  World  War  I. 

A staff  member  of  St.  Mary’s 
Infirmary,  Galveston,  Dr.  Stanton 
held  membership  in  Galveston 
County  Medical  Society,  Texas 
Medical  Association,  and  the  Amer- 
ican Medical  Association.  He  was 
school  physician  of  the  Galveston 
schools  for  30  years. 

He  was  medical  director  of  foun- 
dations and  grants  of  the  Imperial 
Shrine  Organization,  a member  of 
South  Gate  Masonic  Lodge,  Winn 
Consistory,  El  Katif  Shrine  Tem- 
ple, and  a 33rd  degree  Mason. 


DR.  E.  M.  STANTON 


Dr.  Stanton  was  an  Episcopali- 
an. His  hobby  was  fishing. 

He  is  survived  by  his  wife  and 
a son,  Gerald  Lloyd  Stanton  of 
Galveston. 


DR.  A.  G.  BERCHELMANN 

Dr.  Adolph  George  Berchelmann 
of  San  Antonio,  an  inactive  mem- 
ber of  Texas  Medical  Association, 
died  at  his  home  Oct.  28.  He  had 
suffered  a cerebral  vascular  acci- 
dent six  years  ago. 

The  78 -year- old  physician  was 
born  in  Muzquiz,  Coahuila,  Mexi- 
co, but  had  spent  his  life  in  San 
Antonio.  He  received  his  medical 
degree  from  the  University  of 
Louisville  in  1911  and  had  prac- 
ticed medicine  in  San  Antonio  since 
1913. 

He  was  chairman  of  the  Bexar 
County  Board  of  Health  at  one 
time  and  during  World  War  II 
was  chairman  of  Draft  Board  No. 
6.  He  was  an  honorary  staff  mem- 
ber of  Santa  Rosa  Medical  Center 
and  was  responsible  for  chlorina- 
tion of  city  swimming  pools. 

He  was  a member  of  St.  Ann’s 
Catholic  Church  and  had  served  in 
World  War  1. 

Survivors  include  his  wife,  Anne; 
four  sons.  Dr.  August  G.  Berchel- 
mann, Dr.  David  A.  Berchelmann, 
Dr.  John  A.  Berchelmann,  and 
Steven  Berchelmann;  a daughter, 
Mrs.  John  Frazer,  all  of  San  An- 
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tonio;  a sister,  Mrs.  R.  H.  Alport, 
Carlsbad,  N.  M.,  and  19  grand- 
children. 


DR.  C.  K.  DUSON 

Dr.  Craddock  K.  Duson,  a 41- 
year-old  Houston  physician  died 
Nov.  8 in  a Spring  Branch  hos- 
pital. 

An  obstetrician  and  gynecologist. 
Dr.  Duson  was  the  son  of  Mrs.  C. 
P.  Duson  and  the  late  Mr.  Duson 
of  El  Campo.  He  was  bom  in  El 
Campo  on  April  7,  1923,  and  at- 
tended schools  there.  He  went  to 
the  New  Mexico  Military  Institute 
in  Roswell,  studied  at  the  Univer- 
sity of  Texas,  and  received  his 
medical  degree  from  Tulane  Uni- 
versity in  1947. 

He  interned  at  Scott  and  White 
Hospital  in  Temple  and  served 
residencies  at  Methodist  and  St. 
Joseph’s  hospitals  in  Houston. 

He  had  served  two  years  in  the 
U.  S.  Army. 

Dr.  Duson  was  a member  of  the 
First  Presbyterian  Church  of  Hous- 
ton and  of  the  Houston  Country 
Club.  While  attending  the  Uni- 
versity of  Texas  he  was  affiliated 
with  Kappa  Sigma  fraternity,  and 
he  was  a member  of  Phi  Chi  Med- 
ical fraternity  at  Tulane. 

He  was  a member  of  Harris 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  and  the  Amer- 
ican Gynecological  Society. 
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Other  survivors  besides  his  moth- 
er are  a daughter,  Elizabeth  C. 
Duson;  a son,  Douglass  C.  Duson; 
and  a brother,  C.  Pharr  Duson,  all 
of  Houston. 


DR  J.  F.  GAMBLE 

Dr.  Jesse  Franklin  Gamble  of 
Houston  died  Sept.  6 at  his  home. 
He  was  the  victim  of  heart  failure 
and  cancer.  An  honorary  member 
of  TMA,  he  was  a retired  eye,  ear, 
nose,  and  throat  specialist. 

Born  Nov.  5,  1870,  at  Maryville, 
Mo.,  he  was  the  son  of  Benjamin 
F.  and  Sarah  E.  Gamble.  He  re- 
ceived his  B.S.  degree  from  the 
University  of  Texas  in  1904  and 
his  M.D.  degree  in  1908.  He  in- 
terned at  St.  Mary’s  Infirmary  in 
Galveston  and  served  his  residency 
at  New  York  Postgraduate  Medi- 
cal School  and  Hospital  in  New 
York. 

He  began  his  practice  in  Hous- 
ton in  1909,  left  it  to  go  to  war  in 
1917,  and  returned  to  Houston  in 
1922  where  he  stayed  until  his  re- 
tirement. He  was  a captain  in  the 
cavalry  in  the  first  World  War 
and  was  stationed  at  Fort  Des 
Moines,  Iowa.  There,  Jan.  11, 1921, 
he  married  Leah  M.  Abadie. 

He  belonged  to  Harris  County 
Medical  Society,  TMA,  and  AMA, 
and  was  a past  president  of  the 
Texas  Society  of  Ophthalmology 
and  Otolaryngology.  Dr.  Gamble 
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also  was  a member  of  Phi  Beta  Pi 
medical  fraternity. 

Mrs.  Gamble  is  his  only  survivor. 


DR.  H.  J.  BELL 

Dr.  Herbert  Joseph  Bell,  62,  of 
El  Paso  died  Nov.  22. 

A retired  internist,  he  was  an  in- 
active member  of  Texas  Medical 
Association  through  the  El  Paso 
County  Medical  Society. 

Dr.  Bell  entered  the  U.  S.  Army 
in  1933  and  retired  from  the  re- 
serves with  the  rank  of  colonel  in 
1962.  He  organized  and  command- 
ed the  196th  General  Hospital  in 
France  during  World  War  II,  and 
during  the  Korean  War,  he  organ- 
ized the  351st  mobile  surgical  unit. 

He  was  born  Sept.  30,  1902,  in 
Racine,  Wis.,  the  son  of  Joseph  and 
Bertha  Bell.  He  attended  schools 
in  Chicago  and  Racine.  He  received 
his  B.S.  degree  from  the  Univer- 
sity of  Illinois  and  his  M.D.  from 
the  University  of  Illinois  Medical 
School.  In  1931-1932,  he  interned 
at  the  Evangelical  Hospital  in 
Chicago. 

Survivors  are  his  wife,  Mrs.  Eve- 
lyn I.  Bell  of  El  Paso;  two  sons,  Lt. 
Herbert  J.  Bell,  Jr.,  of  Ft.  Bragg, 
N.  C.,  and  Stephen  L.  Bell,  El  Paso; 
a sister,  Mrs.  Winifred  Zu  Mares, 
Chicago;  and  five  brothers,  Ever- 
ett, Lester,  Robert  and  Owen  Bell, 
Chicago,  and  William  Bell,  Lake 
Geneva,  Wis. 
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DR.  J.  M.  PACE 

Dr.  John  M.  Pace  of  Dallas  died 
Nov.  5 in  Rochester,  Minn.  Death 
was  caused  by  a heart  attack. 

He  had  practiced  urology  in  Dal- 
las since  1936.  In  1939  he  was  cer- 
tified by  the  American  Board  of 
Urology.  He  was  attending  urolo- 
gist to  the  Baylor  University  Hos- 
pital, the  Medical  Arts  Hospital, 
and  the  Children’s  Medical  Center 
and  was  consulting  urologist  to  the 
Parkland  Memorial  Hospital,  all  in 
Dallas.  He  was  associate  clinical 
professor  of  urology  at  the  Univer- 
sity of  Texas  Southwestern  Medi- 
cal School. 

Dr.  Pace  had  been  a fellow  of  the 
American  College  of  Surgeons  since 
1939.  He  was  a member  of  the 
American  Urological  Association, 
the  South  Central  Section  of  the 
American  Urological  Association, 
Texas  Urological  Association, 
Southern  Medical  Association, 
Southwestern  Surgical  Congress, 
Dallas  Southern  Clinical  Society, 
Dallas  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  had 
been  a director  of  the  Urologists’ 
Correspondence  Club  for  a number 
of  years. 

Born  in  Cameron,  Oct.  7,  1905, 
he  attended  high  school  in  Haskell 
where  his  father,  the  late  John  W. 
Pace,  founded  the  area’s  first  tele- 
phone system.  Young  Pace  enrolled 
in  Texas  Agricultural  and  Mechan- 
ical College  in  1922,  transferring 
to  the  University  of  Texas  in  1924. 
In  1926  he  entered  the  Baylor  Uni- 
versity College  of  Medicine  and 
there  received  his  M.D.  degree  in 
1931.  He  was  an  intern  in  the  St. 
Louis  City  Hospital  from  July  1, 
1931,  to  July  1,  1932. 

At  this  time  he  went  to  Roches- 
ter, Minn.,  for  four  years  as  a fel- 
low in  urology  of  the  Mayo  Gradu- 
ate School  of  Medicine  of  the  Uni- 
versity of  Minnesota.  He  took 
graduate  training  in  urology  with 
a minor  sequence  in  pathology  and 
was  appointed  a first  assistant  in 
operative  surgery  on  Feb.  1,  1935. 
He  received  the  degree  of  master  of 
science  in  urology  from  the  Uni- 
versity of  Minnesota  in  1935. 

A Presbyterian,  he  was  a mem- 
ber of  the  Dallas  Athletic  Club  and 
Koon  Kreek  Klub. 

Dr.  Pace  is  survived  by  his  wife, 
Louis  Joyce,  of  Dallas;  two  sons, 
Charles  W.  Pace  of  Dallas  and 
John  M.  Pace,  Jr.,  of  Chicago;  his 
mother  of  Haskell;  and  a sister, 
Mrs.  Justin  McCarty  of  Dallas. 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1965.  Annual  Meeting,  New  York  City, 
June  20-24,  1965.  Dr.  F.  J.  L.  Blasin- 
game,  535  Dearborn,  Chicago  10,  Exec. 
Vice  Pres. 

Texas  Medical  Association,  San  Antonio, 
Annual  Session,  April  29 -May  2,  1965; 
Austin,  Public  Relations  Conference,  Sept. 
24-26,  1965  ; Austin,  Conference  for  Coun- 
ty Medical  Society  Officials,  Jan.  15-17, 
1965.  C.  Lincoln  Williston,  1801  N.  La- 
mar, Austin,  Exec.  Sec. 


JANUARY 

Texas  Association  for  Mental  Health,  Aus- 
tin, Jan.  8-9,  1965.  Frank  B.  Self,  4004 
N.  Lamar  Blvd.,  Austin,  Exec.  Sec. 

Texas  Radiological  Society,  Houston,  Jan. 
29-30,  1966.  Dr.  R.  P.  O’Bannon,  1217 
West  Cannon,  Fort  Worth,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Hous- 
ton, Jan.  29-31,  1965.  Dr.  V.  A.  Stem- 
bridge,  Southwestern  Medical  School,  Dal- 
las, Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Austin,  Jan.  15-16,  1965.  Mrs. 
Betty  J.  Anderson,  1012  State  Office 
Bldg.,  Austin,  Exec.  Sec. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio,  Jan.  28-30,  1965. 
S.  E.  Cockrell,  Jr.,  202  W.  French  Place, 
San  Antonio,  Exec.  Sec. 


FEBRUARY 

American  Academy  of  Allergy,  Bal  Hax^ 

hour,  Fla.,  Feb.  13-17,  1965.  Mr.  J.  O. 
Kelley,  756  N.  Milwaukee  St.,  Milwaukee 
2,  Exec.  Sec, 

American  Dermatological  Association,  Boca 
Raton,  Fla.,  Feb.  26-March  2,  1965.  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Roches- 
ter, Minn.,  Sec. 

Texas  Public  Health  Association,  Fort  Worth, 
Feb.  28-March  3,  1965.  J.  N.  Murphy,  Jr., 
P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Urological  Society,  Fort  Worth.  Feb. 
13-14,  1966.  Dr.  William  W.  Wood,  Jr., 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

First  District  Society,  Pecos,  Feb.  6,  1966. 
Dr.  William  R.  Gaddis,  1223  Mills  Bldg., 
El  Paso,  Sec. 


National  and  Regional 

American  Academy  of  Dermatology,  Inc. 
Dr.  R.  R.  Kierland.  Mayo  Clinic,  Roches- 
ter. Sec. 

American  Academy  of  General  Practice,  San 
Francisco,  April  12-15,  1965.  Mr.  M.  F. 
Cahal,  Volker  Blvd.  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Association  of  Obstetricians  and 

Gynecologists.  Dr.  C.  L.  Randall,  100 
Meadow  Road,  Buffalo  16,  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Oct.  14-19.  1965. 
Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Bal  Har- 
bour, Fla.,  April  26-29,  1965.  Dr.  E.  H. 
Christopherson.  1801  Hinman,  Evanston, 
111.,  Exec.  Dir. 

American  Asssociation  of  Plastic  Surgeons, 

Boca  Raton,  Fla.,  May  2-5,  1965.  Dr.  R. 

M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery, 

New  Orleans,  March  29-31,  1965.  Dr.  H. 
T.  Bahnson,  Johns  Hopkins  Hosp.,  Balti- 
more 5,  Sec. 

American  Cancer  Society,  Inc.,  New  York, 

Oct.  25-29,  1966.  Mr.  G.  Whittlesey,  219 
E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists.  Las  Vegas., 
Nev.,  April  4-9,  1965.  Dr.  John  D.  Gil- 
laspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  New 
York  City,  June  17-21,  1966.  Mr.  M.  Kom- 
feld,  112  E,  Chestnut,  Chicago  11,  Exec. 
Dir. 

American  College  of  Gastroenterology.  Mr. 

D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa  Boro, 

N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists, San  Francisco,  April  4-7,  1965. 
Mr.  D.  F.  Richardson,  79  W.  Monroe, 
Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Chicago, 
Mai’ch  22-26,  1965.  Dr.  E.  C.  Rosenow, 
Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 


American  College  of  Surgeons,  Atlantic 

City,  Oct.  18-22,  1965.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa.,  Aug.  22- 
27,  1965.  Dr.  Glenn  Gullickson,  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Gastroenterological  Association, 

Montreal,  May  27-29,  1965.  Dr.  David 
Gayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C, 

American  Gynecological  Society,  New  York, 
May,  1965.  Dr.  C.  J.  Lund,  260  Critten- 
den Blvd.,  Rochester  20,  N.  Y.,  Sec. 

American  Hospital  Association,  San  Fran- 
cisco, Aug,  30-Sept.  2,  1965.  Dr.  Edwin 
L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A. 
Betts,  44  E.  23rd,  New  York  10,  Exec.  Dr. 

American  Medical  Women’s  Association, 

Chicago,  Nov.  10-14,  1965.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Neurological  Association,  Atlan- 
tic City,  N.  J.,  June  14-16,  1965.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Minneapolis, 
Minn.,  June  14-17.  1965.  Dr.  N.  D.  Nigro, 
7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc., 

Chicago,  Oct.  18-22,  1965.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver, Oct.  23-27,  1965.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  HI., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 

Chicago,  Oct.  15-23,  1965.  Miss  Eleanor 
F.  Larson,  445  Lake  Shoi’e  Drive.  Chicago 
11,  Mgr, 

American  Surgical  Association,  Philadel- 
phia, May  13-15,  1965.  Dr.  W.  Altemeier, 
Cincinnati  General  Hospital,  Cincinnati 
29,  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Chicago,  April  9-10,  1966. 
Mr.  H.  E,  Northam,  185  N.  Wabash, 
Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Montre- 
al, May  27,  1965.  Dr.  George  A.  Hallen- 
beck,  Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 
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International  College  of  Surgeons,  Las 

Vegas,  Nev.,  April  25-29,  1965.  Stanley 
E.  Henwood,  1516  Lake  Shore  Dr.,  Chi- 
cago, Sec. 

Medical  Society  of  United  Sates  & Mexico. 

Dr.  James  Nauman.  1603  N.  Tucson  Blvd., 
Tucson,  Anz.,  Sec. 

Radiological  Society  of  North  America,  Mr. 

M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln, 
Neb.,  Sec. 

South  Central  Association  of  Blood  Banks, 

Austin,  March  19-20,  1965.  L.  R.  Guy, 
Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts,  2601 
Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-5,  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va,,  December,  1965.  Dr.  ,J.  D.  Martin. 
Jr.,  Emory  U..  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  New  Orleans, 
La..  March  14-16,  1965.  Dr.  W.  P.  Cole- 
man, 1828  Calhoun  St.,  New  Orleans,  La., 
Sec. 

Southwestern  Medical  Association,  Dr.  Zig- 

mund  Kosicki,  1220  North  Stanton  St., 
El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference. 

Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 

Dallas,  March  26-28,  1965.  Dr.  J.  R.  Max- 
field,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress,  Hot 
Springs,  Ark.,  May  10-13,  1966,  Dr.  R.  B. 
Howard,  301  Pasteur  Bldg.,  Oklahoma  City 
3,  Okla. 


State 

South  Texas  District,  American  College  of 
Surgeons,  San  Antonio.  May  20,  1965.  Dr. 
August  Herff,  Jr.,  1626  Nix  Professional 
Bldg.,  San  Antonio,  Sec. 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1965.  Mr.  D.  C.  Jackson,  1905 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine.  Dr. 
Warren  W.  Moorman,  901  W.  Leuda,  Fort 
Worth,  Sec. 

Texas  Air-Medics  Association,  San  Antonio, 
April  29-May  2,  1966.  Dr.  C.  F.  Miller, 
Box  1338,  Waco  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists.  Fort  Worth,  March  6,  1965. 
Dr.  James  T.  Downs,  3707  Gaston  Avenue. 
Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Fort  Worth,  March  1,  1966.  Dr. 
Francine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, San  Antonio,  April  29-May  2,  1965. 
Dr.  G.  K.  Womack,  1402  Nueces,  Austin, 
Sec. 


Texas  Chapter,  American  College  of  Chest 
Physicians,  San  Antonio,  April  29-May  2, 
1966.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva 
St.,  San  Antonio,  Sec. 

Texas  Dermatological  Society,  San  Antonio, 
April  29-May  2,  1965.  Dr.  M.  A.  Forbes, 
607  W.  14th  Street,  Austin.  Sec. 

Texas  Diabetes  Association,  San  Antonio, 
April  29 -May  2,  1965.  Dr.  Leonard  R. 
Robbins,  3618  Yoakum,  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 
Arlington,  June  2,  1965.  Mr.  C.  W.  Rei- 
mann,  6014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19,  1965.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 

Texas  Hospital  Association,  Houston,  May 
16-19,  1965.  O.  Ray  Hurst.  6225  U.  S. 
Highway  290  E. , Austin.  Exec.  Sec. 

Texas  Industrial  Medical  Association,  San 
Antonio,  April  28-May  2,  1965.  Dr.  James 
K.  Stewart,  P.  O.  Box  3311,  Beaumont, 
Sec. 

Texas  Neuropsychiatric  Association,  San 
Antonio,  April  29-May  2,  1965.  Dr.  Jake 
Peden,  Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  San 
Antonio,  April  29-30,  1966.  Dr.  J.  L. 
Mims,  Jr.,  730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  San  An- 
tonio, May  1,  1965.  Dr.  Margaret  Wat- 
kins, 3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  San 
Antonio,  April  29-30,  1965.  Dr.  Norman 
Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25,  1965.  Dr.  C.  E.  Gilmore.  811  Bon- 
ham, Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  San  Antonio,  April  29 -May  2, 
1966.  Dr.  Charles  Peterson,  1333  Mour- 
sund,  Houston,  Sec. 

Texas  Proctologic  Society,  San  Antonio, 
April  29-May  2,  1966.  Dr.  T.  Melton,  636 
Hermann  Professional  Bldg.,  Houston, 
Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10.  Sec. 

Texas  Rheumatism  Association.  Dr.  J.  Kem- 
per, 6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  San  An- 
tonio, May  1-2,  1965.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  on  Aging.  Mi-s.  Edith  De- 
Busk.  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
San  Antonio,  April  29-May  2,  1965.  Dr. 
Dan  Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology. Dr.  Jack  B.  Lee.  409  Camden 
St.,  San  Antonio,  Sec. 

Texas  Society  of  Plastic  Surgeons,  San  An- 
tonio, April  29,  1966.  Dr.  John  Gannon, 
1433  Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Stale  Board  of  Medical  Examiners, 
Fort  Worth,  June  21-23,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 


Texas  Surgical  Society,  Dallas,  April  4-6, 
1965.  Dr.  W.  B.  King,  Jr.,  2320  Columbus 
Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  San  An- 
tonio, April  29-May  2,  1966.  Dr.  J.  C. 
Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  Houston, 
March  18-20,  1965.  Mrs.  Pauline  K.  Mat- 
this,  2406  Manor  Road,  Austin,  Exec.  Dir. 

United  States-Mexico  Border  Public  Health 
Association,  Los  Angeles,  June  7-10,  1965. 
Dr.  Jorge  Jimenez -Gandica,  501  U.  S. 
Court  House,  El  Paso,  Sec. 

District 

Third  District  Society,  Lubbock,  Oct.  9, 
1965.  Dr.  Louis  Devanney,  2209  W.  7th. 
Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus 
Christi,  July  9-10,  1965.  Dr.  J.  E.  Al- 
bright, 2481  Medical  Center,  Corpus 
Christi,  See. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin.  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Brenham,  March  18, 
1965.  Dr.  William  Sherrill,  3618  Mt.  Ver- 
non, Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Athens,  March 
26,  1966.  Dr.  F.  Verheyden,  400  S.  Rags- 
dale, Jacksonville,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Mineral  Wells, 
May  4,  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr. 
A.  O.  Jensen,  Suite  N-1,  Medical  Center* 
Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-24,  1966.  Dr.  J.  Morris 
Horn,  3707  Gaston,  Dallas,  Dir. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  8-11,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City.  Oct.  25-27.  1965.  Miss  Alma 
F.  O’Donnell,  603  Medical  Arts  Bldg., 
Oklahoma  City  2.  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston.  July  12-14,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg..  Houston  26.  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Harry  H. 
Miller.  Gulf  Coast  Hospital.  Baytown, 
Sec. 
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Responsibility  Sustains 
Physicians’  Heritage 

A SHORT  TIME  ago  I was  interviewed  by  a lady 
of  the  press.  This  is  a unique  experience  for  a doc- 
tor— the  doctor  usually  asks  the  questions  and  the 
patient  provides  the  answers.  Among  the  many 
questions  “put”  to  me  by  this  lady  was  a routine 
one  which  I might  reasonably  expect  to  be  asked, 
and  one  I have  heard  before.  But  when  confronted 
by  this  question,  desiring  to  give  a plausible,  mean- 
ingful, and  sincere  answer,  I found  it  difficult — 
difficult  to  reduce  all  my  feelings,  those  concrete 
and  those  less  tangible,  to  one  convincing  and  ra- 
tional statement.  The  question  was,  “Why  did  you 
decide  to  become  a doctor?”  My  answer,  and  I 
imagine  that  it  will  apply  to  most  of  us,  was  simply 
this : “The  admiration  and  great  respect  for  the  men 
in  medicine  whom  I was  privileged  to  know  during 
my  early  years  generated  the  stimulus  to  want  to 
be  a doctor.” 

This  brings  up  other  questions.  What  made  these 
men  enviable?  What  made  them  individuals  one 
would  hope  to  emulate?  In  my  judgment,  they  were 
men  with  a dedication  to  their  profession.  They 
were  men  of  conscience  and  sympathy;  they  were 
men  of  high  moral  caliber,  men  who  put  service 
above  self,  men  who  were  interested  in  humanity 
as  well  as  human  beings,  and  who  were  interested 
in  the  community  as  well  as  the  individuals. 

If  all  this  be  true  then  this  is  our  heritage,  and 
no  such  heritage  is  given  or  can  survive  without 
exacting  certain  responsibilities.  It  is  my  belief  that 
our  responsibilities  lie  in  three  general  areas. 

First  is  our  care  for  and  of  our  patients.  This 
is  personal.  This  is  a matter  of  conscience.  This 
is  the  bedrock  on  which  satisfaction  in  medical 
practice  must  rest  and  draw  its  strength. 

Second  is  our  interest  and  participation  in  our 
county  medical  society.  The  society  represents  our 
grouping  together  for  self-improvement,  for  self- 
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criticism,  self-censure,  and  for  attaining  a 
unified  and  effective  approach  to  aiding  in 
matters  of  public  health. 

Third  is  our  interest  and  participation  in 
community  affairs.  This  embraces  active 
support  of  good  works,  active  support  of  cul- 
tural elements  in  the  community,  and  an  in- 
formed and  enthusiastic  participation  in  the 
planning  for  the  future  of  the  community. 

Thus  we  have  goals  and  ambitions  directed 
toward  patient  care,  medical  society  activity, 
and  community  service.  How  can  we  or- 
ganize our  affairs  so  as  to  make  the  objec- 
tives reasonably  attainable? 

The  concept  of  the  laser  beam  is  intriguing 
to  me.  In  the  production  of  the  laser  beam, 
rays  of  ordinary  light  are  introduced  into  a 
special  apparatus.  In  this  apparatus,  these 
divergent  and  independently  behaving  light 
rays  are  organized  so  that  they  are  parallel, 
in  phase  or  in  step  one  with  the  other,  and 
traveling  in  the  same  direction  toward  the 
same  destination.  The  beam  thus  produced 
has  an  enormous  power  potential,  the  even- 
tual capabilities  of  which  are  yet  unexplored. 

If  we,  in  a similar  manner,  can  examine, 
rearrange,  and  define  our  goals  and  ambi- 
tions for  our  patients,  for  our  county  socie- 
ty, and  for  our  community  so  that  they  are 
parallel,  in  phase  or  in  step,  and  traveling 
in  the  same  direction  toward  the  same  desti- 
nation, I believe  that  again  can  be  created 
a powerful  and  effective  force  for  the  good 
of  us  all. 

— Herman  W.  Anderson,  Jr.,  M.D., 

Fort  Worth. 


Editor’s  Note:  Dr.  Anderson  is  the  new  presi- 
dent of  the  Tarrant  County  Medical  Society.  This 
article  is  an  excerpt  from  his  speech  of  acceptance 
of  the  office. 


Meet  the  Authors 

W ITH  THIS  ISSUE.  Texas  Medicine  initi- 
ates  a new  page  to  introduce  its  readers  to 
the  authors  of  scientific  articles.  “Meet  the 
Authors”  will  appear  regularly  between  the 
editorial  and  scientific  sections. 

Conveniently  arranged  for  quick  referral 
and  easy  reading,  the  page  provides  perti- 
nent details  about  the  men  and  women  who 
contribute  to  each  issue.  Turn  to  page  91, 
and  meet  the  authors. 


Benefits  for  Disabled 
Hinge  on  Doctor’s  Report 

Approximately  29,000  Texas  residents 

are  expected  to  file  claims  for  Social  Secur- 
ity disability  benefits  this  year.  Judging 
from  past  experience,  Texas  physicians  will 
submit  some  75,000  medical  reports  on  their 
own  patients  in  connection  with  these  claims. 
One  can  readily  see  that  the  cooperation  of 
physicians  in  providing  needed  medical  data 
is  indispensable  in  administering  the  dis- 
ability program. 

The  Social  Security  disability  program  is 
intended  to  provide  partial  replacement  of 
earnings  for  applicants  and  dependents  who 
have  lost  such  income  by  reason  of  the  cov- 
ered employee’s  disability.  To  attain  cov- 
erage an  applicant  must  have  worked  in  cov- 
ered employment  in  20  of  the  previous  40 
calendar  quarters.  Disability  under  this  pro- 
gram is  defined  as  “inability  to  engage  in 
substantial  gainful  activity  because  of  a 
medically  determinable  physical  or  mental 
impairment  that  can  be  expected  to  be  of 
long-continued  and  indefinite  duration  or  to 
result  in  death.”  Consideration  is  made  vo- 
cationally for  age,  education,  and  occupa- 
tional experience.  The  applicant  has  the  re- 
sponsibility to  provide  for  medical  evidence 
from  attending  sources.  The  medical  evidence 
must  be  sufficiently  detailed  to  allow  an  in- 
dependent physician  to  arrive  at  the  same 
diagnosis,  prognosis,  and  conclusion  offered 
in  the  medical  reports. 

A group  of  your  colleagues  in  private  prac- 
tice in  Austin  serve  on  a part-time  basis  as 
medical  consultants  to  the  Texas  Education 
Agency  which  makes  determinations  for 
Texas  applicants.  Our  purpose  is  to  assure 
a medically  sound  determination  of  disabil- 
ity combined  with  the  educational  and  voca- 
tional factors  considered.  No  determination 
is  complete  without  review  by  a medical 
consultant.  Our  consultants  do  not  see  the 
applicants,  but  must  evaluate  their  medical 
problems  from  the  data  submitted  by  attend- 
ing physicians.  To  evaluate  impairments  re- 
lating to  disability,  more  data  frequently  are 
needed  than  are  often  required  for  the  in- 
stitution of  therapy. 

Texas  has  been  asked  to  paiTicipate  in  a 
two-fold  experiment  aimed  at  easing  the 
medical  reporting  task,  and  at  extending  the 
scope  of  supplementing  evidence  available  at 
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the  established  family  practice  relationship. 
First,  we  introduced  a new  form  on  October 
1,  1964,  with  more  adequate  space  for  re- 
porting, and  outlined  along  the  form  of  ac- 
customed medical  recording.  It  is  less  struc- 
tured than  the  previous  form.  Attending 
physicians  might  still  find  it  more  convenient 
to  send  copies  of  records  or  a narrative  re- 
port, and  this  is  acceptable.  Second,  we  plan 
some  new  methods  of  obtaining  supplemen- 
tary records  and  evidence  from  attending 
physicians.  We  have  previously  utilized  form 
and  letter  questionnaires. 

On  occasions,  the  clinical  data  provided 
have  been  adequate  for  treatment  purposes, 
which  naturally  is  the  attending  physician’s 
major  concern.  In  some  cases,  this  informa- 
tion is  not  detailed  enough  to  permit  evalu- 
ation of  long-term  or  continued  severity, 
chronology,  residual  capacities,  and  func- 
tional limitations.  These  are  as  important 
as  therapy  and  response  in  evaluating  an 
impairment  for  disability  factors.  When  such 
additional  information  is  necessary,  it  is 
planned  that  a medical  consultant  will  phone 
an  attending  physician  to  explain  what  data 
are  needed  and  why.  If  it  is  already  avail- 
able to  the  attending  physician,  he  might  be 
able  to  provide  it  at  the  time  of  the  call.  If 
not,  he  will  be  asked  to  see  the  applicant  for 
an  office  visit  or  to  perform  laboratory  or 
diagnostic  procedures  for  remuneration  at 
the  Texas  Education  Agency  fee  schedule. 

It  is  hoped  that  such  contacts  will  help 
establish  improved  rapport  between  the  prac-  ^ 
ticing  physician  and  the  medical  component 
of  this  program.  At  the  same  time,  we  feel 
it  will  further  foster  the  established  patient- 
physician  relationship  and  avert  the  need  for 
some  of  the  independent  arrangements  for 
consultative  examinations  that  have  been 
necessary  in  the  past.  The  performance  of 
purchased  supplementary  evaluation  and  pro- 
cedures by  the  attending  physician  should  be 
mutually  beneficial  to  all  concerned.  These 
contacts  also  should  improve  and  make  easier 
future  reporting  by  attending  physicians  as 
the  profession  generally  becomes  more  ac- 
quainted with  the  type  of  information  re- 
quired for  disability  evaluation. 

— Albert  F.  Vickers,  M.D.,  Austin.* 

*Senior  Medical  Consultant,  Division  of  Disability 
Determination,  Texas  Education  Agency. 


Traveling  Symposium 
Aids  Medical  Assistants 

The  TEXAS  MEDICAL  Assistants  Asso- 
ciation  is  dedicated  to  the  ideal  that  only 
through  education  can  its  members  best 
serve  their  professional  employers  and  the 
public;  and,  through  lectures,  films,  and 
workshops,  the  local  chapters  are  working 
to  accomplish  this  mission. 

The  TMAA  recognized  that  quality  pro- 
grams were  not  always  readily  available  to 
all  chapters  and  that  more  comprehensive 
programs  would  stimulate  interest;  there- 
fore, in  1963  the  Traveling  Educational 
Symposium  was  conceived  to  meet  this  need, 
and  pilot  programs  have  been  carried  to  sev- 
eral areas  of  the  state.  It  has  been  most 
successful,  and  the  TMAA  is  now  ready  to 
expand  this  service. 

Each  symposium  includes  the  following 
subjects : The  Art  of  Being  a Medical  Assist- 
ant, Billing  and  Collecting,  How  to  Keep 
Out  of  Legal  Trouble,  Medical  Ethics,  Ster- 
ilization Procedures  for  the  Medical  Office 
(Wyeth  film).  Doctor- Medical  Assistant- 
Patient  Relationship,  and  Your  Professional 
Growth. 

To  avoid  interference  with  office  hours 
these  meetings  are  held  on  Sundays.  The 
physicians  and  their  assistants  in  each  area 
are  notified  by  letters  well  in  advance  of  the 
scheduled  date. 

Symposiums  scheduled  for  the  near  future 
include  one  in  San  Angelo  on  Feb.  14  at  the 
Town  House  Hotel,  and  one  in  El  Paso  on 
March  7 at  the  Rodeway  Inn  Restaurant. 
Plans  are  under  way  to  present  the  program 
in  Abilene  and  Paris  during  April. 

The  TMAA  is  a valuable  asset  to  the 
health  team.  Its  constitution  specifically 
prohibits  the  use  of  this  organization  as  a 
collective  bargaining  agency.  All  members 
of  your  office  staff  are  invited  to  attend  the 
symposium  and  are  also  eligible  for  mem- 
bership in  the  association. 

The  Texas  Medical  Association  has  en- 
dorsed the  Traveling  Educational  Symposi- 
um by  grants  to  aid  in  financing  this  worth- 
while project;  however,  the  support  of  indi- 
vidual physicians  is  needed — not  by  contri- 
bution of  money  but  by  encouraging  our  own 
office  assistants  to  attend  the  symposium 
and  to  be  active  in  the  local  chapters. 

— Robert  Mayo  Tenery,  M.D.,  Waxahachie. 
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True  Eldercare  Program 
Accentuates  the  Positive! 

With  the  announcement  on  Jan. 

27  that  Representatives  A.  Sidney  Herlong, 
Jr.  (D.,  Fla.),  and  Thomas  B.  Curtis  (R., 
Mo.)  had  introduced  the  Herlong-Curtis 
Eldercare  bill  (H.R.  3727),  American  medi- 
cine had  a program  it  could  approve  whole- 
heartedly for  the  good  of  our  older  citizens. 

The  bill,  which  is  basically  the  Doctors’ 
Eldercare  Program,  utilizes  the  virtues  of 
the  Kerr-Mills  Law,  while  at  the  same  time 
changing  the  one  aspect  which  had  caused 
concern  in  some  quarters  and  which  had  been 
distorted  frequently  by  the  proponents  of 
the  Medicare  tax  scheme. 

This  bipartisan-sponsored  program  was 
hailed  by  Dr.  Donovan  F.Ward,  AMA  Presi- 
dent, as  “a  breakthrough  of  historic  impor- 
tance to  all  citizens  in  the  drive  to  provide 
people  over  65  with  a wide  range  of  health 
care  to  meet  their  individual  needs.”  This 
is  an  accurate  and  concise  evaluation  of  the 
basic  points  of  the  Eldercare  Program. 

It  establishes  eligibility  quickly  by  means 
of  a simple  statement  of  income,  and  with- 
out a welfare  department  type  of  investiga- 
tion. Thus,  those  applying  would  have  their 
eligibility  determined  before  illness  strikes, 
and  without  an  involved  “means  test”  which 
has  been  unfairly  called  a “paupers’  oath.” 

Under  the  Eldercare  Program,  as  under 
the  Kerr-Mills  Law,  those  eligible  could  re- 
ceive coverage  of  physicians’  care,  surgical, 
and  drug  costs,  as  well  as  hospital  and  nurs- 
ing home  charges.  Free  choice  would,  of 
course,  be  assured,  since  there  would  be  no 
requirement  of  governmental  contracts  with 
the  institution,  or  governmental  approval  of 
prescribed  care. 

Coverage  would  be  provided  through  a 
medical  care  policy.  Those  whose  incomes 
are  below  the  limits  set  by  each  state  would 
pay  nothing  for  the  policy.  Others  would 
contribute  a part  of  the  cost  of  the  policy, 
depending  on  their  levels  of  income.  That 
portion  not  paid  by  program  recipients 
would  be  financed,  again  as  in  Kerr-Mills, 
through  federal  - state  matching  funds,  col- 
lected from  general  revenue.  This  insures 
that  all  who  pay  taxes  would  contribute  a 
fair  and  proportionate  share,  rather  than 


relying  on  a regressive  tax  as  the  Medicare 
tax  plan  would  demand. 

Blue  Cross,  Blue  Shield,  and  private  health 
insurance  companies  would  be  utilized  in  the 
Eldercare  Program.  By  bringing  them  into 
the  picture,  we  get  experienced  administra- 
tion. And  we  protect  the  free  enterprise  sys- 
tem which  has  made  this  nation  a great  one. 

Finally,  the  Eldercare  Program  would  per- 
mit, but  not  require,  states  to  transfer  ad- 
ministration of  the  plan  from  the  welfare 
departments  to  their  health  departments. 
Many  states  have  not  been  as  fortunate  and 
happy  as  Texas  has  been  with  the  welfare  de- 
partment administering  the  Kerr-Mills  Pro- 
gram. This  new  freedom  offers  not  only  the 
logic  of  placing  health  care  in  the  hands  of 
those  trained  to  administer  it,  but  it  also 
eliminates  inequities  under  which  many  wel- 
fare departments  serve  in  administering 
MAA  benefits.  Such  benefits  often  make  the 
welfare  department’s  budget  look  unrealis- 
tically large,  for  it  must  provide  for  monies 
which  are  merely  turned  over  by  the  depart- 
ment for  medical  services  rendered.  Yet  the 
state  taxpayer,  not  always  mindful  of  this 
fact,  may  complain  of  the  “small”  case  load 
handled  under  what  he  believes  to  be  a large 
and  ample  budget.  Welfare  departments, 
too,  with  personnel  trained  and  dedicated  to 
caring  for  long-term  and  widespread  needs 
of  those  on  their  rolls,  must  spend  valuable 
time  and  energy  for  what,  under  MAA,  is 
really  a relatively  brief  service,  and  one 
which  concerns  itself  with  a need  that  is 
purely  economic. 

Thus  it  is  that,  through  the  eyes  of  the 
physician,  the  Eldercare  Program  (H.R. 
3727)  is  truly  a benefit,  not  only  to  its  pros- 
pective recipients  but  also  to  the  American 
people.  It  provides  more  care  for  those  over 
65  than  Medicare;  it  provides  that  care  to 
those  who  really  need  it,  yet  it  makes  their 
claim  of  need  a simple  and  dignified  pro- 
cedure. 

It  asks  the  taxpayer  to  do  only  what  he, 
as  a citizen,  is  more  than  willing  to  do — to 
contribute  a small  share  of  his  taxes  for 
those  less  fortunate  than  he.  It  guarantees 
that  there  will  be  no  widespread  “give- 
away” of  his  hard-earned  money  to  any  and 
all,  rich  as  well  as  average,  simply  because 
they  have  reached  a certain  age. 

Finally,  and  most  important  to  you  and 
me,  is  the  fact  that  it  assures  the  physician 
of  the  freedom  to  treat  and  to  prescribe  care 
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under  the  one  vital  criterion  by  which  he 
follows  his  Oath:  the  good  of  his  patients. 

The  Herlong-Curtis  Eldercare  bill  of  1965 
truly  “accentuates  the  postive!” 

— Milford  O.  Rouse,  M.D.,  Dallas. 
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Liberal  View  Challenged 

The  article  in  the  December  issue  by  Dr. 
W,  E.  Lockhart  certainly  states  a popular 
I group  of  opinions,  albeit  less  so  among  doc- 
tors. 

He  says,  “Most  of  the  doctors  I know  be- 
lieve in  the  good  purposes  of  the  government 
of  the  United  States  of  America.”  A favor- 
ite fantasy  of  our  liberal  friends  is  to  speak 
of  the  federal  government  as  if  it  were  a 
responsible  individual  with  a conscience  and 
a personal  commitment  to  the  Almighty. 
There  are  undoubtedly  individuals  in  high 
places  in  government  with  “good  purposes” 
— there  are  others  with  not-so-good  pur- 
poses. It  is  difficult  to  judge  the  aims  and 
motives  of  the  army  of  individuals  who  are 
, spoken  of  collectively  as  “the  government,” 
but  it  is  undoubtedly  wise  to  restrict  their 
powers. 

The  article  goes  on:  “They  [most  of  the 
doctors  I know]  all  have  some  misgivings 
I and  divergence  of  opinion  on  any  matter, 

i but  deep  down  there  is  loyalty  and  confi- 
dence in  our  government.”  We  certainly 
j should  maintain  a deep  loyalty  to  our  system 
i of  government,  to  our  laws,  and  to  our  Con- 
stitution. At  the  same  time  we  had  better 
keep  a healthy  skepticism  regarding  the  mo- 
tives of  the  specific  men  in  high  office  at 
. any  given  time. 

j Dr.  Lockhart’s  article  is  replete  with  oth- 
I er  well-known  liberal  fantasies.  He  states: 

, “This  prosperity  [American]  can  spread 
throughout  the  world,  ending  war  and  fam- 
ine and  reducing  poverty,  ignorance,  and 
prejudice.”  Does  he  really  believe  that  pros- 
perity will  prevent  war?  Did  Alexander  in- 


vade Persia  to  get  food  for  his  Macedonians, 
or  Hitler  march  into  Poland  because  Ger- 
many was  poverty-stricken?  Would  the  In- 
ternational Communist  Party  abandon  its 
century-old  dream  of  world  domination  if 
America’s  wealth  were  entirely  dissipated 
(“redistributed”)  as  gifts  or  “loans”  to  the 
communist  nations?  Res  ipsa  loquitur. 

He  speaks  of  the  abolition  of  prejudice, 
but  his  own  prejudices  shine  brightly  when- 
ever he  mentions  a conservative  speaker  or 
conservative  viewpoint.  We  are  all  preju- 
diced and  will  likely  remain  so  as  long  as 
we  breathe  air  and  posssess  an  opj)onens 
pollicis. 

The  article  supports  a government  pro- 
gram of  compulsory  health  care  under  the 
Social  Security  System  (over  age  65  to  be- 
gin with).  Dr.  Lockhart  states:  “If  we  doc- 
tors continue  in  the  role  of  obstructionists, 
going  down  in  defeat  in  race  after  race,  our 
image  will  diminish  with  the  charge  of  self- 
ishness.” 

All  obstructionism  isn’t  bad,  just  as  all 
change  isn’t  progress.  I believe  the  medical 
profession  should  do  whatever  it  can  to  ob- 
struct those  who,  through  enactment  of  a 
scheme  of  compulsory  government  medicine, 
would  deprive  our  patients  of  the  finest  sys- 
tem of  medical  care  yet  devised  and  us  of 
our  professional  freedom. 

If  we  continue,  as  individuals,  to  upgrade 
our  levels  of  patient  care,  while  making  sure 
that  no  patient  goes  without  a doctor,  re- 
gardless of  ability  to  pay  or  whatever  time 
of  night  he  may  need  us,  we  can  perhaps 
preserve  our  free  system  of  medical  care, 
under  which  our  patients  have  been  so  well 
served. 

Sincerely, 

Robert  F.  Jones,  M.D., 

Dallas. 


TMAA  Programs  Worthy  of  Support 

Our  loyal  medical  assistants  take  much  of 
the  burden  from  us,  and  add  much  to  the 
efficiency  and  stabilization  of  our  offices. 
Their  efforts  to  improve  their  capabilities 
deserve  our  support. 

Too  few  of  our  employees  belong  to  the 
Texas  Medical  Assistants  Association,  a 
branch  of  the  American  Association  of  Med- 
ical Assistants  which  was  organized  in  1956 
by  representatives  from  30  states.  The  or- 
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ganization  now  has  more  than  10,000  mem- 
bers from  40  states,  and  yet  this  is  only  a 
small  number  of  the  assistants  who  are  eligi- 
ble for  membership.  It  was  the  founders’ 
desire  to  inspire  members  to  render  honest, 
loyal,  and  more  efficient  service  to  the  pro- 
fession and  to  the  public;  to  cooperate  with 
the  medical  profession  in  improving  public 
relations;  to  render  educational  service  for 
the  self-improvement  of  its  members ; and  to 
stimulate  a feeling  of  fellowship  and  co- 
operation among  the  societies. 

Although  Texans  were  among  the  foun- 
ders, there  are  only  22  organized  chapters 
in  our  state.  Having  been  actively  associ- 
ated with  the  Bexar  County  group,  I can 
honestly  say  that  the  women  who  belong  to 
this  organization  work  hard  and  benefit 
themselves  and  the  doctors  for  whom  they 
work.  I strongly  recommend  that  we  en- 
courage more  of  our  aides  to  join.  It  would 
be  a fine  gesture  on  our  part  if  we  offered 
to  pay  the  small  annual  membership  fee. 
There  are  also  meetings  of  an  educational 
and  scientific  nature  to  which,  in  my  opin- 
ion, we  also  should  give  financial  assistance. 

In  addition  to  its  educational  program, 
the  group  has  been  instrumental  in  estab- 
lishing college  level  education  for  medical 
assistants.  Typical  of  the  movement  is  that 
represented  at  San  Antonio  College  where 
two  years  ago  representatives  from  the 
Bexar  County  Medical  Society,  Bexar  Coun- 
ty Medical  Assistants  Society,  and  San  An- 
tonio College  met  to  organize  an  accredited 
two-year  course.  To  date,  more  than  100 
students  have  registered  and  the  course  is 
growing  steadily  in  number  and  stature. 
New  building  plans  include  one  floor  for  the 
medical  assistants  teaching  program,  where 
model  offices,  examining  rooms,  and  labora- 


tory space  will  be  equipped  for  in-school 
teaching  and  practice.  The  basic  sciences 
are  covered  and  the  course  also  includes  med- 
ical terminology,  medical  stenography,  ster- 
ilization techniques,  and  basic  instruction 
about  drugs,  electrocardiography,  laboratory 
procedures,  and  telephone  and  general  office 
procedures. 

Similar  programs  are  being  started  in 
Tyler,  Corpus  Christi,  Dallas,  and  other 
cities.  I recommend  that  more  qualified 
young  women  be  encouraged  to  enroll  in 
these  courses.  I also  recommend  that  we  en- 
courage our  non-member  assistants  to  join 
and  to  participate  in  the  social,  scientific, 
and  educational  sessions. 

Some  of  the  active  leaders  of  TMAA 
drive  many  miles  on  weekends  to  help  or- 
ganize new  groups,  stimulate  interest,  and 
to  help  present  educational  symposia,  I con- 
gratulate these  women ; they  all  deserve 
more  recognition. 

The  Texas  Medical  Association  has,  in  the 
past,  made  a small  contribution  for  educa- 
tional purposes,  and  I believe  that  this  should 
be  continued  and  probably  increased  so  that 
a greater  number  of  assistants  may  benefit 
from  this  program. 

The  national  annual  certification  exami- 
nation will  be  held  in  Texas  in  June,  1965. 
By  stimulating  interest  at  this  time  we  can 
help  to  assure  a good  national  showing  for 
Texas. 

It  is  my  belief  that  we  as  doctors  should 
give  full  support  to  the  TMAA  program,  for 
we  are  the  ones  who  will  derive  the  most 
benefit. 

Sincerely, 

David  T.  McMahon,  Jr.,  M.D., 

San  Antonio. 
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personal  ^ opinions 
and  views 

The  Etiquette  of  Seierrols 

Physicians  who  are  concerned  because 
patients  do  not  return  after  referral  for  con- 
sultation and  specialists  who  are  worried  be- 
cause they  are  receiving  fewer  referrals  may 
do  well  to  examine  their  medical  manners. 

The  following  case  report  illustrates  how 
infractions  of  medical  etiquette  resulted  in 
misunderstanding  and  ill-feeling,  all  of  which 
could  have  been  avoided  by  adherence  to 
time-honored  rules  of  courtesy  for  referring 
physicians  and  consultants. 

Dr.  Jones,  a general  surgeon  in  a subur- 
ban community,  treated  Mrs.  Smith  for  a 
burn  on  the  dorsum  of  the  left  forearm  in- 
curred when  she  spilled  hot  grease.  The 
burn  appeared  to  be  second  degree  when  she 
was  first  seen,  but  one  week  later  Dr.  Jones 
felt  that  it  might  be  deeper  and  advised  the 
patient  of  the  ultimate  possibility  of  a skin 
graft.  Mrs.  Smith  then  asked  if  she  could 
be  referred  to  a plastic  surgeon  for  an  opin- 
ion, but  the  physician  told  her  that  this  was 
not  necessary  since  he  would  do  the  graft 
^ himself,  if  needed.  She  repeated  her  request 
three  days  later  but  received  the  same  an- 
swer. After  another  week  Dr.  Jones  was 
still  in  doubt  and  advised  the  patient  to  see 
Dr.  Brown,  a plastic  surgeon  in  a nearby 
city;  however,  he  did  not  call  or  write  to 
make  the  appointment. 

Dr.  Jones  heard  no  more  of  the  patient 
until  she  called  four  weeks  later  to  say  that 
Dr.  Brown  had  grafted  the  area  with  an  ex- 
cellent result.  She  also  said  that  she  would 
be  unable  at  that  time  to  pay  his  bill  for  the 
initial  care  because  Dr.  Brown’s  fee  had  been 
much  higher  than  she  had  expected ; further- 
more, she  said.  Dr.  Brown  had  told  her  that 
Dr.  Jones  should  have  referred  her  one  week 
earlier.  Dr.  Jones  was  furious  with  the  plas- 
tic surgeon  because  he  had  performed  the 
graft,  had  charged  a higher  fee  than  the 
patient  could  afford,  and  had  sent  no  writ- 
ten report.  He  also  felt  that  Dr.  Brown  had 
no  reason  to  suggest  that  the  patient  should 
have  been  referred  earlier. 


Section  8 of  the  “Principles  of  Medical 
Ethics”  states:  “A  physician  should  seek 
consultation  upon  request;  in  doubtful  or 
difficult  cases;  or  whenever  it  appears  that 
the  quality  of  medical  service  may  be  en- 
hanced thereby.”  This  section  is  clear  in 
its  meaning — we  should  seek  consultation 
on  our  own  initiative  whenever  possible  for 
those  patients  whose  diagnosis  is  obscure  or 
who  present  difficult  problems  in  therapy. 
Certainly,  the  physician  who  feels  slighted 
when  a patient  or  his  family  requests  a con- 
sultation is  obviously  either  insecure  or  com- 
pletely egocentric. 

Modem  specialization  in  medicine  has 
made  the  need  for  consultations  essential  in 
daily  practice;  however,  both  referring  phy- 
sicians and  consultants  often  forget  that 
rules  of  medical  etiquette  are  still  in  effect. 
This  negligence  leads  to  misunderstanding 
between  individual  members  of  our  profes- 
sion, and  at  the  same  time  deprives  the  pa- 
tient of  the  benefits  to  be  derived  from 
“putting  two  heads  together.” 

The  traditional  fundamental  concepts  in-  / 
volved  are  that  consultations  are  to  be  con- 
ducted in  the  best  interests  of  the  patient, 
that  the  physicians  are  to  be  considerate  of 
each  other  and  the  family,  and  that  the  posi- 
tion of  the  family  physician  is  to  be  respected. 
Most  referral  problems  arise  from  failure  to 
follow  these  concepts  and  from  lack  of  com- 
munication between  the  physicians. 

With  these  thoughts  in  mind  let  us  examine 
the  actions  of  the  two  physicians  who  treated 
Mrs.  Smith  and  see  where  each  failed  in 
his  obligation  to  the  patient,  to  each  other, 
and  to  the  profession. 

Since  Mrs.  Smith  was  obviously  not  satis- 
fied with  the  explanation  after  her  first  re- 
quest for  a consultation.  Dr.  Jones  should 
have  immediately  complied  with  the  request 
and  arranged  an  appointment  for  an  opin- 
ion. Eventually,  he  decided  that  he  needed 
the  consultation,  but  then  he  omitted  the 
usual  courtesies.  He  should  have  given  the 
patient  a choice  as  to  who  would  do  the  graft, 
if  needed.  He  then  should  have  called  Dr. 
Brown’s  office  to  make  the  appointment  and 
either  orally  or  by  letter  (or  both)  have 
given  Dr.  Brown  the  essential  details  of  the 
case  plus  the  type  of  consultation  desired. 

Dr.  Brown  should  have  called  and  sent 
proper  reports  even  though  the  initial  lack 
of  communication  stemmed  from  the  refer- 
ring physician;  furthermore,  there  was  no 
excuse  for  Dr.  Brown  to  imply  that  Dr. 
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Jones  should  have  referred  the  patient  at 
an  earlier  date. 

Such  problems  would  not  arise  if  all  phy- 
sicians would  adhere  to  the  Golden  Rule,  We 
are  obligated  to  our  patients  and  to  the  pro- 
fession to  follow  the  “Principles  of  Medical 
Ethics”  regardless  of  the  actions  of  another 
colleague. 


Suggestions  for 
Referring  Physicians 

1.  Select  ethical  consultants  of  dependable 
ability  who  are  courteous  to  your  patients, 
charge  reasonable  fees,  and  will  take  your 
charity  patients  as  well  as  your  paying  pa- 
tients. 

2.  Know  your  consultants  personally. 

3.  Make  appointments  for  consultations 
yourself  and  talk  with  the  physicians  when 
possible. 

4.  Send  the  consultant  a written  summary 
which  includes  your  history  of  the  case, 
physical  and  laboratory  findings,  treatment, 
and  opinion  of  the  case.  Also  give  an  indi- 
cation of  what  you  have  told  the  patient  and 
family,  a description  of  any  special  person- 
ality traits  in  the  patient,  and  a definite 
statement  as  to  whether  you  wish  merely  an 
opinion  or  both  opinion  and  treatment.  Fur- 
thermore, you  should  tell  the  consultant  if 
the  patient’s  financial  limitations  may  re- 
quire a reduction  in  his  usual  fee. 

5.  Do  not  limit  the  consultant  by  telling 
the  patient  that  a specific  operation  or  treat- 
ment will  be  done;  instead,  tell  the  patient 
that  he  is  being  referred  for  an  operation  or 


treatment  if  the  consultant  agrees  that  it  is 
indicated. 

6.  In  surgical  patients  do  not  force  the 
consultant  to  accept  you  as  his  first  assist- 
ant. A surgeon  often  can  do  a better  job 
when  assisted  by  one  who  is  familiar  with 
his  technique. 

7.  Give  the  patient  an  appointment  for  a 
follow-up  visit.  At  that  time  you  can  eval- 
uate the  patient’s  opinion  of  the  consultant. 

Suggestions  for  Consultants 

1.  Follow  the  request  of  the  referring 
physician  and  do  not  take  over  the  treat- 
ment without  his  permission. 

2.  If  possible,  call  the  referring  physician 
immediately  after  you  have  seen  the  patient. 

3.  When  another  ailment  is  discovered, 
talk  with  the  referring  physician  before 
treating  this  condition  or  referring  the  pa- 
tient to  another  specialist. 

4.  Send  a written  report  to  the  referring 
physician  as  soon  as  possible.  This  should 
include  your  findings,  opinion,  treatment  (if 
any),  recommendations,  and  disposition  of 
the  case. 

5.  Never  degrade  the  referring  physician 
and  be  cautious  in  commenting  on  anything 
that  he  has  said  or  done. 

6.  In  arriving  at  your  fee,  take  into  con- 
sideration the  patient’s  ability  to  pay  the 
referring  physician’s  fee  plus  your  own. 

7.  Be  certain  that  the  patient  returns  to 
the  referring  physician  when  you  have  com- 
pleted the  requested  service. 

— Robert  Mayo  Tenery,  M.D.,  Waxahachie, 

Past  President,  Texas  Medical  Association. 
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TMA’s  Partner 


We  Texans  like  to  boast  of  our  state,  and  we  can  be  justly 
proud  of  its  many  and  varied  "firsts".  One  of  Texas'  most  im- 
portant "firsts"  is  a contribution  almost  unknown  to  its  re- 
cipient, the  medical  profession.  In  1917  the  Woman's  Auxiliary 
to  the  Texas  Medical  Association  became  the  first  such  Auxiliary 
in  the  United  States.  Five  years  later  its  founders,  with  the 
assistance  of  a few  farsighted  Texas  physicians,  organized  the 
Woman's  Auxiliary  to  the  American  Medical  Association. 

We  doctors  have  become  so  accustomed  to  receiving  excel- 
lent assistance  from  our  Auxiliary  that  we  often  accept  it  with 
little  more  than  a casual  "Thank  you."  Let  us  pause  and  express 
appreciation  to  our  capable,  loyal,  willing,  faithful  partner. 

The  Woman' s Auxiliary  has  become  so  much  a part  of  TMA  that 
we  readily  expand  or  extend  our  programs,  certain  that  the  Aux- 
iliary will  assume  a major  role  in  carrying  them  out.  Many  of  our 
projects  ftinction  efficiently,  attesting  not  so  much  to  our  ef- 
forts and  abilities  as  to  those  of  our  partner,  whose  program  is 
as  comprehensive  as  ours.  How  often  this  year  have  I phoned  Mrs. 
W.  D.  Nicholson  and  heard  her  instant,  cheerful  "yes"  in  answer 
to  my  request.  It  is  an  exhilarating  experience,  and  a reassur- 
ing one. 

Our  strongest  public  relations  committee  is  the  Auxili- 
ary. Their  participation  in  the  civic,  religious,  education- 
al, and  cultural  life  of  the  community  has  been  far  greater 
than  ours.  They  work  with  the  United  Fund,  Red  Cross,  and  tu- 
berculosis drives;  they  participate  whole-heartedly  in  TMA's 
programs  on  medicine  and  religion,  medical  careers,  and  re- 
cruitment ; they  are  the  leaders  in  our  AMA-ERF  program ; they 
give  untold  hours  as  volunteers  in  local  hospitals. 

This  year  the  Auxiliary  has  done  an  outstanding  job  sup- 
porting and  promoting  TEXPAC,  AMPAC  and  "Operation  Hometown". 
The  defeat  of  the  King-Anderson  bill  and  the  successful  pas- 
sage of  Constitutional  Amendment  3 reflect  their  efforts.  As 
we  prepare  for  the  1965  educational  campaign,  we  depend  upon 
their  continuing  help.  These  are  a few  of  the  many  projects 
which  the  Auxiliary  enables  us  to  carry  to  a successful  con- 
clusion; others  are  equally  important. 

The  Woman's  Auxiliary  is  truly  our  ally,  aide,  partner, 
colleague,  and  helper.  It  is  faithfully  fulfilling  its  theme 
for  this  year;  Usefulness.  It  is  achieving  its  primary  goal: 
To  assist  the  TMA  in  its  program  for  advancement  of  medicine 
and  public  health.  TMA  salutes  and  thanks  its  partner. 
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Your  family  needs  protection,  too! 


DANIEL  IN  THE 
LION'S  DEN  . . . 


Daniel  was  much  envied  by  a group  less  favored  than  he  in  the 
eyes  of  the  king,  Darius.  They  managed  to  get  a law  passed  for- 
bidding the  petitioning  of  any  man  or  god  for  thirty  days,  except 
Darius.  Daniel  immediately  broke  this  law  saying  his  customary 
prayers  to  his  God.  Darius,  much  perturbed,  was  forced  to  cast 
Daniel  in  the  den  of  hungry  lions.  Anxiously  opening  the  den 
ne.xt  day,  Darius  found  Daniel  unscathed,  having  been  saved  by  an 
angel  who  shut  the  lions  mouths,  and  prevented  their  harming 
Daniel. 


TEXAS  MEDICAL  ASSOCIATION 

Major  Medical  Program 

Member,  Wife  and  Children 


$15^000  Benefits  for  EACH  Member  of  Your  Family 


Our  Plan  is  Administered  by: 

CHAKlaKS  ().  FINLICY  & COMPANY 

1905  North  Lamar  Blv<l.  Austin,  Texas 
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Use  of  Low  Molecular  Dextran 
In  Acute  Myocardial  Infarction 


(*■  ' A STUDY  of  cardiac  pathology 

RESEARCH  S investigation  and  the  correlation  with  clinical 

■ history  and  electrocardiographic 

findings  indicates  that  coronary 
occlusion  can  and  frequently  does  occur 
without  myocardial  infarction.  One  might 
therefore  conclude  that  myocardial  infarc- 
tion after  coronary  occlusion  is  not  inevita- 
ble. In  general,  this  finding  is  explained  in 
terms  of  uncontrollable  factors  such  as  po- 
tential collateral  circulation  and  the  rapid- 
ity of  occlusion,  yet  there  is  reason  to  doubt 
that  such  explanation  is  complete.  Any  ma- 
jor factor  in  causing  an  occlusion  to  result 
in  infarction  should  be  evident  in  the  symp- 
tomatology of  acute  infarction.  Certainly, 
there  are  many  unexplained  findings  in 
acute  myocardial  infarction,  such  as  the 
transient  elevation  of  the  urine  urobilinogen, 
leukocytosis,  fever,  elevation  of  erythrocyte 
sedimentation  rate,  transient  elevation  of 
serum  bilirubin,  transient  depression  of  pro- 
thrombin time,  significant  decrease  in  hem- 
atocrit, and  the  serum  enzyme  changes  which 
have  been  so  well  described.  Why  the  loss 
of  a rather  small  amount  of  tissue  could 
cause  these  changes  is  not  clear.  Further- 
more, the  slow  appearance  of  electrocardio- 
graphic changes  and  their  gradual  evolution 
are  hard  to  explain  on  the  basis  of  our  un- 
derstanding of  the  significance  of  these 
changes  and  our  general  knowledge  of  tissue 
survival  in  total  anoxemia. 

Intravascular  sludging  is  a phenomenon 
characterized  by  a tendency  for  the  cellular 
elements  of  the  blood  to  clump  together.^  It 
can  be  readily  seen  in  the  conjunctival  ves- 
sels and  has  been  observed  consistently  in 

Presented  at  the  April,  106^,  meeting  of  the  Texas 
Chapter,  American  College  of  Chest  Physicians. 


acute  myocardial  infarction.^  Experimental- 
ly-produced sludging  results  in  elevation  of 
erythrocyte  sedimentation  rate  and  urobilin, 
and  decrease  in  the  hematocriU  in  a pattern 
much  like  that  seen  in  acute  infarction. 
Sludging  can  be  neutralized  or  reversed  by 
the  intravenous  administration  of  low  mole- 
cular dextran  with  an  average  molecular 
weight  of  41,000.^  Sludging,  therefore,  is  the- 
oretically controllable.  It  seemed  important 
to  determine  whether  or  not  sludging  is  a 
factor  in  acute  myocardial  infarction.  Meas- 
ures designed  to  control  sludging  were  insti- 
tuted in  patients  with  infarctions,  and  the 
patients  were  observed  closely  for  any  signs 
of  change  in  their  conditions. 

It  seemed  wise  to  determine  whether  the 
control  of  sludging  by  dextran  infusion 
would  influence  the  outcome  of  the  acute  oc- 
clusion, and  finally,  whether  there  were  any 
hazards  in  the  use  of  low  molecular  dextran 
in  patients  with  myocardial  infarction. 


Methods 

The  preliminary  phase  began  Jan.  1,  1961. 
Treating  a serious  illness  with  a new  ma- 
terial did  not  seem  to  justify  the  initial  use 
of  a double-blind  technique.  The  first  32 
cases  treated  in  this  manner  have  been  re- 
ported.^ This  phase  was  completed  in  June, 
1963,  and  65  consecutive  cases  were  treated 
with  low  molecular  dextran.*  We  are  cur- 
rently in  the  second  phase,  during  which 
concurrent  controls,  chosen  at  random,  are 
being  used  to  determine  the  statistical  sig- 
nificance of  the  mortality  rates. 

Each  patient  with  acute  myocardial  in- 

*Rheomacrodex,  Pharmacia,  Inc.,  Uppsala,  Sweden. 
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Intravascular  sludging  may  be  a factor  in 
acute  myocardial  infarction,  and  can  be  neu- 
tralized by  intravenous  infusion  of  low  mole- 
cular dextran.  In  65  patients,  this  procedure 
was  added  to  the  usual  treatment.  Findings 
in  these  cases  are  presented. 


farction  is  given  low  molecular  dextran  as  a 
10  percent  solution  in  5 percent  glucose  in 
an  initial  dose  of  50  gm.  over  a four-hour 
period  to  obtain  a satisfactory  blood  level 
(about  1 gm.  per  kg.  of  body  weight).  This 
level  was  maintained  with  50  gm.  given  by 
continuous  intravenous  infusion  every  8 
hours  for  the  next  72  hours.  All  standard 
measures  of  treatment  for  acute  infarction 
were  included  in  each  case. 

Laboratory  checks  were  made  of  the  elec- 
trocardiograms, serum  glutamic  oxaloacetic 
transaminase,  hematocrit,  complete  blood 
count,  sedimentation  rate,  and  other  studies 
as  indicated. 


Special  Considerations 

' From  our  laboratory  studies  in  dogs  with 
large  doses  of  dextran  over  prolonged  peri- 
j ods  of  time,  it  was  determined  that  too  high 
! a blood  level  may  promote  pulmonary  edema 
and  that  too  high  a urine  concentration  would 
i produce  reversible  hydropic  changes  in  the 
renal  tubules.® 

! 

Low  molecular  dextran  is  almost  totally 
; excreted  through  the  kidneys  by  glomerular 
! filtration,  with  a small  proportion  being 
metabolized.  Its  presence  in  the  urine  is  evi- 
i dent  by  its  effect  on  the  specific  gravity. 

' The  Wallenius  test'^  for  blood  dextran  levels 
^ has  not  proven  very  reliable  for  us.  There- 
fore, the  dextran  must  be  given  rather  em- 
pirically on  the  basis  of  known  excretion 
rates  and  the  dosage  modified  by  evident 
; changes  in  its  renal  excretion.  Since  chronic 
I renal  disease  and  variable  renal  perfusion 
are  common  in  these  patients,  the  manage- 
ment of  the  dextran  administration  was  of 
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some  concern.  With  our  present  understand- 
ing of  some  of  the  basic  considerations  and 
clinical  and  laboratory  observations,  an  over- 
simplified practical  application  has  been 
formulated.® 

1.  With  a calculated  blood  level  of  approx- 
imately 1 gm.  percent  with  normal  renal  per- 
fusion, normal  glomerular  filtration,  and 
normal  tubular  reabsorption  of  water,  the 
average  concentration  of  the  urine  varied 
from  1.030  to  1.050  with  an  average  of  ap- 
proximately 1.040.  In  control  cases  given  5 
percent  glucose,  the  average  specific  gravity 
was  around  1.020. 

In  calculating  the  significance  of  this  spe- 
cific gravity,  it  would  represent  a urine  con- 
centration of  low  molecular  dextran  of  ap- 
proximately 70  gm.  per  liter  of  urine.  There- 
fore, a two-liter  urine  output  in  24  hours 
would  account  for  approximately  140  gm.  of 
low  molecular  dextran,  which  would  corres- 
pond closely  to  the  maintenance  input  dose 
of  150  gm.  In  those  patients  with  relatively 
normal  kidneys  and  reasonably  good  renal 
perfusion,  this  pattern  was  consistently  ob- 
served. 

2.  In  the  presence  of  chronic  glomerular 
disease  with  reduced  glomerular  filtration 
and  impaired  tubular  ability  to  reabsorb 
water  and  concentrate  the  urine,  there  would 
be  a reduced  excretion  of  dextran,  and  a 
reduced  concentration  of  the  urine  if  tubu- 
lar reabsorptive  capacity  was  limited. 

Under  such  circumstances,  the  urine  vol- 
ume might  be  normal,  but  its  concentration 
relatively  low.  For  example,  a patient  with 
isosthenuria  may  show  a urine  concentration 
of  1.015  which  would  correspond  to  a con- 
centration of  dextran  of  approximately  15 
gm.  per  liter  of  urine,  indicating  an  excre- 
tion of  only  30  gm.  of  dextran  in  a two-liter. 
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24-hour  output.  This  condition  would  be 
suspected  in  the  presence  of  an  unusually 
low  concentration  of  the  urine,  and  suitable 
correction  of  the  input  of  dextran  would 
need  to  be  made. 

3.  Under  circumstances  of  reduced  renal 
perfusion,  caused  by  reduced  cardiac  output 
or  dehydration,  there  would  be  a reduced 
volume  of  glomerular  filtrate.  In  such  cases, 
we  also  noted  an  apparent  increase  in  the 
tubular  reabsorption  of  water,  leading  to 
reduction  of  urine  volume  and  abnormal 
elevation  of  urine  concentration.  For  exam- 
ple, a urine  concentration  of  1.070  would 
represent  an  excretion  of  approximately  150 
gm.  of  low  molecular  dextran  per  liter  of 
urine. 

Our  findings  in  dog  studies,  and  also  in 
limited  clinical  observation,  indicate  that 
this  high  urine  concentration  of  dextran,  if 
prolonged,  may  produce  hydropic  changes  in 
the  proximal  tubules.  Even  though  this  has 
been  shown  to  be  reversible  and  not  associ- 
ated with  nitrogen  retention,  it  certainly 
should  be  avoided.  Therefore,  when  the  urine 
concentration  rose  above  1.050,  it  seemed 
prudent  to  reduce  the  input  of  low  molecu- 
lar dextran  accordingly,  and  to  search  for 
and  treat  any  factors  which  might  be  im- 
pairing cardiac  output  such  as  cardiac  de- 
compensation, shock,  acute  arrhythmia,  or 
dehydration. 

For  these  reasons,  it  is  necessary  to  fol- 
low a rigid  system  of  monitoring  urine  out- 
put and  urine  specific  gravity  in  order  to 
determine  the  proper  input  of  low  molecular 
dextran  to  effect  optimum  blood  levels. 


Results 

In  the  65  consecutive  cases,  the  following 
observations  were  made: 

Hematocrit. — There  was  no  evidence  of  a 
significant  drop  in  the  hematocrit  after  the 
infarction.  A drop  in  hematocrit  is  seen 
rather  consistently  after  acute  infarction 
and  is  also  noted  in  experimentally  produced 
intravascular  sludging  (Fig.  1). 

White  Blood  Cell  Count. — The  usual  leu- 
kocytosis seen  shortly  after  the  acute  in- 
farction failed  to  develop  (Fig.  2). 

Erythrocyte  Sedimentation  Rate. — The 
elevation  of  the  erythrocyte  sedimentation 
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Figs.  1,  top,  and  2,  bottom.  Mean  daily  hematocrit  read- 
ings and  mean  serial  white  blood  ceil  counts  of  patients 
treated  with  low  molecular  dextran  for  acute  myocardial 
infarction. 


rate  occurred,  but  was  slightly  later  than  is 
usually  seen  (Fig.  3). 

Serum  Glutamic  Oxaloacetic  Transami- 
7iase. — Serial  SCOT  measurements  showed 
a delayed  peak  and  prolonged  period  of  ele- 
vation over  that  usually  seen.  In  the  great 
majority  of  untreated  cases,  the  SGOT  re- 
turns to  normal  limits  by  the  fifth  day 
(Fig.  4). 

Electrocardiogram. — Certain  consistent 
patterns  occurred  which  are  not  usually  seen. 
The  ST  elevation  of  acute  infarction  per- 
sisted for  an  extended  period,  frequently 
more  than  one  week.  T wave  changes,  ini- 
tially present,  commonly  returned  to  nonnal 
or  improved  within  the  first  3 to  4 days,  and 
then  had  a delayed  retuim  to  the  abnoimial 
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Figs.  3,  top,  and  4,  bottom.  Mean  daily  erythrocyte  sedi- 
mentation rates  and  mean  daily  SGOT  levels  of  patients 
treated  with  low  molecular  dextran  for  acute  myocardial 
infarction. 
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state  from  10  to  14  days  after  the  acute 
infarction  (Fig.  5). 

A rather  large  percentage  of  patients 
with  significant  ST  elevations  failed  to  de- 
velop Q waves.  A statistical  analysis  of 
these  findings  cannot  be  made  at  this  stage. 


Discussion 

In  the  course  of  this  study,  several  pa- 
tients who  received  low  molecular  dextran 
failed,  on  serial  studies,  to  clearly  show 
acute  infarctions.  In  these  cases,  no  signifi- 
cant variations  in  these  parameters  were 
noted,  and  therefore  the  changes  recorded 
cannot  be  attributed  to  a direct  effect  of 
the  low  molecular  dextran.  On  the  other 


Fig.  5.  Serial  electrocardiographic  tracings  in  a 56-year- 
old  white  man  with  acute  anterior  infarction  who  was 
given  low  molecular  dextran. 

hand,  it  seems  probable  that  these  varia- 
tions in  the  usual  course  of  infarction  are 
the  result  of  a neutralization  of  the  intra- 
vascular sludging  by  the  low  molecular  dex- 
tran, and  tend  to  support  a belief  that  in- 
travascular sludging  is  probably  a factor  in 
acute  myocardial  infarction. 

The  big  question  which  remains  is  wheth- 
er or  not  the  control  of  intravascular  sludg- 
ing in  this  way  in  patients  with  acute  coro- 
nary occlusion  and  infarction  is  of  benefit 
to  the  patient.  The  first  phase  of  this  study 
does  not  give  a clear  answer  to  this  ques- 
tion, and  we  must  await  the  results  of  our 
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second  phase  study  currently  in  progress. 
Nevertheless,  mortality  figures  were  kept 
mainly  to  see  if  we  were  doing  any  worse 
with  our  patients  than  we  had  before.  For 
comparison,  we  used  the  previous  five  years’ 
experience  in  this  institution,  during  which 
time  the  usual  treatment  of  acute  infarction 
has  been  materially  unchanged.  Although 
the  resulting  figures  give  some  indication 
that  treatment  with  low  molecular  dextran 
may  be  of  value,  the  series  still  is  too  small 
to  produce  evidence  of  statistical  significance. 


Conclusions 

Our  studies  strongly  suggest  that  intra- 
vascular sludging  is  a factor  in  acute  myo- 
cardial infarction.  Neutralizing  this  event 
with  intravenous  low  molecular  dextran  has 
not  worsened  the  outcome  in  65  consecutive 
cases.  Our  animal  studies  and  clinical  ob- 
servations have  served  to  delineate  many  of 


the  problems  in  dextran  administration,  and 
to  emphasize  the  great  importance  of  moni- 
toring its  renal  excretion.  A statistically  sig- 
nificant evaluation  of  the  effect  of  this  treat- 
ment on  the  immediate  and  remote  mortality 
cannot  be  made  at  this  time. 
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"Medicare — Or  Medical  Care?" 

“Seldom  has  an  important  piece  of  legislation  been  so  confused 
and  so  camouflaged  by  propaganda  and  promises,”  writes  Dr.  Walter 
H.  Judd,  former  U.  S.  Representative  from  Minnesota,  in  the  Febru- 
ary Reader’s  Digest.  “The  name  Medicare  itself  is  a notable  case  of 
mislabeling,”  asserts  this  well-known  physician -statesman  whom 
many  TMA  members  heard  last  September  at  the  PR  Conference  in 
Austin. 

The  King- Anderson  bill  and  other  Medicare  proposals  do  not 
offer  medical  care  for  the  aged  but  only  limited  hospital  and  nursing 
home  care  plus  a few  fringe  benefits,  he  points  out  in  an  article  en- 
titled “Medicare — or  Medical  Care?” 

To  bring  to  “all  Americans  of  all  ages  medical  care  that  is  truly 
worthy  of  a great  society,”  Dr.  Judd  suggests  that  the  Administra- 
tion support  (1)  voluntary  hospital  and  surgical  insurance,  (2)  plans 
such  as  “Texas  65,”  and  (3)  the  Kerr-Mills  program. 
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Subclavian-Internal  Carotid  Bypass 
For  Thrombosis  of  Left  Common  Carotid  Artery 


ROBB  H.  RUTLEDGE,  M.D. 


Thrombosis  of  the  left  common  carotid  artery 
can  be  treated  by  constructing  a bypass 
graft  from  the  left  subclavian  artery  to  the 
left  internal  carotid  artery.  Two  cases  are 
presented. 

I \ THE  WIDESPREAD  use  of  cere^ 

CASE  REPORTS  brovuscular  angiography  has  point- 

■ ed  out  the  varied  patterns  of  extra- 
cranial cerebrovascular  occlusive 
disease.  The  carotid  bifurcation  and  proxi- 
mal internal  carotid  artery  remain  the  most 
common  areas  involved.  However,  it  is  ap- 
parent that  significant  extracranial  occlu- 
sions can  occur  anywhere  from  the  aortic 
arch  to  the  base  of  the  skull.  Many  patterns 
of  carotid  and  vertebral  occlusions  have  been 
discovered  and  the  importance  of  multiple 
obstructions  has  been  emphasized.  Often- 
times proper  management  of  the  patient  re^ 
quires  complete  visualization  of  the  vascular 
supply  to  the  brain  in  both  its  extracranial 
and  intracranial  portions.  Only  in  this  way 
can  all  the  significant  lesions  be  shown  and 
the  adequacy  of  collateral  circulation  path- 
ways be  assayed.  Then  the  proper  surgical 
procedure  can  be  chosen,  and  the  necessity 
for  temporary  shunts  determined. 


Types  of  Obstruction 

The  most  glamorous  of  the  less  frequently 
seen  types  of  extracranial  obstruction  is  the 
“subclavian  steal”  syndrome.  Serial  films 
taken  after  injection  via  a catheter  in  the 
aortic  arch  clearly  show  the  reversed  verte- 
bral flow. 

Another  of  these  less  common  forms  of 
extracranial  arterial  obstruction  is  throm- 
bosis of  the  left  common  carotid  artery.  In 
this  situation  the  left  common  carotid  artery 
is  occluded  from  the  aortic  arch  to  the  caro- 
tid bifurcation.  The  vessel  may  have  recan- 


alized, allowing  some  slight  flow,  but  the 
obstruction  may  be  complete.  Usually  the 
carotid  bifurcation,  external,  and  internal 
carotid  arteries  are  patent.  Collateral  circu- 
lation from  the  right  side  through  the  thy- 
roid and  pharyngeal  plexus  with  the  external 
carotid  on  the  left  is  apparently  adequate  to 
keep  the  left  internal  carotid  open. 

If  the  internal  carotid  artery  is  open,  sur- 
gical repair  is  feasible.  An  endarterectomy 
probably  would  be  an  unsatisfactory  choice 
here,  and  a bypass  graft  is  preferred.  Al- 
though a graft  could  be  attached  proximally 
to  the  aortic  arch  this  would  require  a sep- 
arate thoracic  or  sternal  splitting  incision 
and  would  increase  the  surgical  risk.  A sim- 
pler and  equally  effective  shunt  around  the 
obstruction  can  start  from  the  left  subcla- 
vian artery  beyond  the  vertebral  origin. 
Such  a shunt  is  then  attached  distally  to  the 
internal  carotid. 

The  obvious  prerequisite  for  such  a sub- 
clavian carotid  bypass  is  a good  subclavian 
artery.  This  can  be  determined  satisfactorily 
preoperatively  by  bilateral  blood  pressure 
determinations  and  angiographic  studies  of 
the  aortic  arch  and  great  vessels.  Serial 
films  will  show  the  obstructed  left  common 
carotid  and  the  presence  of  a good  subclavian 
artery.  Later  angiograms  may  show  a pat- 
ent internal  carotid  artery  filling  through 
collaterals. 

Following  are  two  such  cases  in  which  the 
occluded  carotid  artery  was  successfully  by- 
passed by  a graft  from  the  left  subclavian 
artery  to  the  internal  carotid. 


Case  Reports 

Case  1. — A 64-year-old  man  was  admitted  to  St. 
Joseph’s  Hospital  Oct.  22,  1962,  because  of  five  or 
six  transient  episodes  of  weakness  of  the  left  arm 
and  leg  during  the  previous  three  weeks.  Each  epi- 
sode cleared  with  minimal  residual  weakness. 
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CAROTID  BYPASS— Rutledge— continued 

Examination  revealed  blood  pressure  of  170/90 
mm.  of  Hg.  in  each  arm.  The  right  carotid  pulse 
was  good,  but  a bruit  was  heard  over  the  right 


carotid  bifurcation.  A thrombus  was  present  in  the 
left  common  carotid  artery,  and  the  artery  had  re- 
canalized (Fig.  1).  The  left  bifurcation  and  inter- 
nal carotid  were  of  good  quality. 

Subsequently,  an  intravenous  aortogram  showed 
both  vertebral  and  subclavian  vessels  to  be  normal 
but  the  left  common  carotid  artery  could  not  be  seen 
originating  from  the  aortic  arch.  Thus,  the  patient 
had  a complete  occlusion  of  his  left  common  carotid 
artery  and  a significant  plaque  at  the  right  carotid 
bifurcation  as  well.  Even  though  his  transient  hemi- 
paresis  had  been  on  the  left  side,  I thought  it  ad- 
visable to  repair  the  left  carotid  since  it  could  be 
done  with  less  risk  and  would  give  a greater  in- 
crease to  the  total  cerebral  circulation.  Along  with 
the  right  carotid  bifurcation  plaque  it  is  possible 
that  the  “steal”  of  collateral  circulation  from  the 
right  side  through  the  thyroid  plexus  to  the  left 
carotid  bifurcation  contributed  to  the  right  cerebral 
ischemia. 

On  Nov.  7,  exploratory  surgery  on  the  left  side 
of  the  neck  was  performed  through  a double-Y  in- 
cision. No  temporary  shunt  was  used.  The  left 
internal  carotid  was  of  good  caliber.  The  left  com- 
mon carotid  was  completely  thrombosed  from  the 
arch  of  the  aorta  almost  to  the  carotid  bifurcation. 
The  external  carotid  was  nonnal  and  the  bifurca- 
tion was  open.  The  sternomastoid  muscle  was  di- 
vided at  its  origin  and  reflected  superiorly.  The 
antei'ior  scalene  was  sectioned  and  the  subclavian 
artery  distal  to  the  vertebral  artery  was  developed. 
Using  a 10  mm.  knitted  Dacron  tube,  a bypass 
graft  was  inserted.  One  end  of  the  graft  was  an- 
astomosed to  the  superior  side  of  the  subclavian 
artery  and  the  other  end  anastomosed  end-to-side  to 
the  carotid  bifurcation  and  proximal  part  of  the 
internal  carotid  (Fig.  2).  Because  of  the  structure 
of  the  patient’s  neck,  the  graft  lay  more  comforta- 
bly in  position  after  the  internal  jugular  vein  was 
divided.  Both  anastomoses  were  with  5-0  silk,  and 
distal  heparinization  was  used.  The  sternomastoid 
was  reattached  to  its  origin  over  the  graft,  and  the 
incision  was  closed  with  drainage.  The  patient  did 
well  and  was  discharged  Nov.  13,  1962,  in  good  gen- 
eral condition.  One  and  one-half  years  postopera- 
tively  he  remains  well  and  has  had  no  strokes.  His 
blood  pressure  is  180/90  mm.  of  Hg.  bilaterally.  He 
has  a good  pulse  in  the  graft  and  a pharyngeal 
pulse  can  be  felt  on  the  left.  The  right  sided  bruit 
remains.  His  right  carotid  has  not  been  repaired. 
No  postoperative  roentgenograms  have  been  made. 

Case  2. — A 49-year-old  man  entered  St.  Joseph’s 
Hospital  Nov.  21,  1963.  Over  the  previous  month 
he  had  five  or  six  transient  episodes  of  numbness 
and  weakness  of  the  right  arm  and  leg.  Examina- 
tion revealed  a blood  pressure  of  130/80  mm.  of  Hg. 


Fig.  1,  top.  Percutaneous  left  carotid  arteriogram  in  case 
1.  The  needle  is  in  the  diseased  common  carotid  artery 
which  is  occluded.  Note  the  widely  potent  internal  coro- 
tid  above. 

Fig.  2,  bottom.  Cose  1,  the  graft  is  in  place.  The  po- 
tient's  head  is  toward  the  top  of  the  picture.  Upper  end 
of  graft  is  anastomosed  to  the  left  internal  carotid  artery 
just  above  the  bifurcation.  The  lower  end  of  the  graft  is 
anastomosed  to  the  side  of  the  subclavian  artery  distal  to 
the  vertebral  artery.  The  common  carotid  artery  was  oc- 
cluded. The  internal  jugular  vein  hos  been  divided. 
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bilaterally.  He  had  a good  right  carotid  pulse  but 
no  left  carotid  pulse.  There  were  no  supraclavicu- 
lar bruits.  The  rest  of  his  general  examination  was 
normal.  ECG  and  blood  sugar  level  were  normal, 
but  his  cholesterol  level  was  425  mg.  percent. 

On  Nov.  22,  a retrograde  catheter  study  of  the 
aortic  arch  and  cerebral  circulation  was  done.  The 
catheter  was  inserted  through  the  right  femoral 
artery,  and  a pressure  injector  was  used  for  the 
dye  injection.  The  films  showed  that  the  left  com- 
mon carotid  artery  was  completely  occluded  (Fig. 
3).  The  left  subclavian  artery  was  good.  There 
was  a plaque  at  the  left  vertebral  origin,  and  the 
right  carotid  and  vertebral  circulation  seemed  nor- 
mal. On  later  films  during  the  injection,  the  left 
internal  carotid  filled  faintly  by  collateral  circula- 
tion (Fig.  4). 

On  Nov.  25,  under  endotracheal  general  anes- 
thesia, the  left  side  of  the  neck  was  explored.  The 
left  common  carotid  artery  was  completely  throm- 
bosed. The  internal  carotid  was  of  fair  caliber.  The 
sternomastoid  was  then  detached  from  its  origin, 
the  anterior  scalene  divided,  and  the  subclavian  ar- 
tery isolated.  The  internal  carotid  artery  was 
opened  longitudinally  just  beyond  the  bifurcation, 
and  an  endarterectomy  was  performed.  Then  an  8 
mm.  Dacron  graft  was  sutured  end-to-side  to  the 
internal  carotid.  The  graft  was  then  passed  under- 
neath the  internal  jugular  vein  and  brought  down 
to  the  subclavian  artery  where  it  was  anastomosed 
end-to-side  to  the  superior  surface  of  that  vessel. 
The  anastomoses  were  done  with  5-0  arterial  silk 
and  distal  heparinization  was  used.  The  sterno- 
mastoid was  sutured  back  to  its  origin,  and  the  in- 
cision closed  with  drainage.  The  patient  had  a 
transient  right  hemiparesis  which  cleared  in  24 
hours. 

After  this  he  did  well  and  was  discharged  from 
the  hospital  on  Dec.  1 in  good  condition  and  with 
no  residual  weakness.  He  has  remained  well  and 
has  had  no  new  strokes.  He  has  a good  pulse  in  his 
graft  and  a good  left  pharyngeal  pulse. 

Addendum  to  Case  Reports.  — Both  patients  have 
been  seen  recently,  and  continue  to  do  well. 


Discussion 

The  use  of  the  subclavian  internal  carotid 
bypass  grafts  seems  to  be  quite  satisfactory 
for  thrombosis  of  the  left  common  carotid. 
The  corresponding  situation  probably  would 
not  occur  on  the  right  since  the  innominate, 
and,  hence,  the  subclavian,  would  probably 
be  occluded  also. 

The  procedure  is  relatively  simple  and  has 
the  advantage  of  avoiding  a thoracotomy. 
If  the  left  subclavian  artery  is  not  satisfac- 
tory, the  arch  of  the  aorta  could  be  used  as 
the  origin  of  the  bypass  graft. 

General  principles  of  vascular  surgery  ap- 
ply here  as  in  other  vascular  cases.  The  use 
of  the  pressure  injector  and  retrograde 
catheter  technique  greatly  improve  the  qual- 
ity of  the  diagnostic  films. 


Some  special  technical  points  may  be  of 
interest.  Autogenous  vein  grafts  might  be 
preferable  in  these  cases  since  the  graft  re- 
quired is  relatively  short. 


Fig.  3.  Retrograde  aortogram,  Case  2.  Note  complete  non- 
filling of  the  left  common  carotid  artery.  There  is  a plaque 
at  the  origin  of  the  left  vertebral  artery. 


Fig.  4.  Later  film  in  Case  2.  Again,  note  absence  of  fill- 
ing of  left  common  carotid  artery.  Arrow  points  toward 
the  internal  carotid,  which  can  be  seen  filling  faintly,  fed 
by  collaterals.  Compare  with  Fig.  3. 
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The  anastomosis  between  the  graft  and 
internal  carotid  arterj^  is  more  difficult  be- 
cause the  opening  on  the  internal  carotid  is 
made  on  the  side  of  the  vessel  and  the  caro- 
tid wall  may  be  of  poor  quality.  Consequent- 
ly, it  is  technically  easier  to  do  this  well  if 
it  is  done  first,  while  the  other  end  of  the 
graft  is  free  and  unattached.  After  this 
anastomosis  is  finished,  clamps  from  the 
carotid  can  be  removed  and  one  placed  on 
the  graft  next  to  the  anastomosis.  This  al- 
lows resumption  of  circulation  through  the 
carotid  bifurcation  area  and  shortens  the 
time  of  carotid  occlusion. 

Another  point  of  interest  concerns  the  in- 
ternal jugular  vein.  In  one  patient,  the  graft 
lay  best  when  passed  deep  to  the  vein.  In 
the  other  patient,  the  graft  was  kinked  until 
the  vein  was  divided  and  allowed  to  retract 
out  of  the  way.  Then  the  graft  lay  comfort- 
ably without  kinking  or  angulation. 

Finally,  it  is  advisable  to  displace  all  air 
and  clots  distally  down  the  subclavian  vessel 
as  the  clamps  are  removed  and  flow  is  re- 
sumed. 


Summary 

One  of  the  less  common  of  the  many  forms 
of  extracranial  cerebrovascular  obstruction 
is  thrombosis  of  the  left  common  carotid 
artery.  An  accurate  diagnostic  appraisal  of 
the  patient’s  cerebral  circulation  in  such  a 
case  involves  the  use  of  a retrograde  cathe- 
ter technique,  preferably  with  a pressure 
injector. 

One  satisfactory  and  relatively  simple  re- 
construction for  such  cases  is  a bypass  graft 
from  the  left  subclavian  artery  to  the  left 
internal  carotid  artery. 

Two  patients  with  such  a graft  are  pre- 
sented and  some  of  the  technical  points  em- 
phasized. 


REFERENCES 

1.  Reivich,  M.,  et  al. : Reversal  of  Blood  Flow  Through  the 
Vertebral  Artery  and  Its  Effect  on  Cerebral  Circulation,  New 
England  J.  Med.  265:878  (Nov.  2)  1961. 

2.  Julian,  A.  C.,  et  al. : Cardiovascular  Surgery,  Chicago, 
Year  Book  Publishers,  Inc.,  1962. 

♦ Dr.  Rutledge,  901  South  Lake,  Fort  Worth. 


Poll  Shows  How  Physicians  Spend  Their  Time 

More  than  1,200  physicians  polled  by  Medical  Tribune  cooperated 
to  show  how  American  doctors  spend  their  working  hours. 

Surgeons  spend  the  least  time  in  the  office  with  almost  half  re- 
porting that  they  see  patients  there  only  two  to  four  hours  a day. 
However,  as  might  be  expected,  they  spend  more  time  attending  pri- 
vate patients  at  the  hospital  than  do  physicians  in  other  types  of 
practice.  Most  time  in  the  office  was  chalked  up  by  psychiatrists, 
and  around  the  hospital  the  least  are  the  dermatologists. 

General  practitioners  spend  the  most  time  on  house  calls  as  com- 
pared to  other  physicians,  and  radiologists,  the  least. 

The  poll  did  not  determine  total  hours  of  work  per  week,  but 
did  indicate  that  nearly  all  doctors  (92.2  percent)  keep  office  hours 
on  Saturdays  and  one-third  have  evening  hours.  One  Georgia  intern- 
ist volunteered  that  he  works  seven  days  and  at  least  80  hours  per 
week,  plus  study  time.  He  says  he  needs  a 48-hour  day.  Heaviest 
work  load  may  be  that  of  a Virginia  psychiatrist  who  directs  a clinic 
and  teaches  from  9 to  5,  then  sees  private  patients  from  5 to  11. 
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Angiotensin  Amide 

A Brief  Review 


JOHN  R.  DERRICK,  M.D.,  and  J.  A.  WALKER,  M.D. 


Angiotensin  amide  has  been  used  in  more 
than  1,000  patients  to  provide  temporary 
support  to  blood  pressure,  and  in  surgery  of 
the  carotid  artery.  Untoward  side  effects 
have  not  occurred,  but  there  is  controversy 
regarding  its  use  as  a routine  measure. 

f*  SINCE  IT  IS  known  that  the  vas- 

REviEw  ARTICLES  cular  bod  has  to  adapt  to  the  blood 

■ and  stroke  volumes  of  the  heart  to 
assure  normalcy  of  blood  pressure, 
and  since  blood  pressure  control  has  become 
more  and  more  important  with  the  numbers 
of  surgical  procedures  currently  performed 
on  the  cardiovascular  system,  vasopressor 
agents  have  to  be  evaluated  carefully.  Their 
importance  is  doubted  by  no  one,  but  their 
adequacy  is  often  in  question  when  control 
of  pressure  is  imperative.  It  is  sometimes 
essential  that  the  vascular  bed  be  reduced 
to  maintain  proper  perfusion  pressure  to 
the  whole  body,  paticularly  in  dangerous 
states  of  myocardial  disease  or  in  crucial 
periods  of  surgery  upon  the  vascular  system 
or  the  heart  itself.  At  such  a time  a phar- 
macologic means  to  help  in  the  control  of 
blood  pressure  is  truly  desirable.  One  such 
pressor  agent,  angiotensin  amide,  has  been 
studied  now  in  more  than  1,000  patients  and 
is  presumed  to  have  significant  value. 

The  Agent 

The  vasoconstrictor  and  vasopressor  angio- 
tensin amide  (angiotensin  II)  is  an  octapep- 
tide,  one  of  the  fractions  of  angiotensin, 
which  is  a product  of  the  interaction  be- 
tween the  enzyme  renin  and  the  serum  glo- 

Presented  at  the  April,  196^,  meeting  of  the  Texas 
Society  of  Anesthesiologists. 


bulin  that  is  the  renin  activator,  hyperten- 
sinogen.  Discovery  of  this  pressor  agent 
was  not  rapid,  and  its  history  actually  dates 
from  the  observation  in  1898  that  a crude 
extract  of  rabbit  kidney  would  have  a hyper- 
tensive effect  when  injected  into  other  ex- 
perimental animals.^  The  precursor  renin 
was  believed  for  a time  to  produce  vasocon- 
striction of  itself,  but  this  was  subsequently 
disproved  and  the  pressor  peptide  was  de- 
scribed, at  last,  in  1940.-“*  It  was  purified 
in  1956,  synthesized  in  1957,  and  made  com- 
mercially available  in  1962  ( 1-L-asparaginyl- 
5-L-valyl-angiotensin  octapeptide,  Hyperten- 
sin,  Ciba)  * Angiotensin  amide  is  prepared 
in  a powder  that  can  be  stored  in  that  form 
or  in  solution.  Its  stability  is  such  that  it 
loses  little  pressor  effect  even  when  kept  for 
months  as  powder  or  in  saline  or  glucose 
solution.^’  ® It  cannot  be  maintained  in  blood 
or  plasma  or  mixed  for  transfusion,  since 
the  enzymes  inactivate  the  agent  or,  rather, 
break  it  down  into  impotent  peptides. 

The  vasopressor  is  presumed  to  stimulate 
the  smooth  muscles  of  the  vascular  system 
directly,  so  that  peripheral  resistance  is  in- 
creased and  the  blood  pressure  rises,  while 
most  of  the  vasoconstrictor  action  seems  to 
be  directed  to  the  visceral  vessels.  Bickerton 
and  Buckley  stated  that  the  hypertensive  ef- 
fects could  be  summarized  as  products  of 
two  different  mechanisms:  (1)  direct  pe- 
ripheral action  on  vascular  smooth  muscula- 
ture that  increases  peripheral  resistance  and 
which  is  not  blocked  by  piperoxan,  and  (2) 
central  hypertensive  effect  generally  thought 
to  be  from  stimulation  of  central  sympa- 
thetic discharges  that  can  be  blocked  if  a 
sympatholytic  agent  is  given  into  the  periph- 
eral circulation.®  Obviously,  the  mode  of  ac- 
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tion  is  vastly  different  from  that  of  levar- 
terenol  bitartrate  or  norepinephrine. 

According  to  a report  of  the  Council  on 
Drugs  of  the  American  Medical  Association, 
the  agent’s  constrictor  effect  seems  mainly 
to  be  exerted  to  the  arterioles  rather  than 
the  venules.®  These  investigators  pointed 
out  that  administration  of  angiotensin  amide 
does  not  increase  the  myocardial  circulation 
rate  and  is  less  likely  to  cause  arrhythmias 
than  levarterenol.  Udhoji  and  Weil  could  not 
demonstrate  venous  pressure  changes  after 
angiotensin  was  infused  in  patients  in  shock, 
and  they  concluded  that  the  pressor  effect 
was  attributable  to  increased  arterial  resist- 
ance and  not  to  venous  constriction  with  in- 
creased venous  return. 

When  angiotensin  amide  is  given  by  in- 
jection, secretion  of  aldosterone  by  the  ad- 
renal cortex  is  stimulated,  but  hyperaldo- 
steronism can,  in  turn,  inhibit  the  hyperten- 
sive effect  of  the  pressor  peptide.  The  agent 
acts  directly  on  the  adrenal  cortex  and  also 
through  the  brain  to  augment  aldosterone 
production.  Since  the  sequence  of  effect  and 
countereffect  is  not  clear,  extensive  experi- 
ments have  been  conducted  with  animals  to 
gain  functional  data  about  the  relationship. “ 
Angiotensin  formation  in  the  body  may  be 
increased  without  any  rise  in  blood  pressure 
as  a result,  of  course,  and  hyperaldosteron- 
ism may  coexist  with  hyper-  or  hypotension ; 
nevertheless,  the  expected  order  is  of  angio- 
tensin-increased aldosterone  production  lead- 
ing to  decreased  pressor  effect.  From  pre- 
liminary work  with  rabbits  and  rats,  it  has 
appeared  likely  that  the  inhibition  of  effect 
through  aldosterone  increase  is  caused  by 
concomitantly  increased  activity  of  plasma- 
angiotensinase  which  inactivates  the  pressor 
agent. 

The  significance  of  sodium  to  the  develop- 
ment of  hypertensive  states  is  established, 
and  it  is  known  that  a deficiency  of  sodium 
chloride  will  provoke  an  increase  in  the 
body’s  production  of  both  renin  and  aldos- 
terone, just  as  administration  of  sodium 
chloride  will  inhibit  their  production.^-  The 
hypertensive  action  of  angiotensin  amide, 
then,  can  be  considered  to  contribute  to  the 
maintenance  of  total  body  sodium. 

The  disadvantages  of  the  different  vaso- 
pressors are  many  and  obvious.  Although 
angiotensin  amide  has,  by  weight,  several 
times  the  potency  of  levarterenol,  it  has  not 
yet  induced  the  undesirable  results  reported 


with  the  earlier  and  better  known  agent,  al- 
though with  high  dosages  the  risk  of  adverse 
side  effects  is,  predictably,  increased.  With 
angiotensin  amide,  extravasation  into  the  in- 
terstitial tissues  has  not  been  reported  to 
cause  necrotic  changes  or  sloughing;  tachy- 
phylaxis to  a clinically  important  degree 
does  not  occur  in  the  human  subject;  nota- 
ble changes  in  cardiac  rhythm  do  not  result ; 
and  anxiety  and  thoracic  pain  are  not  asso- 
ciated. 

Renal  effects — real  or  potential — are  con- 
troversial. According  to  Udhoji  and  Weil, 
administration  of  angiotensin  amide  aug- 
ments the  circulatory  defect  that  is  charac- 
teristic of  shock  and,  in  their  words,  “.  . . 
renal  function  is  more  profoundly  disturbed 
after  administration  ...  in  laboratory  ani- 
mals and  normal  human  subjects  and  ...  in 
patients  with  shock. ”1°  They  found  similar 
effects  from  sympathomimetic  amines.  The 
Council  on  Drugs  found  a decrease  in  glo- 
merular filtration  rate  and  urinary  output 
rate,  with  increased  filtration  fraction  in 
normotensive  patients,  but  suggested  that 
increased  urine  volume  might  result  from 
giving  the  agent  to  patients  in  shock.®  In 
the  three  patients  without  renal  impairment 
to  whom  del  Greco  and  Johnson  gave  the 
vasopressor,  there  was  no  reduction  of  urin- 
ary output.^®  Finnerty  treated  13  patients 
who  were  in  shock  and  reported  increased 
urinary  output  in  all  of  them  after  the  ini- 
tial 24  hours  of  infusion,  with  a decrease  in 
blood  urea  nitrogen. 

Nassif  and  his  co-workers  did  not  find 
angiotensin  amide  to  increase  myocardial 
contractility  to  a degree  that  would  evoke 
dangerous  alterations  of  rhythm  in  their 
treatment  of  14  patients  with  vascular  col- 
lapse.^® The  pressor  has  been  studied  by 
several  groups  to  determine  whether,  dur- 
ing anesthesia,  cardiac  sensitizing  effects 
would  be  manifest.  Arens  and  Adriani  re- 
ported that  the  agent  did  not  sensitize  the 
heart  to  cyclopropane  as  norepinephrine 
does,  and,  in  their  patients,  when  it  was  used 
with  cyclopropane  or  with  ether  no  ventricu- 
lar arrhythmias  developed.'®  Reinhold  and 
associates,  who  used  cyclopropane  and  an- 
giotensin amide  in  experiments  with  dogs, 
found  that  ventricular  arrhythmias  did  re- 
sult but  were  less  frequent  and  less  severe 
than  those  observed  electrocardiographically 
when  norepinephrine  was  employed.'"  They 
stated,  “Angiotensin  possesses  in  common 
with  the  adrenergic  substances  that  produce 
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ventricular  arrhythmias  Avith  cyclopropane, 
the  property  of  having  a positive  inotropic 
and  chronotropic  effect  on  the  heart.”  It 
has  been  pointed  out,  however,  that  any 
blood  pressure  elevation  may  be  followed  by 
development  of  nodal  rhythm,  so  that  that 
finding  alone  does  not  always  indicate  car- 
diac sensitization  to  the  drug.^® 

Attempts  have  been  made  to  utilize  angio- 
tensin amide  in  skin  tests  as  a diagnostic 
means  to  differentiate  normotensive  and 
hypertensive  individuals,  but  no  agreement 
exists  as  to  the  value  of  these  procedures.’® 
Actually,  the  reactions  are  not  sufficiently 
specific  for  precise  interpretation,  and  the 
many  factors  that  influence  the  metabolism 
of  the  pressor  obscure  the  validity  of  the 
results. 


Personal  Experience  with  the  Agent 

At  the  John  Sealy  Hospital  a number  of 
experiments  have  been  made  with  animals 
to  determine  responses,  safe  dosages,  and 
the  effects  of  different  methods  of  adminis- 
tration.’®- Subsequent  trials  were  made  in 
normotensive  volunteers  from  the  Texas 
Prison  System,  and  the  variability  of  indi- 
vidual responses  was  demonstrated.  The 
findings  are  as  follows: 

1.  The  agent  could  be  safely  and  effective- 
ly administered  either  subcutaneously  or  in- 
tramuscularly. 

2.  The  degree  of  response  was  roughly 
proportionate  to  dosage. 

3.  There  was  less  delay  in  response  after 
intramuscular  than , after  subcutaneous  in- 
jection. 

4.  The  duration  of  response  was  slightly 
more  when  the  drug  was  given  subcutane- 
ously. 

5.  In  animals,  pulmonary  edema  was  pro- 
duced only  when  doses  were  given  in  excess 
of  the  levels  that  would  be  utilized  for  sim- 
ple maintenance  of  systemic  blood  pressure. 

6.  In  the  dogs,  the  pressor  was  safe  to 
give  during  episodes  of  differential  myocar- 
dial oxygenation. 

7.  In  human  subjects  the  elevation  of 
blood  pressure  and  decrease  in  pulse  rates 
were  achieved  without  unwelcome  side  ef- 
fects. 

At  this  time,  in  this  hospital,  more  than 
1,000  patients  have  received  angiotensin 
amide.  The  two  chief  uses  are  as  a sup- 
j portive  agent  to  maintain  the  blood  pressure 


until  the  cause  of  a refractory  hypotension 
can  be  found,  and  to  increase  the  collateral 
flow  in  carotid  artery  surgery.  The  pressor 
agent  has  been  at  least  as  effective  as  nore- 
pinephrine and  has  been  more  useful  in  pa- 
tients unresponsive  to  norepinephrine.®’  Re- 
covery time  of  the  systemic  pressures  from 
shock  to  normotensive  levels  has  varied  from 
15  to  45  seconds,  and  this  has  been  true  even 
in  patients  with  severe  mitral  stenosis.  Ev- 
ery effort  is  made  to  employ  dosage  levels 
believed  to  be  similar  to  the  amounts  of  bi- 
ologic angiotensin  that  would  presumably  be 
liberated  in  comparable  conditions,  and  the 
blood  pressure  levels  are  never  raised  to  a 
significant  degree  above  the  normotensive. 
It  is  probable  that  this  is  the  reason  electro- 
cardiographic changes  are  not  elicited.  While 
the  chest  is  open  during  surgery,  the  patient 
is  titrated  to  a standard  solution  of  the 
angiotensin  amide  (0.5  mg.  in  500  cc.  of  5 
percent  dextrose  in  distilled  water.  By  the 
patient’s  response  to  this  titration,  the  anes- 
thesiologist can  tell  accurately  what  dose 
level  would  be  needed. 

In  the  first  1,000  patients  there  has  been 
only  one  instance  of  arrhythmia,  and  that 
patient  had  an  intramural  coronary  occlu- 
sion. There  has  been  no  instance  of  tissue 
slough. 

With  increased  experience  in  the  use  of 
the  agent  great  interest  has  developed  in 
the  variability  of  individual  response.  The 
impression  received  is  that  patients  with  low 
sodium  and  acid  pH  tend  to  be  less  respon- 
sive. Whether  this  is  attributable  to  low  so- 
dium content  in  the  vessel  walls  is  not  yet 
established,  but  is  currently  a subject  for 
further  experimental  study  at  the  John  Sealy 
Hospital. 


Discussion  and  Conclusions 

Angiotensin  amide  acts  almost  instanta- 
neously to  raise  the  blood  pressure  and  has 
no  cardiotonic  effect.  The  fact  that  it  does 
not,  if  extravasated,  cause  infarction  and 
slough  constitutes  an  advantage  in  that  it 
can,  in  patients  in  shock,  be  given  subcuta- 
neously when  no  vein  is  suitable.® 

In  comparison  of  angiotensin  amide  with 
other  vasopressors,  the  favorable  lack  of  side 
effects  usually  is  cited,  especially  the  absence 
of  such  complications  as  tachyphylaxis,  drug 
resistance,  disturbances  of  rhythm,  palpita- 
tions, precordial  pain,  and  tissue  necrosis 
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that  are  associated  with  levarterenol.  One 
important  advantage  that  is  less  frequently 
discussed  is  that  angiotensin  amide  can  be 
withdrawn  without  the  problems  that  accrue 
when  norepinephrine  is  discontinued.  As 
Arens  and  Adriani  put  it,  there  is  no  “wean- 
ing” problem. Another  advantage  is  that 
less  parenteral  fluids  are  required  for  con- 
trol of  arterial  pressure,  as  the  agent  is 
much  more  potent  than  the  others. 

Many  physicians  have  decried  the  overuse 
of  vasopressor  drugs,  and  with  reason ; how- 
ever, although  controversy  continues  to  ex- 
ist as  to  routine  usage  of  any  such  measure, 
few  deny  the  value  of  such  agents  in  some 
instances  of  rapidly  dropping  pressure,  al- 
though vasodilation  techniques  are  preferred 
by  some  in  cases  of  hypovolemic  shock.  No 
one  has  suggested  that  angiotensin  amide  is 
curative  or  that  it  in  any  way  replaces  con- 
ventional therapy,  and  despite  its  advan- 
tages no  physician  will  rely  on  the  lack  of 
side  effects  to  the  extent  of  carelessness  of 
administration.  Of  course,  effects  on  the 
adrenal  cortex  have  to  be  remembered  in 
any  consideration  of  widespread  use,  as  do 
the  other  possible  results  from  any  such 
temporary  measure.  Arteriolar  sensitivity 
to  hypertensive  agents  is  heightened  by  re- 
tention of  sodium  and  to  ganglionic  blockers 
by  loss  of  it,  and  angiotensin  amide  is  known 
to  affect  maintenance  of  total  body  sodium, 
which  is  also  important.^ ^ 

Results  with  this  agent  have  not  been  uni- 
formly predictable,  so  that  selective  usage 
would  have  to  be  recommended.  From  per- 
sonal experience  with  more  than  1,000  pa- 
tients, we  can  state  that  angiotensin  amide 


can  be  safely  employed  as  a temporary  sup- 
port to  the  blood  pressure  and  in  patients  re- 
quiring carotid  artery  surgery. 
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Hypertension 

Evaluation  and  Treatment 


GENE  R.  LINDLEY,  M.D. 


Seven  curable  forms  of  hypertension  and  ten 
types  not  amenable  to  surgical  treatment  are 
described. 


CURABLE  OR  surgically  correct- 
REviEw  ARTi'cLEs  ablc  hyperteusion  may  occur  with 

■ coarctation  of  the  aorta,  pheochro- 
mocytoma,  primary  aldosteronism, 
hyperthyroidism,  arteriovenous  fistula,  Cush- 
ing’s syndrome,  and  renal  vascular  disease. 
The  diagnosis,  evaluation,  and  treatment  of 
these  forms  of  hypertension  are  reviewed  in 
this  article. 


Diagnosis  and  Evaluation 

Coarctation  of  the  aorta  is  suspected  par- 
ticularly in  young  hypertensive  adults.  The 
femoral  pulse  should  be  palpated  routinely. 
If  it  is  reduced,  the  blood  pressure  in  the 
lower  extremities  as  well  as  in  both  upper 
extremities  should  be  determined.  Pulsat- 
ing intercostal  arteries  and  notching  of  the 
ribs  on  chest  x-rays  should  be  looked  for. 
Having  the  patient  jump  up  and  down  until 
winded  will  make  the  blood  pressure  rise, 
sometimes  to  a systolic  pressure  of  300,  in 
coarctation  of  the  aorta. 

Every  hypertensive  patient  under  45  should 
have  a Regitine  test  if  his  diastolic  pressure 
is  over  110  in  order  to  confirm  or  to  rule  out 
pheochromocytoma.  A histamine  test  should 
be  used  if  the  diastolic  pressure  is  below  110 
and  the  symptoms  suggest  this  type  of  func- 
tioning tumor.  Twenty-four  hour  urinary 
excretion  of  catecholamines  or  vanylmandelic 
acid  (VMA)  are  usually  elevated  in  pheo- 
chromocytoma, although  they  may  be  only 
intermittently  elevated  in  the  intermittent 
type.  The  use  of  reserpine  will  increase  uri- 


nary catecholamine  or  VMA  excretion.  Re- 
serpine  has  a duration  of  action  of  three 
weeks. 

Primary  aldosteronism  caused  by  ade- 
noma or  hyperplasia  of  the  adrenal  cortex 
is  rare.  Secondary  aldosteronism  frequently 
accompanies  malignant  and  renal  vascular 
hypertension  due  to  stimulation  of  the  ad- 
renal cortex  by  the  renin-angiotension  me- 
chanism. Symptoms  of  aldosteronism  in- 
clude hypertension  (this  is  only  moderate  in 
the  primary  form),  muscular  weakness 
which  may  be  periodic,  polyuria,  nocturia, 
polydipsia,  tetany,  paresthesias,  and  head- 
ache. Hypokalemia  and  alkalosis  are  pres- 
ent. Most  of  these  patients  excrete  a dilute 
alkaline  urine.  Serum  pH  is  high.  Serum 
potassium  is  frequently  below  3.0  mEq.  per 
liter,  and  occasionally  below  2.0  mEq.  per 
liter.  A serum  potassium  below  2.5  mEq. 
per  liter  in  a patient  receiving  saluretic 
agents,  or  below  3.5  mEq.  per  liter  in  a pa- 
tient who  is  not,  calls  for  further  investiga- 
tion. The  urinary  17-hydroxysteroid  and  17- 
ketosteroid  excretion  is  normal  and  responds 
normally  to  adrenocorticotrophic  hormone 
stimulation.  As  an  office  screening  proce- 
dure, an  unrestricted  sodium  diet,  and  4 gm. 
of  sodium  chloride  daily  can  be  given  for  a 
week  after  discontinuing  thiazide  diuretics. 
If  the  serum  potassium  remains  below  3.5 
mEq.  per  liter,  the  patient  should  be  hos- 
pitalized for  urinary  aldosterone  excretion 
or  secretion  rate  determination.  The  normal 
aldosterone  secretion  rate  on  an  adequate 
sodium  intake  is  50  to  150  pg.  per  24  hours. 
This  is  calculated  after  injecting  radioactive 
aldosterone  and  measuring  the  quantity  of 
urinary  metabolites  excreted.  If  this  tech- 
nique is  not  available,  inappropriate  secre- 
tion of  mineral  corticoid  can  be  determined 
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if  the  patient,  on  a liberal  sodium  intake, 
has  a high  level  of  urinary  potassium  excre- 
tion and  a low  level  of  serum  potassium. 

Cushing’s  syndrome  is  characterized  by 
the  moon  face,  hirsutism,  central  obesity, 
muscular  wasting,  and  purplish  striae.  Weak- 
ness, back  pain,  and  in  females,  amenorrhea 
frequently  are  seen.  Osteoporosis,  negative 
nitrogen  balance,  polycythemia,  diabetes  mel- 
litus,  eosinopenia,  as  well  as  hypertension, 
are  found.  Urinary  17-keto-  and  17-hydroxy- 
steroid  excretion  is  increased.  Adrenal  corti- 
cal hyperplasia,  adenoma,  or  adenocarcino- 
ma may  cause  this  syndrome,  as  well  as 
basophil  or  chromophobe  adenoma  of  the 
pituitary. 

Hypertension  caused  by  renal  vascular 
disease  is  found  in  about  2 percent  of  cases 
of  hypertension. 1 It  may  occur  at  any  age, 
in  youth  due  to  segmental  fibromuscular  hy- 
pertrophy (especially  in  women),  and  in 
older  people  due  to  atherosclerotic  plaques 
or  aneurysm  of  the  renal  artery.  It  may 
result  from  trauma  to  the  kidney,  x-ray 
therapy  with  fibrosis  of  the  kidney,  congen- 
ital atrophic  kidney,  unilateral  pyelonephri- 
tis, or  mitral  stenosis  with  embolus  to  the 
renal  artery.  The  presence  of  a bruit  in  the 
abdomen,  flank,  or  back  suggests  unilateral 
renal  vascular  disease.  Since  narrowing  of 
a renal  artery  may  be  associated  with  sec- 
ondary hyperaldosteronism,  low  serum  po- 
tassium levels  or  a persistently  alkaline 
urine  may  indicate  either.^ 


Tests  for  Hypertension 

The  most  useful  screening  test  for  uni- 
lateral renal  vascular  disease  is  the  intra- 
venous pyelogram.  In  a study  by  Stewart, 
the  intravenous  pyelogram  was  positive  in 
86  percent  of  patients  with  proved  occlusive 
renal  vascular  disease.  However,  it  gave  a 
false  positive  result  in  about  25  percent  of 
patients  with  proved  essential  hypertension. - 
The  left  kidney  is  normally  larger  than  the 
right  by  0.1  to  0.6  cm.  A disparity  in  kidney 
length  on  the  two  sides  of  greater  than  1.0 
cm.,  especially  with  decreased  density  or 
concentration  on  the  smaller  side,  indicates 
a probable  renal  vascular  cause  of  hyper- 
tension. Films  taken  at  intervals  of  30  sec- 
onds, 1,  2,  and  3 minutes  may  reveal  a delay 
in  function  on  the  affected  side.  Well  done, 
carefully  interpreted  “hypertensive”  excre- 


tory urograms  are  satisfactory  early  screen- 
ing tests  for  renovascular  lesions  causing 
hypertension,^  and  are  about  70  to  80  per- 
cent accurate.^'’ 

The  radioisotope  renogram  is  also  used  as 
a screening  method  to  determine  which  hy- 
pertensive subjects  should  be  studied  fur- 
ther. If  a decrease  in  function  on  one  side 
is  found,  an  intravenous  pyelogram  and  re- 
peat renogram  with  x-ray  localization  are 
obtained,  and  if  either  of  these  is  abnormal, 
aortography  is  done.®  The  very  low  total 
body  irradiation  and  rapid  blood  clearance 
make  renography  safe  for  use  even  in  preg- 
nant women  and  children.®  The  main  de- 
ficiency of  the  radioisotope  renogram  is  a 
lack  of  anatomic  information.  The  develop- 
ment of  photoscanning  techniques  and  new 
radioactive-labeled  compounds  has  made  it 
possible  to  scintiscan  the  kidney.  Hippuran^®^ 
and  neohydrin  mercury®®®  have  been  used 
successfully  for  renal  scanning.  Renoscans 
performed  with  neohydrin  mercury®®®  cor- 
rectly predicted  the  operative  findings  in  80 
percent  of  cases  of  renal  vascular  disease  in 
hypertensive  patients,  according  to  Haynie.® 
The  rating  of  renal  scintiscans  with  other 
procedures,  in  order  of  decreasing  accuracy 
in  detecting  renal  vascular  disease  was  (1) 
aortograms,  (2)  renoscans  with  neo hydrin 
mercury®®®,  (3)  renograms,  (4)  pyelograms, 
(5)  the  Howard  test,  and  (6)  renoscans  with 
Hippurani®^. 

Renal  biopsy  has  shown  that  many  in- 
stances of  asymptomatic  hypertension  de- 
tected during  routine  physical  examination 
are  associated  with  chronic  glomeruloneph- 
ritis. This  hypertension  is  not  accompanied 
by  detectable  signs  of  renal  or  cardiac  fail- 
ure. Chronic  pyelonephritis  is  the  most 
common  renal  disease  associated  with  hyper- 
tension. Clinical  diagnosis  is  often  difficult 
and  is  often  missed.  Renal  biopsies  reveal 
an  increase  in  intracytoplasmic  granules  in 
the  juxtaglomerular  cells  of  some  patients 
with  especially  severe  hypertension  due  to 
renal  vascular  disease.®  This  has  been  cor- 
related with  increased  renin  secretion  by  the 
involved  kidney  or  kidneys.  These  patients 
often  manifested  a picture  suggestive  of  hy- 
peraldosteronism. Lesser  degrees  of  renal 
vascular  disease  and  primarj^  aldosteronism 
are  not  associated  with  increased  juxtaglo- 
merular granularity.  Hypertension  persisted 
despite  surgery  in  those  patients  with  renal 
arteiT  lesions  in  whom  biopsies  revealed 
few  juxtaglomerular  granules.®  Juxtaglo- 
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merular  hypergranularity  or  aldosteronism 
in  patients  with  renal  artery  lesions  may  in- 
dicate increased  renin  secretion  and  may  be 
helpful  in  selecting  such  patients  for  sur- 
gery.^ Impaired  renal  perfusion  appears  to 
result  in  increased  renin  production  by  the 
juxtaglomerular  cells.  Renin  acts  enzymat- 
ically upon  renin  substrate  or  hypertensino- 
gen  to  activate  excessive  quantities  of  angio- 
tensin II.  This,  in  turn,  stimulates  adrenal 
hypersecretion  of  aldosterone  in  some  cases 
of  severe  renal  vascular  hypertension.® 

The  renal  arteriogram  or  aortogram  is  the 
single  most  valuable  study  for  detecting  le- 
sions of  the  renal  artery,^’  ® and  is  consid- 
ered the  most  accurate.^  It  may  be  the  only 
means  of  detecting  bilateral  arterial  lesions 
or  a lesion  in  a small  accessory  artery.  Le- 
sions in  the  ostia  of  the  renal  artery  may  be 
easily  overlooked,  but  are  suspected  if  there 
is  poststenotic  dilatation  in  the  first  part  of 
the  artery. 

The  split  function  or  Howard  test  should 
not  be  considered  a screening  test  for  renal 
hypertension.  It  is  especially  useful  when 
the  angiogram  shows  evidence  of  minimal 
arterial  lesions  of  doubtful  significance.  Re- 
nal angiography  still  gives  the  most  accu- 
rate diagnosis.^®  Split  function  studies  usu- 
ally will  show  a reduction  in  volume  of  at 
least  30  percent  and  a reduction  in  sodium 
excretion  of  at  least  25  percent  on  the  af- 
fected side  in  cases  of  renal  artery  stenosis 
with  pressure  gradients  above  40  mm.  of 
mercury.2’  ® Surgery  seldom  benefits  hyper- 
tension in  patients  whose  pressure  gradient 
is  less  than  10  mm.  of  mercury  across  the 
renal  artery  stenosis.- 

Nephrectomy  is  indicated  when  the  entire 
renal  artery  is  involved  in  a diffuse  oblitera- 
tive process  or  if  distal  disease  is  excessive, 
provided  the  other  kidney  functions  satis- 
factorily. Nephrectomy  is  advised  for  pa- 
tients with  unilateral  nonischemic  parenchy- 
mal disease  only  if  hypertension  is  severe 
and  uncontrolled  by  intensive  drug  therapy. 

The  following  findings  in  the  history  are 
helpful  in  diagnosis  of  unilateral  renal  ar- 
tery disease : sudden  onset  of  colicky  abdom- 
inal pain,  usually  in  the  flank,  followed  by 
hypertension;  abrupt  onset  of  hypertension 
in  a patient  under  30  or  over  50 ; develop- 
ment of  accelerated  hypertension  in  patients 
over  60 ; and  change  of  a pre-existing  hyper- 
tension to  a rapidly  progressive  severe  form. 
On  physical  examination,  the  only  distinctive 
feature  to  indicate  occlusive  disease  of  the 


renal  artery  is  a bruit,  heard  best  in  the 
upper  part  of  the  abdomen,  flank,  or  back. 

Intrinsic  diseases  of  the  kidney  which  are 
not  amenable  to  surgical  treatment  and  are 
therefore  incurable  include  acute  and  chron- 
ic glomerulonephritis,  bilateral  chronic  pye- 
lonephritis, bilateral  polycystic  kidneys,  tox- 
emia of  pregnancy,  and  renal  amyloidosis. 
Systemic  diseases  with  renal  involvement  in- 
clude polyarteritis  nodosa,  systemic  lupus 
erythematosus,  and  Kimmelstiel-Wilson  dis- 
ease. Hyperthyroidism  must  also  be  consid- 
ered as  a possible  systemic  cause  of  hyper- 
tension. Essential  hypertension  comprises 
that  group  of  hypertensive  patients  for  whom 
no  demonstrable  cause  can  be  found.  It  can 
be  classified  as  mild  labile  type,  mild  to  mod- 
erate fixed  type,  and  severe  essential  hyper- 
tension. 

The  determination  of  basal  or  average 
blood  pressure  and  the  extent  of  organic 
damage  are  the  most  important  criteria  for 
estimating  the  need  for  treatment  and  the 
vigor  with  which  it  is  to  be  pursued.  The 
extent  of  eyeground  changes  if  present,  car- 
diac hypertrophy  or  dilatation,  electrocardi- 
ographic evidence  of  left  ventricular  strain, 
congestive  failure,  angina,  mental  changes 
of  chronic  hypertensive  encephalopathy,  loss 
of  concentrating  power  of  the  kidneys,  rising 
blood  urea  nitrogen,  albuminuria,  casts  in 
the  urine,  phenosulfonphthalein  retention, 
decreased  creatinine  clearance — all  are  in- 
dexes of  the  severity  and  duration  of  hyper- 
tension. 

In  advanced  cerebral  atherosclerosis,  the 
patient  may  worsen  symptomatically  if  the 
blood  pressure  is  suddenly  and  drastically 
reduced,  and  cerebral  ischemia  may  result. 

Increased  nocturia  may  be  an  early  sign 
of  cardiac  failure  rather  than  of  renal  failure. 
The  cardiac  output  is  not  maintained  under 
the  stress  of  daytime  activities.  Renal  blood 
flow  and  fall  of  glomerular  filtration  rate 
(GFR),  produce  fluid  retention.  When  car- 
diac work  demands  are  relieved  by  rest  in 
bed  at  night,  the  cardiac  output  recovers 
with  a resultant  restoration  of  GFR,  in- 
creasing urine  volume  and  producing  noc- 
turia.In  the  terminal  stage  of  renal  failure 
with  elevation  of  the  BUN  to  above  100  mg. 
percent,  reduction  of  blood  pressure  may 
hasten  the  patient’s  downhill  course.  Irre- 
versible vascular  changes  have  occurred 
which  prevent  normal  vasodilator  responses 
to  a lowered  renal  perfusion  pressure.  In 
congestive  heart  failure  the  BUN  may  not 
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Table  1. — Evaluation  of  the  Hypertensive  Patient. 


Curable  Forms  of  Hypertension 

Coarctation  of  aorta 
Pheochromocytoma 
Primary  aldosteronism 
Cushing’s  syndrome 

Arteriovenous  fistula 
Hyperthyroidism 

Renal  vascular  disease 

Types  of  Hypertension  Not  Amenable  to 
Surgical  Treatment 

Glomerulonephritis 
Bilateral  chronic  pyelo- 
nephritis 

Bilateral  polycystic 
kidneys 

Toxemia  of  pregnancy 
Renal  amyloidosis 

Polyarteritis  nodosa 
Systemic  lupus  erythe- 
matosus 

K immelsti  el -Wilson 
syndrome 
Arteriosclerosis 

Essential  hypertension 

reflect  the  true  status  of  renal  function. 
Reduction  in  cardiac  output  with  resultant 
decrease  in  renal  blood  flow  and  GFR  will 
lead  to  an  abnormally  high  BUN. 

Hypertension  may  be  accompanied  by 
gout,  particularly  in  males.  Saluretic  drugs 
should  be  avoided  in  gouty  patients  since 
they  promote  additional  uricemia.  The  serum 
uric  acid  should  be  determined  in  all  male 
hypertensive  patients. 

Young  patients  are  more  apt  to  develop 
accelerated  hypertension,  and  atherosclerotic 
complications  occur  at  an  earlier  age  than  in 
normotensive  patients.  The  young  hyper- 
tensive patient’s  chances  of  surviving  past 
middle  age  without  treatment  are  poor  if 
his  basal  blood  pressure  is  elevated. 

Screening  tests  for  curable  hypertension 
for  routine  office  work-up  should  include 
chest  x-ray,  several  urinalyses,  intravenous 
pyelogram,  Regitine  or  histamine  test,  cate- 
cholamine or  VMA  excretion  if  available, 
serum  potassium  while  not  on  diuretics, 
ECG,  the  BUN,  PSP  excretion,  creatinine 
clearance  if  available,  and  serum  uric  acid.^ 
The  day  may  come  when  a radioisotope  reno- 
gram or  renal  scan  will  be  generally  avail- 
able as  an  office  procedure. 


Treatment 

Patients  most  likely  to  benefit  from  drug 
therapy  are  those  under  age  50  with  dias- 
tolic pressures  over  110  mm.  of  mercury  and 
changes  up  to  and  including  papilledema, 
impaired  cardiac  reserve,  cardiomegaly,  and 
ECG  evidence  of  left  ventricular  hypertro- 
phy. Adequate  rest,  i.e.,  at  least  eight  hours 
sleep  at  night  and  a short  rest  of  15  to  30 
minutes  in  the  middle  of  the  day,  is  neces- 
sary. Barbiturates  are  helpful  in  the  early 


Table  2. — Screening  Tests  for  Curable 
Hypertension. 


Chest  x-rays 

Several  urinalyses 

BUN 

ECG 

Intravenous  pyelogram 

PSP  test 

Regitine  or  histamine 

Serum  K (not  on 

test 

thiazides) 

Serum  uric  acid 

Catecholamines  or  VMA 

Creatinine  clearance 

(vanylmandelic  acid) 

Renogram  or  renal  scan 

excretion 

phases  of  treatment  while  the  patient  is 
learning  to  relax  properly.  The  patient  with 
severe  hypertension,  enlarged  heart,  fatigue, 
dyspnea,  and  papilledema  will  often  benefit 
from  digitalization.  Overweight  patients 
should  reduce.  Patients  should  stop  smok- 
ing and  avoid  hard  physical  work. 

The  available  drugs  may  be  divided  into 
six  classes:  (1)  reserpine  and  its  deriva- 
tives, (2)  thiazide  diuretics,  (3)  sympathetic 
inhibitors,  (4)  ganglionic  blocking  agents, 
(5)  veratrums,  and  (6)  hydralazine.  Alpha- 
methyldopa  forms  a seventh  class.  Classes 
1 to  3 are  of  first  importance,  whereas 
classes  4 to  6 are  less  important  and  are  be- 
ing used  less  in  modern  therapy. 

Reserpine  is  by  far  the  most  commonly 
used  agent.  An  initial  and  continuing  dose 
of  0.25  mg.  is  usually  satisfactory.  Doses 
over  0.5  mg.  daily  are  likely  to  lead  to  unto- 
ward side  effects  (depression,  gastric  hy- 
peracidity, nightmares,  peptic  ulceration). 
Reserpine  lowers  arterial  pressure  by  lower- 
ing peripheral  resistance.  It  also  produces 
bradycardia.  Diminished  sympathetic  tone 
due  to  depletion  of  norepinephrine  at  nerve 
endings  seems  a possible  explanation  for  the 
lowered  peripheral  resistance. Reserpine  is 
probably  the  best  single  drug  for  treating 
hypertensive  emergencies.  It  has  a latent 
period  of  one  to  two  hours  when  used  paren- 
terally,  a maximal  effect  in  four  hours,  and 
some  hypotensive  effect  up  to  24  hours.  It 
takes  three  weeks  to  be  completely  excreted. 
Reserpine,  alone  or  combined  with  hydrala- 
zine, (or  veratrum)  is  the  treatment  of 
choice  in  hypertension  associated  with  acute 
glomerulonephritis  or  toxemia  of  pregnancy. 
If  no  effect  is  noted  two  to  four  hours  after 
an  initial  2.5  mg.  injection,  the  dose  is  in- 
creased to  achieve  the  desired  effect,  and 
doses  of  2.5  mg.  are  given  thereafter  every 
6 to  12  hours.  The  total  dose  in  24  hours 
should  rarely  exceed  20  mg.^-’' 

The  thiazide  diuretics,  widely  used  in  the 
treatment  of  hypertension,  are  of  limited 
value  when  used  alone.  When  used  with 


108 


Texas  State  Journal  of  Medicine 


other  antihypertensive  drugs,  they  greatly 
augment  the  hypotensive  effect  of  these 
drugs,  often  cutting  the  required  dosage  in 
half.  They  have  made  the  unpalatable  rigid 
sodium-restricted  diet  unnecessary.  Reser- 
pine  and  the  thiazides  function  well  togeth- 
er, as  do  the  thiazides  with  guanethidine. 
They  reduce  the  dose  of  guanethidine  by  35 
percent.^'*  The  thiazides  initially  decrease 
plasma  volume  and  cardiac  output,  but  a 
more  specific  effect  on  the  peripheral  re- 
sistance is  also  postulated. 

Guanethidine  sulfate  (Ismelin),  a sympa- 
thetic inhibitor,  is  highly  useful  in  many 
forms  of  hypertension,  particularly  in  the 
more  severe  forms  because  of  its  selectivity 
and  relative  freedom  from  serious  untoward 
effects.  It  acts  on  sympathetic  nerve  end- 
ings, but  also  lowers  the  catecholamine  con- 
tent of  tissues.  It  can  be  given  with  other 
antihypertensive  drugs  and  usually  results 
in  lowered  dosage  of  each.  The  dose  must 
be  adjusted  to  the  needs  of  each  patient  and 
may  vary  from  5 or  10  to  300  mg.  or  more 
daily.  Since  guanethidine  is  long-acting,  the 
optimal  dose  is  obtained  by  careful  increases. 
It  lowers  blood  pressure  and  cardiac  output 
and  causes  bradycardia,  the  changes  being 
similar  to  those  seen  in  ganglionic  block.  The 
pressure  drop  is  produced  largely  by  pooling 
of  blood  in  peripheral  veins ; total  peripheral 
vascular  resistance  is  almost  unchanged. 
The  chief  mechanism  is  thought  to  be  block- 
ing of  postganglionic  transmission  of  nore- 
pinephrine to  vascular  receptors  and  deple- 
tion of  stores  of  peripheral  catecholamines.^® 

Hydralazine  is  most  useful  in  patients 
with  renal  disease.  It  is  effective  within  15 
to  20  minutes,  but  the  effect  lasts  no  longer 
than  12  hours.  The  dose  is  5 to  20  mg.  in- 
travenously in  five  minutes,  or  10  to  25  mg. 
intramuscularly.  Thereafter,  25  to  50  mg. 
may  be  given  in  1,000  cc.  of  5 percent  dex- 
trose in  water.i®  Hydralazine  acts  on  the 
myocardium,  elevating  cardiac  output,  and 
on  arterioles,  leading  to  vasodilation.  In- 
creased blood  flow  is  directed  mainly  to  the 
renal  and  splanchnic  areas. 

Alpha-methyldopa  is  a decarboxylase  in- 
hibitor. It  inhibits  the  decarboxylation  of 
dihydroxyphenylalanine  (DOPA)  into  dihy- 
droxyphenethylamine  (dopamine),  a precur- 
sor of  norepinephrine.  It  also  inhibits  the 
formation  of  serotonin  from  5-hydroxytryp- 
tamine.  The  clinical  action  of  alpha-methyl- 
dopa resembles  that  of  a ganglionic  block- 
ing and  sympatholytic  agent.  In  long  term 


studies,  the  drug  seems  to  act  by  reducing 
total  peripheral  resistance.^® 

Ganglionic  blocking  agents,  of  primary 
value  in  patients  with  acute  congestive  fail- 
ure due  to  hypertension,  when  used  paren- 
terally,  should  be  given  with  the  head  of 
the  bed  elevated.  The  initial  intramuscular 
dose  of  pentolinium  (Ansolysen),  5 mg.,  is 
increased  every  one  to  two  hours  to  ade- 
quate response,  or  a maximal  dose  of  50  mg. 
Vasopressors  must  be  available.^®  Mecamy- 
lamine  (Inversine)  is  completely  absorbed 
from  the  bowel  and  is  given  initially  in  doses 
of  2.5  mg.  every  sixth  hour,  increasing  the 
dose  by  2.5  mg.  a day  until  the  desired  stand- 
ing diastolic  pressure  is  obtained. 

Combination  therapy  with  two  or  more 
drugs  is  preferred  to  high  doses  of  a single 
agent.  The  backbone  of  treatment  should  be 
a saluretic  drug  in  a fixed  dose,  to  which 
other  drugs  are  added,  in  successively  in- 
creasing doses,  if  necessary.  Generally,  a 
thiazide  and  a rauwolfia  derivative  are  used, 
but  hydralazine  or  guanethidine  may  be  add- 
ed if  the  pressure  is  still  elevated.  The  BUN 
should  be  followed  closely  during  therapy, 
especially  if  it  is  initially  elevated;  if  it 
rises,  the  antihypertensive  drug  dose  should 
be  gradually  reduced  until  the  BUN  returns 
to  the  pretreatment  level. 

The  results  of  the  Veterans  Administra- 
tion Cooperative  Study  on  Antihypertensive 
Agents  indicated  that  a saluretic  drug,  plus 
small  doses  of  either  reserpine  or  hydrala- 
zine, or  both,  controlled  the  basal  blood  pres- 
sure in  a high  percentage  of  cases.  The  most 
potent  antihypertensive  regimen  was  guane- 
thidine given  in  conjunction  with  a saluretic 
agent.^  Because  guanethidine  produces  or- 
thostatic hypotension,  home  blood  pressure 
readings  are  useful  during  the  period  of  dose 
adjustment. 

Measures  to  retard  formation  of  athero- 
sclerosis include  partial  substitution  of  un- 
saturated for  saturated  fats  in  the  diet,  and 
a program  of  daily  moderate  exercise  after 
the  patient  has  become  accustomed  to  a re- 
duced level  of  blood  pressure. 

Conclusion 

Successful  management  of  hypertension 
requires  an  approach  similar  to  that  used  in 
diabetes.  Treatment  is  highly  individualized, 
both  as  to  choice  of  drugs  and  titration  of 
doses.  Each  patient  represents  a separate 
therapeutic  trial. 
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The  physician  who  is  familiar  with  the 
use  of  a thiazide,  with  reserpine,  hydrala- 
zine in  doses  below  200  mg.  per  day,  and 
guanethidine,  will  be  well-armed  therapeu- 
tically. It  is  better  to  become  skillful  in  the 
use  of  these  four  drugs,  alone  and  in  combi- 
nation, than  to  turn  from  one  untried  agent 
to  another. 
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Flourish  of  Charcoal  Filters 

The  tobacco  companies  this  past  year  shoveled  more  charcoal 
onto  the  market,  reports  Advertising  Age,  Jan,  4,  as  a result  of  the 
Surgeon  General’s  report  on  smoking  and  health. 

Liggett  & Myers,  which  introduced  the  successful  granulated 
charcoal  filter  Lark  cigarette  in  1963,  added  a charcoal-menthol  filter 
brand,  Devon,  to  its  line.  Two  other  new  charcoal  filter  brands  to 
go  on  the  tobacco  counters  in  1964  were  Galaxy  from  Philip  Morris 
and  Tempo  by  R.  J.  Reynolds. 

Five  brands  added  charcoal  filters.  These  were  American  To- 
bacco’s Parliament  and  Carlton,  Philip  Morris’s  Philip  Morris  and 
Benson  & Hedges,  and  P.  Lorillard’s  York. 
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Nutrition  in  Cardiovascular  Disease 

FREDRICK  J.  STARE,  M.D. 


For  most  Americans,  this  means  eat  less  to 
have  less  cardiovascular  disease  to  live  longer 
to  eat  more — and  to  accomplish  more. 


LESSENING  THE  prevalence  of 
REVIEW  ARTICLES  cardlovascular  disease,  responsible 
for  more  than  half  of  all  deaths  in 
our  country  today,  is  certainly  a 
challenge  for  all  medical  and  science  stu- 
dents, for  medical  research  workers,  and  for 
physicians.  It  is  a challenge  in  which  nutri- 
tion has  an  important  role  to  play. 


Modern  Nutrition 

Like  other  fields  of  health  and  medicine, 
nutritional  concepts  have  changed  apprecia- 
bly since  the  time  most  physicians  went  to 
medical  school.  Good  nutrition  does  not  mean 
an  over-supply  of  vitamins  and  minerals, 
but  rather  a balanced  intake  of  all  the  nu- 
trients. This  can  usually  be  obtained  from 
foods,  consumed  in  variety  and  at  a level  to 
supply  the  calorie  needs  of  the  individual, 
from  foods  obtained  at  any  grocery  store 
or  supermarket — not  from  the  health  food 
stores  with  the  mimeographed  handouts  of 
nutritional  nonsense. 

The  first  challenge  to  the  physician  in 
this  area  is  to  inform  himself  of  the  con- 
cepts of  modern  nutrition;  of  what  a bal- 
anced diet  is,  not  only  in  terms  of  key  nu- 
trients but  in  terms  of  specific  foods. 

The  easiest  way  to  define  it  is  to  say  that 
nutrition  is  the  science  of  food  and  its  rela- 
tion to  health.  To  define  nutrition  some- 
what further,  one  could  say  that  nutrition  is 
the  science  of  food  and  the  nutrients  in  food 
in  relation  to  health.  Then  we  could  go  still 
further  and  say  not  only  is  it  the  science  of 
food  and  the  nutrients  in  food,  but  it  is  the 
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action  and  interaction  of  these  nutrients. 
What  do  they  do?  Why  do  we  need  them? 
How  do  they  work?  How  does  the  body  util- 
ize food  substances  for  energy  purposes? 

The  six  major  components  that  make  up 
any  food  or  the  concept  of  nutrition  are  pro- 
teins, fats,  carbohydrates,  minerals,  vita- 
mins, and  water.  Obviously,  most  of  these 
six  materials  are  broken  down  into  finer 
classifications.  For  instance,  take  the  ques- 
tion of  proteins.  We  speak  of  amino  acids; 
we  speak  of  the  essential  and  non-essential 
amino  acids;  there  are  22  amino  acids. 

The  amount  of  fat  we  have  in  our  diet 
varies  tremendously  with  our  food  habits 
and  varies  greatly  in  different  parts  of  the 
world.  Fat  intakes  vary  over  the  world  from 
something  like  25  to  150  gm.  of  fat.  There 
are  certain  essential  fatty  acids.  Linoleic, 
for  example,  is  the  principal  reason  that 
polyunsaturated  fats  are  thought  to  have 
some  desirable  function.  Arachidonic  acid, 
another  polyunsaturated  acid,  is  an  essen- 
tial fatty  acid. 

Carbohydrates  are  the  major  source  of 
energy  in  the  diet;  about  one-half  of  our 
caloric  intake  comes  from  carbohydrates. 
Actually,  the  contribution  of  carbohydrates 
to  calories  is  more  than  75  percent  in  many 
countries  of  the  Orient,  and  may  approach 
95  percent.  The  major  carbohydrate  foods 
in  terms  of  all  people  of  the  world  are  rice, 
sugar,  and  flour. 

There  are  today  some  18  minerals  that 
are  necessary  in  experimental  nutrition. 
Calcium,  phosphorus,  and  iron  are  essential 
mineral  nutrients ; but  so  are  sodium,  potas- 
sium, copper,  magnesium,  zinc,  cobalt,  fluo- 
rine, and  still  others. 

There  are  some  12  vitamins  necessary  in 
nutrition.  A vitamin  or  any  other  nutrient 
is  a definite  chemical  substance  and  has  a 
definite  chemical  function.  Vitamin  C is 
vitamin  C.  It  does  not  make  any  difference 
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where  you  get  it.  All  of  this  talk  of  which 
one  hears  so  much  in  Southern  California 
and  Florida  and  other  areas  where  the 
weather  is  nice  and  warm,  about  the  im- 
portance of  “natural  vitamins”  is  just  a lot 
of  nonsense  put  out  by  people  who  are  try- 
ing to  sell  “natural  vitamins.”  As  Gertrude 
Stein  might  have  said,  “A  vitamin  is  a vita- 
min is  a vitamin.” 

If  we  had  to  rate  nutrients  as  to  their  rel- 
ative importance,  water  would  be  at  the  top 
because  most  of  us  can  get  along  without 
food  for  days  or  weeks,  but  not  without 
water. 

How  can  the  busy  physician  find  the  time 
to  review  modern  concepts  of  nutrition? 
The  AM  A Council  on  Foods  and  Nutrition 
has  a list  of  several  up-to-date  reviews  on 
various  aspects  of  nutrition.  The  Nutrition 
Foundation,  99  Park  Ave.,  New  York,  has 
some  good  educational  material,  and  will 
shortly  have  more  because  they  are  develop- 
ing an  expanded  program  in  this  area.  The 
Department  of  Nutrition  at  Harvard  recent- 
ly prepared  a booklet  entitled.  To  Your  Good 
Health,  A Common  Sense  Guide  to  Nutrition. 

Physicians  in  private  practice  can  well 
employ  a nutritionist  or  dietitian  as  a part 
of  their  office  staff,  perhaps  share  her  with 
one  or  two  colleagues  in  the  same  building. 
They  will  find  her  invaluable. 


Cardiovascular  Disease  and  Diet 

How  do  you  meet  the  challenge  to  lessen 
cardiovascular  disease?  By  continuing  to 
drive  home  to  patients  (and  yourselves)  the 
hazards  of  overweight,  the  importance  of 
treating  it  soon,  of  preventing  weight  gain 
in  those  who  are  not  overweight,  by  includ- 
ing the  determination  of  serum  cholesterol 
as  a regular  part  of  “check-ups,”  and  by 
attempting  to  reduce  hypercholesterolemia 
when  it  has  been  confirmed  by  repeated 
analysis  and  when  it  is  present  along  with 
other  pertinent  findings  such  as  a family 
history  of  early  onset  of  cardiovascular  dis- 
ease, elevated  blood  pressure,  excessive 
smoking,  lethargy,  and  overweight. 

How  do  you  try  to  lower  serum  cholesterol 
by  dietarj^  means?  First,  less  caloric  intake 
and  more  caloric  output  (moderate  exercise 
such  as  brisk  walking) . Second,  less  choles- 
terol in  the  diet.  Third,  reduce  the  intake  of 


saturated  fats  by  half  to  two-thirds  and 
double  or  triple  the  unsaturated  fats,  but 
keep  the  total  amount  of  fat  consumed  at 
usual  levels.  Fourth,  reduce  the  total  fat 
intake  by  about  25  percent  so  that  fat  pro- 
vides about  30  percent  of  the  total  caloric 
intake,  and  with  this  reduced  fat  intake  try 
to  have  a ratio  of  polyunsaturates  to  satu- 
rates of  1.0  or  greater.  This  is  essentially 
the  same  as  the  third  recommendation  but 
with  fats  providing  about  30  percent  of  the 
total  calorie  intake  rather  than  40  percent, 
but  this  is  largely  an  empiric  suggestion 
with  little  evidence  to  support  it.  Try  each 
of  these  four  suggestions  in  succession  for 
at  least  six  months  before  concluding  any- 
thing about  the  results.  I make  these  sug- 
gestions in  relation  only  to  patients  who 
have  elevated  levels  of  serum  cholesterol. 
Except  for  the  first  suggestion,  they  are 
not  made  for  the  public. 

What  about  the  first  and  most  important 
suggestion — less  calorie  intake  and  more 
calorie  output?  It  is  easier  said  than  done, 
but  it  can  be  done,  and  is  being  done  by  an 
increasingly  large  number  of  persons,  many 
of  whom  are  physicians.  I urge  that  more 
of  us  set  good  examples  for  our  children, 
friends,  and  patients. 

Many  of  us  have  work  habits  or  responsi- 
bilities that  preclude  a daily  game  of  golf, 
but  most  of  us  can  walk  more  than  we  do. 
Those  of  us  who  have  a lawn  to  mow  can 
push  a mower  rather  than  be  pulled  by  one, 
or  walk  rather  than  ride.  Golf  carts  should 
be  for  the  feeble. 

Eating  less,  for  those  who  should,  is  large- 
ly a matter  of  habit.  A habit,  in  part,  of 
speaking  in  the  singular — egg  instead  of 
eggs,  slice  instead  of  slices,  and  ounce  in- 
stead of  ounces. 


Harvard  Research 

Harvard  researches  aimed  at  the  first 
target,  less  cardiovascular  disease,  have  been 
channeled  through  three  separate  but  inter- 
related areas  of  investigation : experimental 
studies  with  animals  and  clinical  and  epi- 
demiologic studies  with  man.  In  Harvard 
laboratories,  as  well  as  in  many  others,  hy- 
percholesteremia as  well  as  aortic  and  coro- 
nary atherosclerosis  resembling  that  found 
in  humans  have  been  produced  in  a variety 
of  experimental  animals  by  means  of  vari- 
ous dietary  manipulations,  including  changes 
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in  types  and  quantities  of  fats,  carbohy- 
drates, proteins,  and  the  mineral  magnesium. 

Of  particular  interest  is  our  work  with 
primates.  We  have  worked  extensively  with 
the  Cebus  monkey,  a New  World  monkey. 
More  recently,  we  have  worked  with  another 
New  World  monkey,  the  woolly.  This  animal 
is  of  particular  interest  because  we  have 
found  some  degree  of  atherosclerosis  pres- 
ent in  animals  obtained  directly  from  the 
jungle.  Also,  atherosclerosis  can  readily  be 
produced  experimentally.  Perhaps  of  great- 
est interest,  this  species  is  naturally  “fat,” 
whereas  the  Cebus  monkey  which  is  more 
resistant  to  atherosclerosis  is  “thin.” 

In  addition  to  our  studies  with  New  World 
monkeys,  we  are  now  working  with  the 
chimpanzee  in  some  cooperative  studies  with 
the  Yerkes  Laboratory  of  Primate  Biology. 

We  realize  that  production  of  myocardial 
infarction,  of  course,  is  another  matter. 
While  we  have  seen  a few  infarcts  in  some 
of  our  monkeys  this  is  not  common,  and  we 
do  not  believe  we  have  produced  them  ex- 
perimentally. Further,  our  studies  have  not 
been  designed  with  this  in  mind. 

There  are  numerous  observations,  as  well 
as  some  experimental  evidence  to  indicate 
that  frequent  small  intakes  of  food  are  less 
likely  to  cause  fatness  than  are  one  or  two 
large  meals.  Both  rats  and  dogs  have  been 
made  obese  by  offering  them  food  only  once 
a day  and  for  a brief  period. 

Civilized  man  has  become  a meal  eater  as 
a result  of  habit,  custom,  and  working  con- 
ditions. In  many  areas  of  the  world  where 
there  are  associations  between  low  intakes 
of  total  fat,  of  saturated  fats,  or  total  pro- 
tein, of  animal  protein,  or  total  calories,  and 
most  likely  with  other  components  of  nutri- 
tion, there  is  a decreased  incidence  and  mor- 
tality from  myocardial  infarction.  So  too 
with  these  peoples,  food  is  more  likely  to  be 
eaten  several  times  during  the  day  and  in 
smaller  amounts. 

Americans  may  or  may  not  have  increased 
the  amount  of  animal  fat  in  the  diet  during 
the  past  30  years.  This  country  has  always 
been  noted  for  its  large  supply  of  animal 
foods  and  dairy  products.  Many  Americans, 
however,  have  changed  their  meal  patterns. 
With  the  increased  urbanization  in  our  coun- 
try during  the  past  generation,  breakfast 
and  lunch  have  become  skimpier  and  dinner 
larger.  Fewer  people  have  ever  heard  of  the 
word  supper.  This  new  pattern — the  large 
dinner  followed  by  little  physical  activity — 


may  not  be  too  good  from  the  health  view- 
point. 

Clinical  evidence  of  changes  in  serum 
cholesterol  that  can  be  produced  by  the  kinds 
of  fat  as  well  as  the  total  caloric  intake  have 
been  reported  from  our  laboratory  as  well 
as  others.  A particularly  interesting  experi- 
ment from  our  laboratory  concerned  a few 
young  healthy  medical  students  and  demon- 
strated that  when  these  men  were  placed  on 
an  extremely  high  caloric  diet  (above  5,000 
calories  a day)  and  were  eating  large 
amounts  of  saturated  fat,  the  serum  choles- 
terol did  not  rise  when  they  increased  activ- 
ity sufficiently  to  maintain  body  weight. 
However,  when  these  men  ate  the  same  diet, 
but  did  not  exercise,  serum  cholesterol  rose 
as  did  body  weight. 

Our  epidemiologic  studies  of  populations 
have  included  pathologic  material  as  well  as 
dietary,  physical,  and  biochemical  findings. 
An  example  is  a study  involving  the  in- 
creased aortic  atherosclerosis  which  is  much 
more  pronounced  in  the  younger  age  groups 
in  the  United  States  than  in  the  populations 
of  Guatemala  and  Jamaica.  The  levels  of 
serum  cholesterol  are  lower,  animal  fat  in- 
takes are  less,  and  relative  body  weights  are 
also  lower  in  the  latter  two  groups.  We  have 
done  somewhat  similar  studies  in  Japan. 


Ireland-Boston  Heart  Study 

I might  mention  briefly  a cooperative 
study  between  Harvard’s  Department  of 
Nutrition  and  the  Department  of  Preventive 
Medicine  of  Trinity  College,  Dublin,  Ireland. 
We  refer  to  this  as  the  Ireland-Boston  Heart 
Study.  It  is  an  attempt  to  “equalize”  the 
hereditary  aspects  of  cardiovascular  disease 
by  studying  blood  brothers,  who  have  spent 
a period  of  time  under  vastly  different  en- 
vironmental circumstances,  and  these,  of 
course,  include  diet. 

We  are  studying  Irish  males  in  the  Great- 
er Boston  area  who  are  between  the  ages  of 
30  and  60  years,  have  lived  in  the  Boston 
area  for  ten  or  more  years,  and  who  have  a 
living  brother  in  Ireland  who  has  never  left 
the  old  country.  Preliminary  results  on  about 
700  Irishmen  in  Boston  and  400  blood  broth- 
ers in  Ireland  indicate  that  those  who  re- 
main in  Ireland  consume  an  average  of  400 
calories  more  per  day,  and  yet  weigh  less. 
This  obviously  means  more  physical  activity 
— walking  and  bicycling  in  Ireland.  Those 
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who  remain  in  Ireland  consume  more  ani- 
mal fats,  with  94  percent  of  the  total  fat 
intake  coming  from  animal  fats  including 
an  average  consumption  of  a pound  of  but- 
ter per  week,  and  yet  they  have  lower  levels 
of  serum  cholesterol  than  their  brothers  in 
Boston — a mean  value  over  the  total  age 
range  of  206  mg.  per  100  ml.  versus  222  mg. 
Hypertension  is  less  than  half  as  prevalent 
among  the  Irish  males  in  Ireland  as  com- 
pared with  brothers  in  Boston.  We  hope  to 
increase  the  number  of  brothers  in  this 
study  to  1,000  in  each  country  and  to  fol- 
low them  for  five  years. 


Good  Nutrition  Can  Reduce  Deaths 

Diet  and  nutrition  are  undoubtedly  in- 
volved in  the  principal  cause  of  death  in 
civilized  man.  Unravelling  this  mystery  will 
be  one  of  the  great  accomplishments  of  med- 
ical research  of  the  coming  decade.  If  the 
incidence  of  coronary  infarction  and  cere- 
bral hemorrhage  could  be  reduced  by  only 
20  percent,  a reduction  which,  in  my  opin- 
ion, can  be  brought  about  today  if  we  put 


into  practice  what  we  know,  life  expectancy 
for  both  men  and  women  of  60  years  of  age, 
which  is  now  16  years  for  the  male  and  19 
years  for  the  female,  would  be  increased 
another  1.5  years  for  both. 

Interestingly,  a 20  percent  reduction  of 
cancer  would  add  less  than  one-third  of  a 
year  to  the  expectation  of  life  at  age  60, 
the  reason  being  that  cancer  is  far  less 
prevalent  than  heart  disease. 


Conclusion 

Nutrition  is  the  science  of  food  and  the 
nutrients  in  food  in  relation  to  health.  The 
food  we  eat  and  do  not  eat  has  much  to  do 
with  health.  In  fact,  in  these  days  with  the 
advances  in  control  of  many  of  the  infecti- 
ous diseases,  nutrition  is  probably  the  single 
most  important  environmental  factor  affect- 
ing our  health.  By  and  large,  the  best  nutri- 
tion comes  from  eating  a wide  variety  of 
foods,  foods  that  one  enjoys,  and  in  an 
amount  such  that  the  total  calorie  intake 
for  24  hours  relates  to  the  calorie  expendi- 
ture so  that  desirable  weight  is  reached  and 
maintained. 


In  2000  A.  D.,  Lots  of  Us  Will  Be  Here 

With  the  decline  in  the  death  rate  resulting  from  gigantic  ad- 
vances in  medicine  and  public  health,  estimates  today  are  that  the 
world  population  in  the  year  2000  A.D.  will  be  about  6,000  million 
people. 

There  are  about  3,000  million  people  on  earth  now. 

At  present,  the  population  growth  has  outpaced  the  development 
of  natural  resources  because  of  declining  death  rate  rather  than  in- 
creasing birth  rate.  Birth  rate  has  remained  fairly  static,  according 
to  the  December  World  Health. 

During  the  next  35  years,  talk  of  moving  to  another  planet  may 
become  serious. 
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Historical  and  Philosophical  Aspects 
Of  latrochemistry  and  latromechanics 

Part  IV.  Conclusions 


WILLIAM  S.  KEEZER,  M.D. 


Man  involves  chemistry;  man  involves  phys- 
ics. Yet  man  is  more  than  either  or  both. 
Through  the  years  the  alchemists  and  such 
revolutionary  thinkers  as  Paracelsus,  Descar- 
tes, and  van  Helmont  have  left  their  mark 
on  the  modern  concept  of  man. 

I 1 THE  lATROCHEMISTS,  who 

HISTORICAL  ARTICLES  woro  philosophicEl  heirs  of  Para- 

■ celsus,  considered  the  body  an  al- 
chemical and  chemical  laboratory 
where  motion  was  the  result  of  organic  fer- 
mentation. This  theory  was  advanced  by  the 
Flemish  mystic  van  Helmont  who  regarded 
water  as  the  substratum  of  the  body  and 
the  archeus  as  the  life-giving  principle.  It 
was  Paracelsus  who  laid  the  foundation  for 
this  new  school  of  thought  to  which  some  of 
the  most  prominent  chemists  and  physicians 
of  the  period  belonged.  Thumheysser  von 
Thum,  Turquet  de  Mayeme,  Quercentanus, 
Croll,  Mynsicht,  Libavius,  and  Angelus  Sala 
were  among  the  early  defenders  of  and  con- 
tributors to  the  iatrochemical  school.  De 
Mayeme  was  dismissed  from  his  chair  as 
professor  of  chemistry  at  Paris  by  the  medi- 
cal faculty  for  defending  Paracelsus.  He 
escaped  to  England  and  became  court  physi- 
cian to  James  I and  later  to  James  II.  Later, 
in  addition  to  van  Helmont,  Sennert,  Sylvius, 
and  Willis  (of  England)  were  strong  adher- 
ents to  this  chemical  philosophy. 

All  of  these  men  believed  in  transmutation 
and  all  the  rest  of  the  alchemical  tradition. 
Many  of  these  men  still  followed  the  Galenic 
doctrine,  but  they  modified  it  according  to 
the  iatrochemical  viewpoint.  They  all  firm- 
ly believed  that  chemistry  should  be  the 
handmaiden  of  medicine.  They  all  paid  less 
attention  to  the  philosophical  implications. 


and  devoted  their  time  to  the  practical  ap- 
plication of  chemistry  to  medicine.  The  one 
true  to  the  Paracelsian  tradition  was  van 
Helmont,  and  it  was  he  who  led  the  way  to 
its  final  downfall. 

Jean  Baptiste  van  Helmont  was  born  in 
1577,  and  he  studied  philosophy,  science,  and 
theology  at  Louvain.  He  regarded  Paracel- 
sus as  the  supreme  master,  yet  he  chose 
water  as  the  one  basic  substance^  of  the 
cosmos.  In  this  he  followed  Thales,  but  his 
concept  was  based  on  Baconian  experimental 
evidence.  In  a large  flower  pot  full  of  dried 
earth,  he  placed  a young  willow.  The  plant 
was  supplied  with  pure  rainwater  daily.  At 
the  end  of  five  years,  he  found  that  the  tree 
had  gained  159  pounds.  Since  only  water 
had  been  added,  he  falsely  reasoned  that  the 
increase  was  due  to  water  alone.  He  exempli- 
fied the  transitional  phase  between  super- 
stition and  rationalism.  On  one  hand  he  had 
faith  in  the  alchemical  philosophy  and  in 
Paracelsus,  while  on  the  other  hand,  his  solid 
scientific  achievements  earned  him  the  title 
of  “the  father  of  modem  chemistry.”^ 

Van  Helmont  rejected  the  Paracelsian  view 
of  salt,  mercury,  and  sulfur,  and  originated 
the  term  gas.  He  also  was  one  of  the  first 
to  use  the  balance  in  scientific  quantitative 
procedures,  and  it  was  he  who  founded  bio- 
chemistry, with  his  studies  of  digestion.^  He 
held  fermentation  responsible  for  growth, 
development,  and  the  production  of  the  nour- 
ishing juices  in  the  blood.  Fermentation  was 
speeded  up  by  the  gastric  juice  and  animal 
heat,  while  the  acid  of  the  stomach  was  neu- 
tralized by  the  alkali  of  the  gall  present  in 
the  duodenum.  When  this  acid  was  not  neu- 
tralized by  the  all-powerful  archeus,  disease 
ensued,  because  the  acid  had  penetrated  var- 
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ious  other  parts  of  the  body.  Van  Helmont 
encumbered  the  process  of  digestion  with  an 
archeus  of  the  greatest  power  and  with  spir- 
itualism. The  purely  physiochemical  and 
medical  concepts  of  this  school  had  a wide 
cosmological  and  general  biological  signifi- 
cance, which  only  a deeply  religious  mind 
could  understand.- 

The  later  followers,  even  though  sharing 
Paracelsus’s  alchemy,  were  not  as  spiritual- 
istic, mystical,  or  fanatically  religious  as  he 
or  as  van  Helmont.  In  spite  of  their  com- 
petence and  possession  of  a basic  philoso- 
phy, iatrochemistry  still  offered  a cure  for 
everything.  The  followers  claimed  to  be 
specific  and  philosophical  with  their  acids, 
bases,  archeus,  fermentation,  balance,  and 
digestion,  but  they  failed  to  analyze  experi- 
mentally a single  physiological  system  to  il- 
lustrate any  of  these  “basic”  principles. 

The  science  of  pure  chemistry  was  pro- 
gressing rapidly,  and  the  new  chemists  cared 
little  for  its  application  to  medicine.  There 
was  no  complete  displacement  of  iatrochem- 
istry, rather  it  was  the  new  series  of  paths 
which  branched  off  from  the  old  familiar 
alchemical  one  that  caused  its  downfall.  The 
iatrochemical  school  had  emphasized  a nat- 
uralistic Neoplatonism  which  was  allied  to 
the  occult  and  magical  forms  of  philosophy. 
For  these  men,  the  world  was  a living  or- 
ganism, composed  of  elements  and  moved  by 
spirits.  The  whole  of  the  cosmos  was  bound 
together  in  a clear  positive  scheme  of  quali- 
tative relationships.  God  was  tlje  dominant 
force  or  world  soul;  man  was  only  the  mi- 
crocosm.^ It  was  such  ideas  as  these  that 
contributed  to  the  overthrow  of  Aristotelian 
physics,  and  above  all  led  to  further  quanti- 
tative and  qualitative  experimental  develop- 
ments in  medicine.t 

To  review,  the  iatrophysicists,  the  heirs  of 
Descartes,  Galileo,  Vesalius,  and  Harvey,  re- 
garded the  body  as  a machine,  and  they 
sought  to  explain  all  of  its  workings  accord- 
ingly. Redi,  Borelli,  Baglivi,  and  Sanctorius 
were  the  leading  exponents  of  this  iatrome- 
chanical  school.  Sanctorius  considered  pa- 
thology a matter  of  tension  in  the  body 
fibers,  and  a variation  in  the  weight  (or 
density)  of  the  four  humors. J He  did,  how- 

fMedicine  was  advanced  by  experimental  study 
in  biology,  physics,  and  chemistry. 

fThese  are  the  original  four  humors  discussed  in 
Part  I. 


ever,  initiate  the  modem  concept  of  metab- 
olism, for  he  found  the  body  needs  food  to 
supply  energy  for  heat  and  motion. 

The  motives  for  this  basically  French  ma- 
terialism were  anticlerical.  In  fact,  materi- 
alism has  always  been  a moral  and  an  anti- 
clerical philosophy.^  One  other  motive  dom- 
inated the  medical  materialism ; this  was  the 
opportunity  to  control  mental  disease  by  re- 
ducing mind  to  the  behavior  of  the  animal 
body.  It  was  with  these  mechanists  that 
medieval  anthropomorphism  gave  way  to  a 
view  of  nature  which  was  mechanistic  and 
physical.  Nature  was  no  longer  teleological, 
but  was  quantitative  rather  than  qualitative. 
This  viewpoint  allowed  for  nature  to  be  de- 
termined by  spatial  relationships  rather  than 
by  internal  powers  or  spirits. 

The  three  branches  of  this  materialism 
were  the  medical,  biological,  and  mechanical. 
The  medical  materialism  was  most  vividly 
expressed  by  La  Mettrie  in  L’  Homme  Ma- 
chine (1748).  Biological  materialism  was 
clearly  presented  by  Diderot  and  Lamarck. 
The  mechanical  aspect  of  the  universe  was 
generalized  by  Newton  in  his  laws  of  mo- 
tion and  gravitation.^ 

Medicine  is  a rational  subject  unable  to 
flourish  when  the  underlying  philosophj'’  is 
mystical  as  it  was  in  the  time  of  Paracelsus. 
Medicine  began  to  advance  when  the  ration- 
al elements  entered  into  philosophy  under 
Descartes  and  quantitative  experimentation 
(even  if  crude)  was  started  under  van  Hel- 
mont. It  was  in  the  17th  century  that  physi- 
cians explored  the  nature  of  man  in  health 
and  disease.  They  followed  the  experimental 
methods  suggested  by  Bacon  and  Newtonian 
physics  in  England;  on  the  European  con- 
tinent, they  followed  the  mechanistic  physi- 
ology of  Descartes.  However,  the  chemists 
could  not  interpret  physiology  in  accurate 
quantitative  chemical  terms  prior  to  La- 
voisier. 

The  medical  materialism  which  was  start- 
ed by  Descartes  and  advanced  by  La  Mettrie 
was  culminated  by  Cabanis.  He  was  in  the 
tradition  of  Locke,  Condillac,  and  Helvetius, 
yet  Cabanis  did  not  try  to  work  out  an  epis- 
temology. He  was  trying  instead  to  work 
out  a natural  history  of  the  soul.^  In  his 
most  famous  passage,  Cabanis  has  been  ac- 
cused of  presenting  thought  as  a secretion 
like  bile.  RandalF  points  out  this  was  really 
a presentation  of  a form  of  behaviorism,  a 
method  of  analyzing  human  processes  by 
analogy.  Cabanis  also  led  the  way  to  the 
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concept  of  mind  over  matter,  which  was  the 
basis  for  psychosomatic  medicine.  latromech- 
anism  went  from  a dogmatic  metaphysical 
materialism  (La  Mettrie)  to  an  observation- 
al theory  of  human  behavior  by  these  studies 
and  writings  of  Cabanis. 

Modern  medicine  has  gained  much  from 
the  Paracel  sian  view  of  man  as  a chemical 
factory.  The  current  concept  of  man,  as  a 
closed  physiochemical  system  with  a large 
number  of  automatic  regulating  devices, 
most  of  which  depend  on  cellular  biochemi- 
cal changes,  was  formed  from  the  knowl- 
edge of  chemistry.  The  coordinated  physio- 
logical processes  which  maintain  the  steady 
internal  state  of  the  body  have  been  discov- 
ered because  alchemists,  like  Paracelsus  and 
van  Helmont,  went  to  nature  to  discover  the 
image  of  mam  Experimental  biology  has  re- 
turned from  a vitalistic  protoplasmic  unit 
called  a cell  to  experimentation  on  chemical 
reactions  (enzymatic)  within  that  small  glo- 
bule of  life.  Modem  man  has  not  been  con- 
sidered a microcosm  in  the  macrocosm  of 
the  universe,  rather  he  has  been  called  an 
animal  with  reason  and  perhaps  culture. 
The  medical  scientist  had  much  of  the  re- 
sponsibility for  the  creation  of  such  an 
image  of  man.  It  was  the  physiologists,  zo- 
ologists, biochemists,  and  physicists,  who  in 
their  studies,  visualized  man  as  a physio- 
chemical organism.  One  group  considered 
only  the  chemical  reactions  necessary  to  life, 
while  the  others  applied  the  laws  of  physics 
and  electricity  to  explain  the  workings  of 
the  mind  of  man. 

Current  naturalistic  philosophy  states  that 
man  is  no  doubt  an  animal  capable  of  ask- 
ing himself:  Whither?  Why?  How?  and 
Whence?  To  answer  these  questions  man 
creates  an  image  of  himself,  and  thus  dem- 
onstrates his  power  of  creativeness.  Man  is 
confident  that  he  can  know  himself  and  his 
place  in  the  universe.  He  is  also  confident 
that  he  can  know  and  understand  the  uni- 
verse as  well. 

In  the  past  20  years,  the  question  of  the 
human  machine  has  come  into  the  fore- 
ground of  discussion  again.  This  is  a result 
of  the  emergence  of  cybernetics  as  a special 


branch  of  science.  If  Descartes  and  La  Met- 
trie reached  their  conclusions  with  only  the 
aid  of  crude  clocklike  analogies,  the  man- 
machine  concept  has  been  raised  to  a new 
level  of  meaning  with  the  construction  of 
multiple  purpose  digital  computers,  logical 
calculators,  and  an  endless  variety  of  com- 
plex self -regulatory  devices  based  on  the 
servo-mechanism  principle.  These  machines 
appear  to  be  capable  of  forms  of  behavior 
characterized  only  by  animals  and  human 
beings.  However,  cybernetics  does  not  prove 
that  man  is  literally  a machine,  any  more 
than  did  La  Mettrie.  The  most  cleverly  con- 
trived calculator  is  no  different  from  the 
simplest  hand-directed  tool.  The  operation 
of  the  programming  must  still  be  performed 
by  man.  The  man-machine-chemical  factory 
is  a comprehensive  and  indispensable  hy- 
pothesis for  medical  research,  and  the  ghosts 
of  Paracelsus,  Descartes,  van  Helmont,  and 
La  Mettrie  are  alive  in  this  respect  today. 
Yet  (as  Paracelsus  and  others  also  said), 
man  is  more  than  a machine  and  a biochem- 
ical retort;  he  is  more  than  just  an  animal 
for  whom  life  is  passively  endured.  Man 
feels  emotion,  joy,  love,  fear,  anger,  sorrow, 
and  happiness.  Man  creates  beauty  to  ex- 
press himself  when  such  expression  is  need- 
ed. Man’s  body  is  a physiochemical  organ- 
ism, yet  it  contains  a rational  function  which 
is  frequently  called  the  mind.  Modem  man 
seems  at  times  afraid  to  trust  the  mind,  its 
sensations  and  its  emotions.  Modem  medi- 
cine needs  to  become  less  a technological 
science,  and  to  place  more  confidence  in  phi- 
losophy. It  needs  to  study  man  as  a creative 
human  being,  a unity,  and  not  merely  as  a 
disease,  cellular  chemical  factory,  or  as  some 
mechanical  analogue  computer. 
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Three-Phase  Treatment  Program 
For  Alcohol  Addiction 


I 1 THE  WORD  “addiction”  is  used 

CLINICAL  MEDICINE  in  this  article  to  mean  a harmful 
dependence  on  one  or  more  chemi- 
cals, “harmful  dependence”  indi- 
cating a compelling  need  for  something  in 
quantities  injurious  to  health. 

It  is  well  recognized  that  addiction  fre- 
quently resists  effective  clinical  manage- 
ment. Therapy  has  a much  greater  chance 
of  success  when  the  preaddictive,  primary 
and  secondary  components  of  the  whole  dis- 
ability are  considered,  the  treatable  portions 
identified,  and  special  attention  given  to  the 
primary  process  of  addiction  itself. 

The  treatment  of  addiction  can  be  divided 
into  three  phases. 


Phase  I:  Medical 
Care  and  Examination 

Medical  Care. — Intoxication,  withdrawal, 
injury,  infection,  disorders  of  the  digestive 
or  nervous  system,  or  social  problems  are 
usually  responsible  for  initiating  contact  be- 
tween patient  and  physician.^  Although  these 
conditions  will  affect  the  duration  of  hos- 
pitalization and  the  nature  of  immediate 
treatment,  the  physician  should  keep  in  mind 
that  they  are  secondary  and  that  the  next 
step  is  to  initiate  treatment  of  the  primary 
addiction.  By  interrupting  the  acquired  phys- 
ical need,  the  most  recent  component  of  a 
three-part  dependence  is  rendered  temporar- 
ily inactive.  This  serves  to  reduce  the  de- 
pendence to  controllable  dimensions  until 
physical  need  is  again  reactivated.  The  pri- 
mary goal  of  the  remainder  of  the  treatment 
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of  addiction  is  to  prevent  the  reactivation  of 
the  uncontrollable  physical  need  and  initiate 
a program  of  gradual  freedom  from  the  psy- 
chological components  of  dependence. 

A preliminary  physical  examination 
should  be  done  to  identify  the  nature  and 
extent  of  the  primary  and  secondary  physi- 
cal disabilities  as  well  as  any  other  patho- 
logical states  concurrent  with  or  masked  by 
the  addiction.  In  the  treatment  of  addiction 
to  alcohol  and  nonnarcotic  drugs,  the  first 
concern  should  be  therapy  for  intoxication 
and  physical  dependence.  After  this  has 
been  done  the  complete  examination  of  phys- 
ical, mental  and  social  status  can  begin. 

The  transition  from  a state  of  physical 
balance  involving  harmful  quantities  of  the 
addicting  substance  to  the  new  state  of  bal- 
ance without  it  is  never  a pleasant  experi- 
ence. The  clinical  management  of  alcohol 
withdrawal  has  been  so  improved  by  the  ju- 
dicious use  of  the  newer  depressants  that  ^ 
many  general  hospitals  now  admit  alcohol 
addicts  without  fear  of  disturbing  other  pa- 
tients or  producing  unpleasant  administra- 
tive problems.^  " When  the  patient  is  gross- 
ly intoxicated,  with  a high  blood  alcohol  level 
or  mixed  intoxication  with  alcohol  and  other 
depressants,  considerable  caution  should  be 
exercised  in  administering  any  other  de- 
pressant which  could  add  to  or  potentiate 
the  depressant  effect  already  present.  Se- 
vere respiratoiy  and  cardiovascular  col- 
lapse could  occur.  In  such  cases  insulin  and 
glucose  might  still  be  the  treatment  of 
choice,  as  well  as  for  patients  suffering  from 
an  uncontrollable  physical  craving-^ 

The  prolonged  administration  of  sedatives 
and  tranquilizers  to  the  alcohol  addict  follow- 
ing initial  treatment  of  withdrawal  should 
be  avoided  whenever  possible  since  this  treat- 
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Medical  care  and  examination,  training  for  a 
new  way  of  life,  and  the  transition  to  a new 
life  make  up  the  treatment  of  the  alcoholic. 


ment  may  not  only  block  the  transition  to  a 
new  depressant-free  state  of  physical  bal- 
ance but  the  whole  plan  for  further  treat- 
ment of  the  addiction. 

Examination. — This  examination  should 
indicate  the  need  for  treatment  of  the  fac- 
tors involved  in  the  initial  and  acquired  de- 
pendence as  well  as  the  secondary  changes 
in  all  three  areas — physical,  psychological, 
and  social.  It  is  helpful  to  be  able  to  grade 
all  of  these  treatable  situations  for  consist- 
ent and  practical  clinical  management. 

A suggested  grading  code  is  as  follows: 

0 Corrected  reversible  problem 

1 Maximally  corrected  irreversible  problem 

2 Active  treatment  indicated 

3 Convalescent  care  indicated 

4 Custodial  care  indicated 

The  grading  “0”  is  to  be  used  on  future 
examinations  to  indicate  recovery  from 
reversible  problems  and  disabilities.  At  the 
initial  examination  the  grading  “1”  is  used 
to  indicate  a continuing  problem  for  which 
no  treatment  or  correction  is  planned.  A 
grading  of  “2”  indicates  need  for  active 
treatment  or  counseling,  and  when  no  longer 
required,  the  grading  of  “0”  or  “1”  can  be 
made,  according  to  the  nature  of  the  problem. 

A grading  of  “3”  indicates  the  need  for 
temporary  convalescent  or  custodial  care  as 
a preliminary  step  toward  active  partici- 
pation in  a rehabilitation  plan.  Within  two 
years  these  patients  should  be  regraded  to 
either  “2”  or  “4.”  A grading  of  “4”  indi- 
cates a need  for  permanent  custodial  care 
and  should  be  rarely  applied  at  the  initial 
examination. 

This  examination  need  not  be  a difficult 
I or  time-consuming  task  and  is  within  the 
range  of  skills  of  any  physician.  Special  ex- 
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amination  forms  to  summarize  the  positive 
findings  are  helpful.  Table  1 indicates  one 
method  of  coordinating  the  results  of  such 
an  examination. 


Phase  II:  Basic  Training 
For  a New  Way  of  Living 

The  all-important  second  phase  of  treat- 
ment is  primarily  designed  to  initiate  re- 
covery from  psychological  dependence.  This 
means  somehow  interrupting  the  defensive 
thinking  of  the  addict,  the  involved  alibi  sys- 
tem resulting  from  initial  dependence,  habit- 
uation, and  reaction  to  secondary  changes. 

Although  there  is  no  consistently  effective 
method  of  interrupting  psychological  depend- 
ence, we  are  not  justified  in  retaining  a pessi- 
mistic attitude  to  this  phase  of  treatment. 
The  patient  who  is  considered  a potential 
candidate  for  rehabilitation  should  be  told 
the  result  of  his  examination  and  have  the 
meaning  of  the  gradings  clearly  explained, 
i.e.,  which  problems  in  the  three  areas  he 
could  be  rid  of  with  help  and  time,  including 
his  dependence  on  chemicals,  and  which  ones 
he  must  accept  as  permanent.  Improved  un- 
derstanding often  leads  to  improved  motiva- 
tion. This  incidentally,  gives  some  added 
clinical  significance  to  the  Alcoholics  Anony- 
mous prayer : “God  grant  me  the  serenity  to 
accept  the  things  I cannot  change,  the  cour- 
age to  change  the  things  I can,  and  the  wis- 
dom to  know  the  difference.” 

The  patient  will  come  to  realize  that,  like 
the  person  with  diabetes,  he  must  learn 
enough  about  his  illness  to  become  his  own 
doctor.  Some  of  the  practical  points  he  must 
learn  will  be  reviewed. 
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Table  1. — Harmful  Dependence  on  Alcohol. 
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Counsel  Regarding 
Physical  Disabilities 

Physical  Adaptation  or  Tolerance. — Al- 
though a pathologic  state  of  physical  bal- 
ance is  interrupted  during  the  acute  stage 
of  withdrawal,  a new  state  of  balance  is  not 
attained  by  a few  days  of  abstinence.  The 
physical  transition  from  the  abnormal  to 
the  more  normal  state  may  be  a little  bumpy 
in  the  first  12  to  18  months,  with  periodic 
return  toward  the  unbalanced  state  orig- 
inally experienced  on  withdrawal.®  In  alco- 
hol addiction  these  recurrent  episodes  of 
withdrawal-like  tension  are  referred  to  as 
“dry  drunks.”  Unless  the  patient  is  “fore- 
warned and  forearmed”  he  may  relapse  and 
reactivate  the  whole  addiction  by  reverting 
to  his  old  “morning  drink”  method  of  treat- 
ment. These  are  the  periods  that  may  re- 
quire clinical  assistance  for  two  to  three 
days  with  the  same  preparations  that  had 
originally  proved  effective  on  withdrawal. 
The  changes  of  physical  adaptation  should 
eventually  be  graded  “1”  rather  than  “0” 
to  indicate  a continuing  irreversible  change 
that  could  be  reactivated  at  any  time  to  pro- 
duce an  uncontrollable  dependence. 

Secondary  Changes. — Secondary  changes 
in  the  liver  and  nervous  system  will  pro- 
duce fatigue  on  surprisingly  little  effort  for 
many  months  after  drinking  has  stopped,  in 
spite  of  specific  treatment  for  these  condi- 
tions. The  advice  “easy  does  it,”  is  well  sup- 
ported by  clinical  evidence. 

Break  in  Tolerance. — The  alcohol  addict 
who  has  noticed  that  he  now  gets  drunk  on 
less,  “that  he  can’t  take  it  like  he  used  to,” 
that  he  now  has  amnesic  states  consistently, 
should  appreciate  that  this  change  will  not 
respond  to  any  known  therapy  and  that  it 
should  be  marked  on  his  chart  under  abnor- 
mal reactions  as  “1”  rather  than  “0”  to  indi- 
cate an  irreversible  basis  for  abnormal  re- 
actions to  alcohol. 

Mixed  Addictions. — The  patient  requires 
counseling  about  the  danger  of  addictions  to 
other  depressants,  particularly  barbiturates 
and  tranquilizers.  He  needs  to  realize  that 
the  first  addiction  has  conditioned  him  for 
a rapid  development  of  many  others.  Some 
need  special  advice  to  avoid  exchanging  an 
alcohol  problem  for  a food  problem.  As  a 
general  rule,  alcohol  addicts  should  be  ad- 
vised to  maintain  a high  protein,  low  carbo- 


hydrate diet,  with  frequent  feedings  of  at 
least  every  four  hours  through  the  day. 


Counsel  Regarding 
Mental  Disabilities 

Original  Dependence. — The  basic  training 
of  the  alcohol  addict  should  include  sufficient 
simple  instruction  in  psychology  to  permit 
him  to  assess  the  possible  relationship  be- 
tween his  childhood  experiences  and  the  emo- 
tional states  originally  relieved  by  alcohol. 
The  decision  to  initiate  psychiatric  treatment 
for  preaddictive  psychiatric  illness  will  de- 
pend on  many  things,  including  the  availabil- 
ity of  psychiatric  help,  and  a patient’s  en- 
lightened reaction  to  such  help. ® When  a 
patient  requires  psychiatric  treatment,  he 
should  be  introduced  to  it  as  early  in  a re- 
covery program  as  possible.  Secondary  de- 
generative changes  may  postpone  this  type 
of  treatment  for  several  months,  or  rule  it 
out  altogether. 

Acquired  Dependence  or  Habituation. — 
The  alcohol  addict  should  realize  that  where- 
as the  acquired  physical  dependence  becomes 
inactive  within  a few  days,  the  acquired  psy- 
chologic dependence  is  lost  more  gradually. 
Many  months  may  pass  before  the  patient  is 
aware  that  he  no  longer  misses  the  chemical 
to  which  he  was  addicted. 

Like  the  acquired  physical  need,  the  ac- 
quired mental  need  or  habit  should  be  even- 
tually graded  “1”  rather  than  “0”  on  the 
rating  scale  to  indicate  that  it  has  become 
quiescent  and  that  it  could  be  reactivated  at 
any  time. 

Secondary  Mental  Changes. — If  thinking 
is  predominantly  determined  by  secondary 
effects  on  the  nervous  system,  or  by  aware^ 
ness  of  destruction  of  family,  occupational 
and  community  status,  the  mental  state  may 
have  to  be  graded  “3.”  Convalescence  in  a 
protected  environment  may  eventually  pro- 
duce sufficient  improvement  in  motivation 
and  mental  acuity  to  enable  response  to 
therapy. 

Personal  Control  of  Dependence. — When 
original  dependence,  habit,  and  secondary 
changes  continue  to  determine  the  thinking 
of  the  addict,  every  effort  must  be  made  to 
help  him  police  his  own  thinking.  Chemical 
protectors,  like  tetraethylthiuram  disulfide 
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(Antabuse)  and  citrated  calcium  carbimide 
(Temposil),  provide  a chemical  barrier  be- 
tween the  thought  and  the  act  of  drinking, 
and  are  of  immeasurable  value  to  many  alco- 
hol addicts  during  the  early  months  of  recov- 
ery. All  addicts  can  police  their  thinking 
more  effectively  by  keeping  a personal  diary 
and  finding  one  or  more  people  to  turn  to 
when  necessary.  To  many  the  new  experi- 
ence of  “feeling  good”  by  sharing  problems 
points  the  way  to  an  effective  alternative  to 
chemicals. 


Counsel  Regarding 
Social  Problems 

The  patient  should  be  counseled  in  his 
assessment  of  the  four  main  social  areas, 
parental,  marital,  occupational,  and  com- 
munity. When  patient  and  therapist  agree 
on  the  problems  which  could  be  improved 
or  corrected  by  involving  others  in  the  re- 
covery program,  they  should  be  graded  “2.” 
Those  considered  incapable  of  improvement 
by  clinical  intervention  but  unlikely  to  pre- 
vent recovery  from  addiction  should  be 
marked  “1.” 

The  patient  must  realize  that  an  impor- 
tant part  of  recovery  is  to  continue  working 
on  the  significant  social  problems  until  he 
and  his  therapist  agree  that  maximum  correc- 
tion or  total  repair  has  been  accomplished. 

The  general  features  of  addiction  and  its 
recovery  can  be  taught  by  the  group  tech- 
niques of  lectures,  films,  and  discussions,  the 
individual  problems  by  personal  interviews 
and  group  therapy.  If  no  assistance  in  Phase 
11  instruction  is  available,  the  physician 
should  counsel  the  addict  as  he  would  some'- 
one  with  diabetes  and  prepare  him  for  the 
task  of  caring  for  his  own  disability.  How- 
ever, Phase  II  presents  an  excellent  oppor- 
tunity for  the  clergy,  social  workers,  clini- 
cal psychologists,  recovered  patients,  and 
others  to  learn  enough  about  addiction  to 
become  members  of  an  effective  rehabilita- 
tion team.  The  role  of  the  physician  and 
psychiatrist  could  profitably  be  that  of 
teacher  and  supervisor  if  they  do  not  par- 
ticipate in  the  Phase  II  program. ^ 


Phase  III:  Transition 

In  this  phase  the  patient  completes  recov- 
ery from  his  harmful  dependence  and  learns 
how  to  live  in  a new  way.  It  is  a period  of 
transition  from  the  physical,  mental,  and 
social  state  determined  by  the  addiction  to 
the  new  state  made  possible  by  freedom  from 
addiction  and  improved  adjustments  to  per- 
sonal problems. 

During  the  Phase  III  transition  period  of 
approximately  two  years,  the  therapists  and 
counselors  should  continue  the  program  ini- 
tiated in  Phase  I and  II  and  maintain  a stand- 
by role,  prepared  to  assist  the  patient  when 
necessary.  Individual  and  group  counseling, 
regular  correspondence,  and  telephone  inter- 
views can  be  used  to  maintain  contact  while 
the  patient  achieves  the  step-by-step  recov- 
ery from  dependence. 

During  the  Phase  III  program  it  is  im- 
portant to  have  the  patient  accepted  and 
understood  by  as  many  people  in  the  home, 
job,  and  community  areas  as  possible.  Alco- 
holics Anonymous  supplies  the  only  foimi  of 
Phase  III  assistance  consistently  available 
in  most  areas,  but  they  should  not  be  re- 
quired to  assume  the  whole  responsibility 
for  reintegrating  the  patient  into  the  com- 
munity. 

A satisfactory  transition  is  indicated  by 
the  awareness  of  the  patient  that  the  recov- 
ery program  brings  its  o-wn  rewards,  which 
eventually  more  than  compensate  for  the  re- 
wards formerly  experienced  from  a depend- 
ence on  chemicals.  Although  patients  become 
involved  in  treatment  out  of  fear  of  immedi- 
ate  consequences,  they  continue  with  a recov- 
ery program  because  they  eventually  come 
to  prefer  it. 

Summary 

It  should  be  possible  for  all  who  encounter 
the  addict  at  any  stage  of  his  complex  pro- 
gressive disability  to  know  clearly  what  the 
first  step  in  treatment  should  be.  Further- 
more, with  the  adequate  instruction  in  ad- 
dictions indicated  by  the  nature  of  their 
work,  they  should  also  appreciate  their  pos- 
sible contribution  to  the  second  and  third 
phases  of  treatment.  Community  team  work 
will  need  to  be  developed  to  an  unprecedented 
degree  if  something  better  than  the  present 
“revolving-door”  situation  in  our  jails  and 
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hospitals  is  to  be  realized.  In  any  community 
team  effort,  the  physician  should  become  the 
quarterback.  Addiction  is  primarily  a health 
problem,  and  only  secondarily  a legal,  social, 
or  moral  one.  If  the  primary  disability  is 
corrected,  the  secondary  problems  disappear. 
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British  Scientist  in  Texas 
To  Study  Hardness  of  Tissues 

Whalebone  and  rhinoceros  horn,  bear  claws  and  human  finger- 
nails— these  are  but  a few  of  the  objects  of  scientific  curiosity  for 
Professor  F.  G.  E.  Pautard. 

Dr.  Pautard  is  a visiting  professor  from  the  Astbury  Department 
of  Biophysics,  Leeds  University,  in  England.  lie  is  at  the  University 
of  Texas  this  year  as  a visiting  foreign  scientist  in  a program  spon- 
sored by  the  National  Science  Foundation. 

The  purpose  of  his  visit,  in  his  words,  is  “mutual  encouragement 
and  stimulation.” 

Lately,  Dr.  Pautard  has  been  adding  Texas  flora  and  fauna,  in- 
cluding cactus  plants  and  armadillo  claws,  to  his  collection  for  scien- 
tific scrutiny. 

Dr.  Pautard  is  attempting  to  find  the  answer  to  the  scientific 
question:  How  do  these  tissues  reach  just  the  right  degree  of  hard- 
ness to  perform  the  task  that  nature  intended? 

Knowing  this  may  help  to  explain  the  highly  complex  machinery 
of  living  cells. 

Scientists  have  long  known  that  horns,  hairs,  nails,  feathers  and 
the  like  contain  keratin,  an  incredibly  hard  chemical  substance  which 
even  digestive  juices  will  not  dissolve. 

The  hardness  of  these  tissues,  according  to  current  scientific  the- 
ory, is  determined  by  the  compactness  of  keratin  in  individual  cells. 

But  after  intensive  study,  using  the  electron  microscope,  x-ray 
diffraction  and  other  physical  techniques.  Dr.  Pautard  has  discovered 
that  keratin  invariably  is  accompanied  by  deposits  of  calcium  and 
other  salts. 

From  this  finding  he  postulates  that  cells  utilize  salts  to  rein- 
force the  keratin.  Thus  the  hard  tissues  like  the  rhino’s  horn  or  the 
cat’s  claws  or  the  goose’s  feathers  are  maintained  at  peak  efficiency. 

How  exactly  does  the  cellular  machinery  deposit  salts  with  or- 
ganic substances?  How  do  cells  know  how  to  store  up  the  right 
amount  of  salts  either  to  harden  each  cell  or  to  store  up  the  minerals 
in  periods  of  plenty  and  to  ration  them  in  periods  of  famine?  And 
the  present  question,  to  which  Texas  may  supply  the  answer,  is : Do 
plants  do  the  same  thing? 
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Present  Concepts 


I ^ POSTMENOPAUSAL  or  senile 

REVIEW  ARTICLES  osteoporosls,  by  virtue  of  its  fre- 

■ quency,  serious  consequences,  and 
uncertainty  of  treatment  is  more 
important  in  clinical  medicine  than  is  gen- 
erally recognized.  The  stooped  little  old  lady 
one  sees  coming  out  of  church  illustrates 
this  disease  complex  well.  The  easily  frac- 
tured osteoporotic  hip  has  long  demanded 
heroic  attention,  but  management  of  the 
painful  syndromes  associated  with  senile 
genu  varum  or  the  aging  kyphotic  spine  has 
been  less  than  enthusiastic. 

Essentially,  osteoporosis  is  the  end  result 
of  any  process  which  produces  a decrease 
in  bone  mass  with  normal  mineral  content. 
It  occurs  as  a result  of  varied  pathogenic 
mechanisms  and  is  associated  with  a number 
of  different  disease  processes. 


Historical  Considerations 

Pommer^  first  described  osteoporosis  in 
1885.  He  later  postulated  that  decreased 
bone  formation  with  normal  bone  resorption 
caused  the  deficient  bone.-  Dietary  deficien- 
cy of  calcium  was  initially  considered  the 
major  etiologic  factor,  thus  most  patients 
were  treated  with  calcium  supplements  and 
vitamin  D.^-®  Osteomalacia  was  not  clearly 
set  aside  as  an  entity  different  from  osteo- 
porosis until  Albright  and  associates®  in 
1940  emphasized  the  special  features  differ- 
entiating these  two  disorders,  and  questioned 
the  role  of  primary  calcium  deficiency  as  a 
cause  of  osteoporosis.  Subsequently,  as  a re- 
sult of  detailed  balance  studies,  Reifenstein 
and  AlbrighU  postulated  that  postmeno- 
pausal osteoporosis  was  caused  by  an  estro- 
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gen  deficiency  resulting  in  a decreased  for- 
mation of  bone  matrix ; their  further  studies 
supported  this  theory.  Later,  Snapper,® 
Moldawer,®  Bartter,i®  Bauer  and  Bartter^^ 
and  Pines^^  also  theorized  that  a lack  of 
anabolic  steroid  hormones  was  etiologically 
identified  with  postmenopausal,  senile,  and 
glucocorticoid-induced  osteoporosis. 

More  recent  investigations,  however,  have 
challenged  the  sole  etiologic  role  of  anabolic 
sex  steroids  in  senile  osteoporosis.  Several 
researchers^®'^®  have  revived  support  for  the 
old  concept  of  calcium  deficiency  as  a possi- 
ble contributing  etiologic  factor.  In  addi- 
tion, recent  evidence  suggests  that  increased 
bone  resorption,  rather  than  decreased  bone 
formation,  may  be  operative  in  causing  the 
more  common  form  of  osteoporosis  occur- 
ring in  postmenopausal  women. 

In  1961,  Eisenberg  and  Gordon®^  reported 
a decreased  rate  of  tracer  incorporation  in 
patients  with  advanced  postmenopausal  and 
senile  osteoporosis.  Light  and  Frey,®®  how- 
ever, working  with  rabbits,  and  Greaves  and 
others,®®  working  with  kittens,  demonstrated 
that  these  animals  developed  histologic  evi- 
dence of  osteoporosis  with  skeletal  rarefac- 
tion when  fed  calcium-poor  diets.  Harrison 
and  Fraser®'  also  obseiwed  that  simple  cal- 
cium deficiency  in  rats  resulted  in  osteopo- 
rosis. They  also  observed  that  if  the  diet 
were  deficient  in  vitamin  D and  calcium, 
osteomalacia  (rickets)  developed  too. 

Working  with  human  subjects  with  post- 
menopausal or  senile  osteoporosis,  Fraser 
and  associates,^'  Heaney  and  Whedon,®®  and 
Rich  and  others®®  found  normal  or  increased 
rates  of  bone  production.  They  employed 
radiocalcium  to  measure  the  rate  of  calcium 
deposition  in  new  bone  formation.  Their 
conclusions  indicate  that  bone  resorption  has 
to  proceed  at  a rate  in  excess  of  bone  for- 
mation. 
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Osteoporosis  is  a clinical  expression  of  sev- 
eral disorders.  Treatment  aims  at  correcting 
coexisting  related  deficiencies  and  upsets 
which  cause  pain. 


The  calcium  requirement  of  the  normal 
adult  can  be  defined  as  the  amount  of  cal- 
cium needed  to  maintain  a normal  calcium 
balance.  In  normal  adult  subjects,  this  re- 
quires 10  mg.  per  kg.  of  body  weight  per 
day .30, 31  'j'jjg  u S.  Food  and  Nutrition  Board 
recommends  1 gm.  to  a minimum  of  0.8  gm. 
daily  for  the  adult.^’^  Bogdonoff  and  associ- 
ates^^ state  that  in  the  aged  male,  0.85  gm. 
(12  mg.  per  kg.  of  body  weight)  is  adequate 
to  effect  calcium  equilibrium. 

Nordin^^  studied  92  patients  with  osteo- 
porosis and  found  that  48  had  a history  of 
decreased  dietary  calcium,  10  had  steator- 
rhea, 14  had  hypercalciuria,  and  20  had  no 
associated  defect  that  could  be  determined. 
From  these  data  he  postulated  that  osteo- 
porosis could  be  the  result  of  a negative  cal- 
cium balance  which  is,  in  turn,  perhaps  the 
result  of  a low  calcium  diet,  malabsorption, 
or  hypercalciuria.  Owen  and  Irving^-^  have 
presented  data  which  indicate  that  osteo- 
porosis occurs  five  times  more  often  in  pa- 
tients with  a daily  intake  of  calcium  of  less 
than  0.5  gm.  when  compared  with  those  with 
an  intake  greater  than  0.6  gm.  However,  not 
all  adults  who  ingest  a low  calcium  diet  de- 
velop osteoporosis.^^’ Nordin^'^  explains  this 
fact  on  the  basis  of  adaptation  to  a low  cal- 
cium diet.  Malm  and  others^^  and  Walker 
and  others^®  concur  in  this  observation.  Es- 
sentially then,  senile  osteoporosis  may  be  a 
problem  of  an  individual’s  failure  to  adapt 
to  a low  calcium  regimen. 

The  role  of  calcium  deficiency  versus  avi- 
taminosis D in  the  pathogenesis  of  osteo- 
porosis and  osteomalacia  in  steatorrhea  is 
not  known.  The  concurrence  of  both  skeletal 
disorders  in  steatorrhea  probably  occurs 
more  frequently  than  is  generally  realized. 
Just  as  steatorrhea  may  be  a matter  of  de- 
gree, so  may  wasting  of  calcium  through 
the  kidney  in  renal  rickets  vary  in  intensity. 


WILLIAM  K.  ISHMAEL,  M.D. 


Undoubtedly,  tubular  damage  in  the  pres- 
ence of  adequate  glomerular  function  may 
result  in  acidosis  and  subsequent  withdraw- 
al of  calcium  from  the  skeleton  if  dietary 
intake  is  inadequate.  The  kidney  possibly 
plays  a role  in  adaptation  to  lowered  cal- 
cium intake. 

The  sedentary  existence  of  most  aging 
subjects  certainly  becomes  a factor  in  the 
osteoporosis  of  disuse.  Heaney,^®  using  com- 
bined calcium  balance  and  radioactive  turn- 
over studies,  has  recently  introduced  evi- 
dence that  a primary  increase  in  bone  re- 
sorption, rather  than  a decrease  in  bone 
production,  also  was  responsible  for  osteo- 
porosis of  disuse. 

Also  to  be  considered  in  the  pathogenesis 
of  senile  osteoporosis  is  general  malnutri- 
tion.'^’ Many  aging  people  have  an  in- 
adequate dietary  intake  of  protein  which 
can  be  responsible  for  improper  matrix  for- 
mation.Avitaminosis  C also  has  been 
reported  as  a contributing  cause  of  osteo- 
porosis. This,  according  to  Perkins  and 
Zilva,^®  may  result  from  a lowered  serum 
alkaline  phosphatase  level. 

Frost-*^’-^  defines  osteoporosis  as  “any 
condition  in  which  the  volume  of  bone  is  less 
than  that  in  a comparable  individual  of  the 
same  sex  and  similar  age.”  He  emphasizes 
that  it  is  the  quantity,  not  the  quality  or 
density  of  bone  that  is  significant.  The  quan- 
tity depends  not  on  how  much  is  being  man- 
ufactured, but  on  the  balance  between  bone 
gain  and  bone  loss;  for  example,  in  corti- 
sone osteoporosis,  bone  turnover  is  only  10 
percent  of  normal,  whereas  in  thyrotoxic 
osteoporosis,  turnover  may  reach  1,200  per- 
cent of  normal.  The  quality  of  bone  will 
also  show  difference,  since  quality  depends 
on  how  fast  new  hard  tissue  is  being  laid 
down. 

In  hypercortisone  (Cushing’s  disease)  os- 
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teoporosis,  the  low  remodeling  rate  is  re- 
flected in  brittle  bones  that  poorly  absorb 
radio-calcium  tracers  and  contain  few,  if 
any  osteoblasts.  Mineral  content  is  high  and 
the  bones  “respond  like  chalk.” 

In  thyrotoxic  osteoporosis,  the  rapid  turn- 
over rate  produces  incompletely  mineralized 
bones  that  are  “flexible  like  green  twigs.” 
They  soak  up  large  amounts  of  tracer  sub- 
stances and  contain  many  osteoblasts.  Yet 
both  examples  have  the  same  deficiency  in 
bone  volume,  because  both  are  losing  more 
bone  than  they  are  able  to  produce. 

Frost  asks:  Is  osteoporosis  insufficient 
osteoblasts,  too  many  osteoclasts,  or  not 
enough  calcium? 

He  concludes  that  none  of  these  are  pres- 
ent in  “senile”  osteoporosis.  Instead,  he  be- 
lieves that  the  disorder  involves  an  aberra- 
tion in  mesenchymal  or  stem  cells  that  are 
ultimately  responsible  for  the  formation  of 
bone,  tendon,  and  other  connective  tissues. 
These  cells  play  contrasting  roles  at  differ- 
ent stages  in  their  lives.  They  first  evolve 
into  osteoclasts,  which  tear  down  existing 
bone.  Later  they  become  osteoblasts,  which 
rebuild  bone.  It  is  at  the  point  where  they 
change  roles  that  the  osteoporotic  “hitch” 
occurs. 

Frost  has  further  postulated,  “It  is  not  a 
matter  of  the  cells  being  too  many  or  too 
few,  or  too  lazy,  or  too  vigorous.  The  trouble 
is  that  they  carry  out  the  destructive  part 
of  their  job  efficiently  and  the  constructive 
part  inefficiently.  Somehow,  the  construc- 
tion ‘orders’  have  become  garbled.”^® 


Frost’s  group,  along  with  Milch  and  oth- 
ers,^® also  has  contributed  to  investigative 
techniques.  One  of  these  has  made  possible 
precise  measurements  of  bone  growth  in  hu- 
man beings,  by  studying  bones  taken  at  au- 
topsy or  surgical  procedures  from  patients 
previously  given  tetracycline.  The  antibiotic 
is  deposited  in  bone  where  new  matrix  is 
starting  to  calcify.  It  fluoresces  under  ultra- 
violet light,  providing  an  index  from  which 
subsequent  growth  can  be  measured  “like 
growth  rings  on  a tree  trunk.” 

Applied  to  a human  rib,  the  technique  re- 
veals that  at  2 years  of  age,  new  bone  growth 
amounts  to  200  percent  of  total  bone  volume 
annually.  By  age  15,  the  figure  has  dropped 
to  40  percent,  by  age  35  to  2 percent.  There 
is  a slight  rise  in  the  growth  index  to  5 per- 
cent at  age  65,  But  Frost  emphasizes  that 
these  figures  refer  to  new  bone  growth,  not 
to  net  growth.  Around  age  65,  for  example, 
the  total  bone  volume  normally  falls  as  os- 
teolysis then  overtakes  osteogenesis. 

Differential  Diagnosis 

Not  only  are  there  several  contributing 
factors,  and  different  kinds  of  osteoporosis, 
but  there  are  many  conditions  which  cause 
rarefaction  of  bone,  indistinguishable  from 
osteoporosis  by  radiographic  examination. 
Space  does  not  permit  discussion  of  differ- 
entiation of  these  disorders  but  the  possi- 
bility of  the  presence  of  “pure”  osteomalacia, 
multiple  myeloma,  rheumatoid  arthritis,  hy- 
perparathyroidism, and  others  must  always 
be  considered. 

Idiopathic  osteoporosis  may  be  present  in 
a postmenopausal  or  senile  person  although 
it  would  not  be  related  to  the  age  or  usual 
causes.  Dent^®  has  pointed  out  that  osteo- 
genesis imperfecta  tarda  should  be  consid- 
ered as  a cause  of  bone  rarefaction,  especial- 
ly in  the  younger  age  groups. 

Treatment 

Presently,  management  of  a patient  with 
osteoporosis  consists  of  an  attempt  to  cor- 
rect known  contributing  factors  that  may 
exist  in  a given  subject.  In  uncomplicated 
postmenopausal  or  senile  osteoporosis  sev- 
eral types  of  treatment  have  been  recom- 
mended. These  include  sex  steroid  hormones ; 
a diet  high  in  protein  and  calcium;  calcium, 
vitamin  D,  and  vitamin  C supplements;  and 
increased  physical  activity.  In  recent  years, 
the  use  of  low  cholesterol  and  low  fat  diets 
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have  reduced  the  intake  of  fat-soluble  vita- 
mins (A  and  D)  and  certain  proteins  (milk, 
eggs)  in  a considerable  number  of  patients. 
This  has  created  a greater  need  for  vitamin 
D and  calcium  supplements. 

Metabolic  disorders  such  as  hyperthyroid- 
ism, Cushing’s  disease,  or  hypercortisonism, 
may  occur  at  any  age  and  require  definitive 
management  upon  diagnosis.  Supplemental 
calcium  is  indicated  as  well  as  removal  of 
the  obvious  cause. 

Such  varied  therapeutic  programs  indi- 
cate the  lack  of  an  ideal  or  specific  agent. 
This  presents  an  enigma  to  the  practicing 
physician  faced  with  the  patient  who  de- 
mands that  he  “do  something.”  There  are 
no  good  scientific  criteria  for  measuring 
efficacy  of  treatment  other  than  sympto- 
matic relief  of  pain  and  weakness.  Patients 
with  musculoskeletal  complaints  have  good 
and  bad  days,  even  spontaneous  remissions, 
and  they  are  noted  for  their  response  to  the 
“placebo  effect.”  Be  that  as  it  may,  one 
cannot  rely  solely  upon  analgesic  and  tran- 
quilizing-type  drugs,  so  watchful  trial  of  mo- 
bilization and  replacement  therapy  is  per- 
missible. Continued  use  of  any  modality 
which  is  not  clinically  rewarding,  however, 
is  not  justified  in  the  light  of  present  knowl- 
edge. 

First  to  be  considered  in  formulating  the 
management  of  an  osteoporotic  patient  is 
the  cause  of  pain.  It  is  doubtful  that  osteo- 
porosis per  se  can  produce  pain. 

Pain  in  the  musculoskeletal  system  arises 
from  three  sources:  organic  disease,  postural 
or  physiodynamic  strain,  and  psychomotor 
factors.  Any  patient  may  have  one  or  all 
of  these  contributing  factors.^^  Treatment 
is  directed  toward  correction  of  these  fac- 
tors as  far  as  possible. 

Organic  lesions  cause  pain  in  predictable 
areas  and  usually  have  physical,  radiograph- 
ic, and  laboratory  changes  characteristic  of 
the  disorder.  Morning  stiffness  and  weather 
reactions  are  also  common.  There  is  pre- 
dictable reduction  of  pain  from  the  use  of 
analgesics. 

Individuals  with  simple  fatigue  or  strain 
usually  have  pain  in  predictable  areas  and 
have  physical  changes  in  keeping  with  the 
complaint.  Such  persons  usually  feel  best 
after  a night’s  rest  and  get  progressively 
worse  as  the  day  goes  along,  proportionate 
to  their  daily  endeavor.  They  obtain  little 
or  no  relief  from  analgesics  and  are  not  af- 
fected by  weather  change. 


Psychomotor  phenomena  in  the  musculo- 
skeletal system  may  not  produce  pain  in  pre- 
dictable areas  and  the  patient  may  have  a 
“touch-me-not”  reaction  when  examined. 
Pertinent  laboratory  and  radiographic  data 
are  normal.  However,  other  disease  may  be 
present.  As  an  example,  a patient’s  spinal 
radiographs  may  reveal  evidence  of  arthrit- 
ic or  osteoporotic  changes;  however,  if  he 
has  no  morning  stiffness  or  increased  eve- 
ning pain,  complains  that  he  “hurts  all  the 
time,”  has  no  consistent  improvement  from 
the  use  of  analgesics,  and  has  a “touch-me- 
not”  reaction  when  examined,  it  is  doubtful 
that  the  arthritis  or  osteoporosis  revealed  by 
radiograph  is  in  any  way  related  to  his  com- 
plaints. 

An  oversimplified  approach  to  the  patient 
with  a painful  osteoporotic  spine  is  to  re- 
gard the  phenomena  as  one  would  a patient 
with  blisters  in  his  hand  from  overuse  of  a 
shovel.^-  The  size  of  the  shovel  and  the  tough- 
ness of  the  hand  are  both  important;  how- 
ever, one  could  always  conclude  that  had  the 
shovel  been  discarded  a moment  earlier,  the 
blister  would  never  have  occurred.  It  is  true 
that  most  patients  with  musculoskeletal 
stress  reactions  pursue  their  endeavors  with 
greater  intensity  than  they  have  strength  to 
withstand.  West  Texas  (especially  the  Pan- 
handle areas)  has  more  than  its  share  of 
patients  with  painful,  osteoporotic  spines. 
Fortunately,  true  conversion  hysteria  or 
pure  psychogenic  rheumatism  is  infrequent. 
In  these  patients  one  usually  encounters 
emotional  instability  coupled  with  an  over- 
whelming unpleasant  life’s  situation.  How- 
ever, in  the  majority  of  musculoskeletal 
stress  reactions,  the  patient  is  not  “caught 
in  a trap,”  but  rather  is  overly  motivated 
by  conscientiousness  and  a desire  to  please; 
he  “loves  to  work.”  He  is  probably  com- 
parable to  the  child  who  is  more  prone  to 
come  home  crying  from  all  day  at  the  fair 
than  from  a stuffy  day  spent  in  school  which 
provoked  no  enthusiasm.  The  overly  tired, 
keyed-up  individual  is  prone  to  have  insom- 
nia. Most  patients  with  musculoskeletal  pain 
sleep  less  than  eight  hours  per  night.  Cor- 
rection of  sleep  deprivation  can  be  of  prime 
importance  in  the  correction  of  pain  syn- 
dromes. 

The  physician’s  chief  problem  is  to  restore 
strength  and  to  extend  function.  This  re- 
duces or  controls  the  pain  from  fatigue 
which  in  turn  permits  better  rest  at  night. 
Ataractic  or  soporific  type  drugs  with  an 
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analgesic  are  indicated  when  necessary  to 
permit  sleep ; however,  their  use  in  the  day- 
time to  extend  function  can  result  in  in- 
creased strain. 

Malingering  does  not  present  the  problem 
in  older  subjects  that  it  does  in  industrial 
patients ; however,  falsification  or  exaggera- 
tion of  complaints  does  occur.  These  pa- 
tients usually  exhibit  the  syndrome  complex 
found  in  psychomotor  phenomena. 

It  is  difficult  to  “scold”  a patient  for  hav- 
ing exceeded  his  physiologic  capacity  and 
then  tell  him  that  his  salvation  is  exercise. 
The  remedial  back  flexion  exercises  described 
by  Williams^^  are  helpful  for  the  painful 
(lumbosacral  strain)  osteoporotic  spine.  It 
is  also  desirable  to  teach  the  patient  how  to 
avoid  forward-thrust  strains  of  the  neck  and 
lordotic  strain  of  the  lumbar  spine.^^  In  most 
instances,  mild  general  outdoor  exercise  and 
recreation  are  needed. 

The  anabolic  sex  steroid  hormones  are 
widely  used  in  postmenopausal  women.  The 
combination  of  estrogens  and  androgens  pro- 
duces a greater  calcium  retention  than  either 
hormone  used  singly.^®  As  in  other  deficien- 
cy states,  treatment  should  be  discontinued 
if  there  is  poor  tolerance  to  the  drugs  or 
failure  to  improve. 

Many  aging  women  already  have  a mild 
to  moderate  degree  of  hirsutism  and  lower- 
ing of  the  voice  and  do  not  welcome  any 
further  changes  from  androgens.  The  wide- 
spread use  of  the  Papanicolaou  smear  has 
probably  placed  the  use  of  estrogens  on  safer 
grounds.  If  the  estrogen  or  androgen  or 
combination  of  both  produces  significant  and 
consistent  improvement  in  strength,  func- 
tion, and  pain  and  are  well  tolerated,  they 
probably  should  be  continued  indefinitely  in 
minimal  optimal  amount. 

Replacement  of  calcium  would  appear  to 
be  indicated  in  all  patients  with  postmeno- 
pausal or  senile  osteoporosis.  As  with  sex 
steroids,  if  the  patient’s  response  and  toler- 
ance wai'rant,  supplemental  calcium  should 
be  continued  indefinitely  if  dietary  intake  is 
not  sufficient. 

Vitamin  D (activated  ergosterol,  calciferol) 
is  indicated  in  patients  with  calcium  deficien- 
cy who  require  a low  fat  diet  or  have  a mal- 
absorption syndrome.  If  large  doses  are  re- 
quired, urine  calcium  determinations  should 
be  done  to  prevent  overdose.  If  a malab- 
sorption syndrome  (sprue,  steatorrhea,  post- 


gastrectomy) is  present  the  use  of  a low 
gluten  diet  is  indicated.^’’’' 

Increased  calcium  intake  is  also  needed 
if  there  is  faulty  kidney  function  resulting 
in  acidosis  (tubular  failure) . One  would  also 
use  an  alkaline  buffer  to  spare  calcium  with- 
drawal.^^ 

Correction  of  calcium  deficiencies  consists 
not  only  of  utilizing  a balanced  diet  and 
sometimes  supplemental  calcium  salts  or 
vitamin  D,  but  also  of  correcting  the  cause 
of  the  deficiency  when  possible.  In  most 
instances,  these  corrective  measures  should 
be  continued  for  the  life  of  the  patient. 

The  use  of  vitamin  Bio  presents  an  enigma. 
It  is  possible  that  as  in  calcium  deficiency, 
the  intrinsic  factor  associated  with  achylia 
gastrica,  gastrectomy,  small  bowel  disorder, 
and  steatorrhea  may  contribute  toward  an 
error  in  vitamin  B12  metabolism.  No  proven 
relationship  exists,  however,  between  vita- 
min Bio  deficiency  and  osteoporosis.  Sup- 
plemental vitamin  Bio,  and  if  steatorrhea  is 
present,  a low  gluten  diet,  are  worthy  of 
trial.  If  specifically  and  consistently  helpful 
they  may  be  adopted  as  adjuncts  to  treat- 
ment. 

Vitamin  C deficiency  is  not  hard  to  de- 
tect^’^  and  the  administration  of  a proper 
diet  and  if  needed,  supplemental  vitamin  C 
is  simple,  when  tolerated.  It  is  true  that 
many  older  subjects  fear  citrus  fruits  and 
other  high  vitamin  C foods,  and  it  may  be 
difficult  to  establish  their  confidence  in 
their  gastrointestinal  tracts. 

Protein  deficiencies  and  severe  general 
malnutrition  do  not  occur  as  frequently  as 
in  the  past.  However,  senility  states,  al- 
lergic disorders,  psychomotor  fixations,  or 
just  “finicky”  eating  may  lead  to  protein 
staiwation.  Recomending  a diet  is  one  thing, 
but  persuading  the  patient  to  eat  is  another. 

Definitive  information  on  the  osteoporosis 
of  the  “alarm  reaction”  is  lacking.^®  Possi- 
bly certain  phenomena  associated  with  a 
march  fracture  sei*ve  as  crude  examples. 
There  may  be  some  association  between  the 
stooped  old  lady  and  years  of  hard  work, 
daily  exceeding  her  physiologic  capacity  and 
going  without  sleep.  Or  perhaps  as  in  other 
organs,  bones  undergo  regression  at  a pre- 
destined age. 

Summary 

Osteoporosis  is  not  a disease,  but  a clini- 
cal expression  of  a number  of  disorders. 
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Pain  is  not  a predictable  symptom  of  osteo- 
porosis, but  does  exist  when  certain  compli- 
cations or  contributing  factors  are  present. 
Treatment  consists  of  correcting  as  far  as 
possible  coexisting  deficiencies  and  metabolic 
upsets  related  to  the  bone  changes  and  the 
discrepancies  which  account  for  discomfort. 
These  include  atrophy  of  disuse;  calcium, 
sex  steroids,  and  vitamin  D deficiencies; 
metabolic  upsets,  and  others.  The  mechanics 
of  the  pain  include  simple  fatigue,  strain, 
degenerative  reaction,  psychomotor  phenom- 
ena, crushing  of  bone,  and  others.  A signifi- 
cant percent  of  patients  with  pain  associated 
with  osteoporosis  improve  or  are  completely 
relieved  of  pain  when  the  contributing  fac- 
tors and  the  mechanics  of  the  painful  re- 
action are  corrected. 
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Effect  of  Common  Odors 
On  Patients  with  Respiratory  Allergies 

V.  E.  FRIEDEWALD,  M.D. 


p- ^ INHALATION  OF  various  ma- 

RESEARCH  & INVESTIGATION  terials  into  the  respiratory  tract 

for  investigative  purposes  re- 
garding asthma  has  been  used 
increasingly  in  recent  yearsd"' 

Food  odors  such  as  those  of  fish,  eggs 
frying,  and  peas  cooking  have  been  claimed 
to  cause  reactions.®  This  study  deals  -with 
the  introduction  of  various  common  odors 
into  the  upper  respiratory  tract  of  hay  fever 
patients  whose  symptoms  last  through  the 
entire  year  (perennial)  and  the  observation 
of  the  reactions.  Perennial  hay  fever  pa- 
tients frequently  name  common  household 
odors  as  the  cause  of  their  symptoms.  Odors 
associated  with  volatile  household  substances 
such  as  hair  sprays,  hair  oil,  deodorants, 
paints,  finger  nail  polish,  and  others,  are 
mentioned  too  frequently  to  be  ignored. 
Therefore,  it  was  decided  to  study  100  con- 
secutive perennial  allergic  rhinitis  patients 
to  determine  the  number  who  react  to  some 
of  these  odors. 


were  in  unmarked  bottles  and  were  of  the 
same  concentration  as  used  in  homes.  The 
bath  soap  was  used  as  an  emulsion. 


Results 

One  hundred  allergic  and  100  non-allergic 
persons  were  tested.  Thirty-nine  of  the  100 
allergic  patients  had  positive  reactions  to 
the  provocative  tests.  None  of  the  100  non- 
allergic  individuals  had  positive  reactions  to 
the  provocative  tests.  Positive  reactions  to 
the  various  odors  were  as  follows: 


Hair  spray 
Linseed  oil 
Bath  oil 
Deodorizer 
Lacquer  thinner 
Cologne 
Bath  soap 
Four  typical  cases 


18 

6 

5 

12 

13 

9 

8 

are  outlined. 


Method 

Direct  skin  tests  of  all  the  patients  in  this 
series  were  positive  to  some  of  the  usual 
allergens.  Each  patient  was  asked  to  inhale 
seven  common  household  odors,  with  a rest 
period  between  odors  so  that  reactions  defi- 
nitely could  be  determined.  Reactions  were 
produced  within  several  minutes  and  sub- 
sided spontaneously  within  15  minutes.  Pos- 
itive reactions  were  sneezing  or  itching  of 
eyes,  nose,  or  mouth.  Occasionally  the  re- 
actions progressed  to  coughing  and  wheez- 
ing. The  patients  were  not  told  the  identity 
of  the  odors.  The  seven  substances  used 
were  hair  spray,  linseed  oil,  bath  oil,  deodor- 
izer (Pine  Sol),  lacquer  thinner,  cologne, 
and  bath  soap  (Dove).  All  of  the  materials 


Case  Reports 

Case  1.- — Mrs.  D.  D.,  age  32,  has  had  perennial 
hay  fever  since  childhood ; it  is  worse  in  the  spring 
and  fall  months.  She  has  positive  skin  reactions 
to  grass,  mesquite,  mountain  cedar,  dog  hair,  cot- 
tonseed, and  house  dust.  After  she  eliminated  a 
kitchen  cleanser  from  her  home,  her  condition  im- 
proved significantly. 

Case  2. — A.  B.  D.,  a 15-year-old  girl,  has  had 
asthma  and  perennial  hay  fever  for  one  year.  There 
were  positive  skin  reactions  to  grass,  mountain 
cedar,  weeds,  Pcnicillmm,  cat  hair,  house  dust,  and 
orrisroot.  Hay  fever  and  asthma  were  produced 
when  she  was  exposed  to  hair  spray,  bath  powder, 
and  deodorant  at  home. 

Case  3. — Mrs.  L.  M.,  age  32,  has  had  perennial 
hay  fever  for  14  years.  There  were  positive  skin 
reactions  to  grass,  mesquite,  mountain  cedar,  weeds, 
dog  hair,  orrisroot,  and  house  dust.  On  checking 
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In  the  management  of  the  allergic  patient, 
recognition  and  control  of  odors  and  fumes 
that  appear  to  provoke  sneezing  and  itching 
is  an  important  adjunct  to  total  symptomatic 
treatment. 


her  own  household  odors,  she  found  that  she  re- 
acted severely  to  soap  flakes  used  in  her  washing. 

Case  J,. — M.  S.,  a 14-year-old  boy,  has  had  peren- 
nial hay  fever  and  asthma  for  six  years.  There  were 
positive  skin  reactions  to  grass,  mesquite,  mountain 
cedar,  weeds,  wool,  kapok,  flaxseed,  house  dust,  and 
pyrethrum.  On  checking  household  odors,  reactions 
were  obtained  to  bath  cleansers,  some  bath  soaps, 
and  hair  spray. 

Discussion 

In  allergy  studies,  occasional  references’* 
are  made  to  the  allergic  symptoms  provoked 
by  various  odors.  However,  no  specific  clin- 
ical work  or  provocative  testing  to  odors 
could  be  found.  Odors  of  volatile  agents 
such  as  perfumes,  kerosene,  tar,  and  tobacco 
smoke,  are  mentioned^**  as  having  irritating 
qualities.  Since  the  majority  of  the  popula- 
tion does  not  react  with  symptoms  to  these 
odors,  it  is  thought  that  this  study,  using 
odors  of  a small  number  of  volatile  sub- 
stances on  a specific  group  of  allergic  pa- 
tients, would  be  of  value.  Thirty-eight  per- 
cent of  this  group  of  100  patients  likely 
would  continue  to  have  symptoms  if  these 
substances  were  not  eliminated  from  their 
environment. 

To  prove  that  these  respiratory  reactions 
following  odors  are  true  allergic  reactions 
or  simply  irritative  reactions  is  difficult.  If, 
by  an  allergic  reaction  it  is  meant  only 
antigen-antibody  reactions,  then  these  may 
be  irritative  in  nature,  since  antibodies  have 
not  been  demonstrated  as  yet.  If,  however, 
we  use  the  definition  of  allergy  as  a “state 
of  altered  tissue  reactivity,”  then  the  reac- 
tions may  be  considered  allergic,  since  the 
tissues  of  the  respiratory  tract  react  ab- 
normally. If  these  were  irritative  reactions, 
it  would  seem  that  most  of  the  perennial  hay 
fever  patients  should  respond  to  the  odors. 


but  only  39  percent  reacted.  Similarly,  the 
majority  (61  percent)  of  the  perennial  hay 
fever  patients  and  100  percent  of  the  non- 
allergic  group  did  not  react  to  these  odors, 
which  further  indicates  that  these  reactions 
are  not  just  due  to  irritants. 

Odor  allergy  or  irritation,  similar  to  drug 
ahergy,  has  a poor  immunological  basis  at 
the  present  time.  Skin  testing  is  of  no  value. 
The  crude  method  of  provocative  nasal  test- 
ing is  the  only  way  at  the  present  time  to 
demonstrate  these  offenders.  Many  times, 
in  my  experience,  usual  treatment  of  allergy 
has  failed  because  odors  have  been  ignored 
as  a cause  of  symptoms.  Apparently,  the 
problem  will  get  worse  as  more  and  more 
synthetic  odors  are  forced  on  the  public.  It 
is  a simple  matter  to  have  allergy  patients 
check  each  and  every  household  odor  in  a 
provocative  way.  A reaction  is  considered 
positive  if  itching  or  sneezing  occur  almost 
immediately.  Sufficient  time  should  separate 
each  test  so  that  positive  reactions  can  be 
clearly  elicited. 

Summary 

Thirty-nine  percent  of  100  perennial  hay 
fever  patients  reacted  with  sneezing  or  itch- 
ing of  nose,  eyes,  or  throat  when  tested  pro- 
vocatively with  seven  common  household 
odors.  Hair  spray  was  the  worst  offender 
in  this  group.  Therefore,  it  appears  that 
provocative  testing  to  common  odors  should 
be  included  in  an  allergy  study.  Patients 
can  do  this  at  home  after  simple  instructions. 
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Clinical  Summary 


1 DR.  ZACK  KILPATRICK:  A 64- 

c PC  year-old  Negro  man  was  admitted 
to  Parkland  Memorial  Hospital  for 
the  third  time  on  Oct.  14,  1964, 
because  of  chest  pain. 

In  1959  he  was  hospitalized  elsewhere  for 
four  weeks  with  a diagnosis  of  myocardial 
infarction.  Subsequently,  he  frequently  had 
dyspnea  on  exertion  and  “three-pillow”  or- 
thopnea without  paroxysmal  nocturnal  dys- 
pnea and  experienced  chest  pain  on  exertion. 
In  January,  1963,  he  was  treated  in  the  Emer- 
gency Room  at  Parkland  for  pulmonary  ede- 
ma. An  electrocardiogram  (ECG)  at  that  time 
showed  left  ventricular  hypertrophy  with 
digitalis  effect,  anterior  ischemia,  and  left 
atrial  enlargement.  The  following  month  he 
was  hospitalized  for  11  days  for  pneumonia 
which  responded  rapidly  to  penicillin.  At 
this  time  a history  of  lues  was  obtained.  At 
this  admission  the  blood  pressure  was  150/ 
70  mm.  of  Hg.,  and  the  heart  was  enlarged 
3 cm.  to  the  left  of  the  midclavicular  line  in 
the  sixth  intercostal  space.  A grade  3 aortic 
systolic  and  a grade  2 aortic  diastolic  mur- 
mur were  described.  A Reiter  protein  com- 
plement-fixation test  was  positive.  The  pa- 
tient was  discharged  (to  be  followed  in  the 
outpatient  clinic)  on  0.1  mg.  digitoxin  daily. 


This  is  the  11th  in  a series  of  clinicopathologic 
conferences  from  the  University  of  Texas  South- 
western Medical  School.  Dr.  C.  T.  Ashworth,  pro- 
fessor and  chairman  of  the  Department  of  Pathol- 
ogy, serves  as  guest  editor  for  this  series. 

The  case  is  presented  by  Dr.  Zack  Kilpatrick,  a 
resident  in  medicine,  and  the  clinical  discussion  is  by 
Drs.  R.  A.  Taha,  R.  R.  Johnston,  F.  A.  Bashour,  and 
C.  B.  Chapman,  all  of  the  Department  of  Medicine. 
Dr.  Ashworth  presents  the  pathological  findings. 


In  February,  1964,  he  was  again  seen  in  the 
Emergency  Room  because  of  increasing  dys- 
pnea, paroxysmal  nocturnal  dyspnea,  and  an- 
ginal pain.  A chest  roentgenogram  showed 
that  signs  of  congestive  heart  failure  had 
appeared  since  February,  1963,  and  an  ECG 
showed  premature  atrial  and  multiple,  mul- 
tifocal premature  ventricular  contractions. 
Digitoxin  was  reduced,  Thiomerin  was  ad- 
ministered, and  the  patient  was  referred 
again  to  the  outpatient  clinic.  Except  for 
one  episode  of  decompensation,  his  condition 
remained  relatively  stable;  some  dyspnea  on 
exertion  and  angina  was  relieved  by  nitro- 
glycerine. 

Two  weeks  before  admission,  the  patient 
noted  anorexia  followed  by  yellow  vision.  He 
later  vomited  four  to  five  times  and  two  days 
after  admission  had  several  loose  stools.  At  ; 
this  time  he  noted  a definite  worsening  of  ; 
dyspnea  with  paroxysmal  nocturnal  dyspnea 
and  more  frequent  chest  pain  which  was  re-  ' 
lieved  by  nitroglycerine.  Because  of  these 
symptoms  and  because  he  had  run  out  of 
nitroglycerine,  he  came  to  the  Emergency 
Room,  where  he  was  given  an  injection  of 
Mercuhydrin  and  more  nitroglycerine.  As 
he  was  leaving  the  hospital  he  was  stricken 
with  sudden,  severe,  anterior  chest  pain 
which  radiated  to  the  epigastrium,  sides  of 
the  neck,  and  both  arms.  The  attack  was 
accompanied  by  weakness,  diaphoresis,  and 
vomiting.  He  was  admitted  to  the  ward.  A 
past  history  was  obtained  of  syphilis  in  1942 
treated  with  six  “shots,”  and  in  1947  treated 
with  3,000,000  units  of  penicillin. 

Physical  examination  revealed  an  elderly 
colored  man  who  groaned  with  each  expira- 
tion. Temperature  was  97.4  F.,  pulse  rate 
160  and  irregular,  respirations  36,  and  blood 
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Heart  conditions  resulting  from  arterioscle- 
rosis, lues,  myocardial  disease,  or  a combi- 
nation of  these  were  considered  as  probable 
diagnoses.  Digitalis  intoxication  was  another 
entity.  The  autopsy  report  added  a surpris- 
ing set  of  facts  to  the  case. 


pressure  270/90  mm.  of  Hg.  There  was 
pharyngeal  hyperemia.  A few  fine  basilar 
rales  were  heard  over  both  lungs.  The  car- 
diac apex  was  palpated  2 cm.  to  the  left  of 
the  midclavicular  line  in  the  seventh  left  in- 
tercostal space.  A2  was  louder  than  P2.  A 
grade  3 ejection  murmur,  loudest  over  the 
second  right  intercostal  space,  was  heard 
and  it  radiated  up  the  common  carotids  to 
the  left  sternal  border  and  apical  lobe.  A 
grade  3 decrescendo  diastolic  murmur,  loud- 
est at  the  left  sternal  border,  was  present. 
There  was  no  rub  or  gallop.  Examination  of 
the  abdomen  showed  no  abnormalities.  Pis- 
tol shot  sounds  were  heard  over  each  femoral 
artery,  and  the  peripheral  pulses  were  full 
and  equal.  There  was  no  subcutaneous  ede- 


ma. Results  of  neurologic  examination  were 
normal. 

Table  1 shows  results  of  laboratory  tests. 
Overnight,  the  patient  was  treated  with  oxy- 
gen, and  small  increments  of  Demerol  given 
intravenously.  Approximately  160  mEq.  of 
potassium  chloride  were  administered  be- 
cause the  initial  ECG  showed  nodal  and  ven- 
tricular tachycardia  which  changed  to 
paroxysmal  auricular  tachycardia  with  2:1 
block  and  runs  of  ventricular  tachycardia. 
Procaine  amide,  100  mg.,  was  given  intra- 
venously, abolishing  the  ventricular  tachy- 
cardia. A few  hours  later  the  rhythm  be- 
came basically  a sinus  one  with  innumerable 
premature  auricular  contractions.  During 
the  first  hospital  day  the  patient  was  given 
0.3  gm.  quinidine  and  the  number  of  pre- 
mature auricular  contractions  diminished. 
Procaine  amide,  250  mg.  every  six  hours, 
was  begun  because  of  laboratory  and  ECG 
evidence  of  hypokalemia  and  numerous  pre- 
mature ventricular  contractions.  The  uri- 
nary output  during  the  first  24  hours  was 
50  ml.  This  was  thought  to  be  the  result  of 
salt  depletion,  and  on  the  second  and  third 
hospital  days  he  was  given  a total  of  2,500 
ml.  salt  solution,  salt  ad  lib.  in  his  diet,  and 
120  mEq.  of  potassium  chloride  daily.  On 
the  second  and  third  days  the  24-hour  urine 
volumes  were  482  ml.  and  900  ml.  respective- 
ly. Skin  turgor  improved  and  the  super- 
ficial veins  were  no  longer  collapsed.  The 
heart  had  diminished  in  size  on  the  second 
day,  and  the  pulse  was  92  per  minute  with 


Table  1. — Results  of  Laboratory  Studies. 


Day 

Admission 

1 

2 

3 

4 

Hemoglobin,  gm./lOO  ml. 

15.5 

15.0 

14.9 

11.3 

White  Blood  Count/cu.  mm. 

6,300 

9,200 

16,200 

10,000 

Polymorphonuclear  leukocytes,  % 

79.9 

Lymphocytes,  % 

10 

Monocytes,  % 

2 

BUN,  mg./ 100  ml. 

4 

11 

20 

13 

9 

Sodium,  mEq. /liter 

145 

140, 139 

138 

135 

Potassium,  mEq./liter 

2.2 

3.3 

3.5 

3.6 

Chlorine,  mEq./liter 

90 

88,93 

85 

97 

Carbon  Dioxide,  mEq./liter 

29 

33,23 

34 

29 

SCOT,  units 

Liver  Function  Studies; 

125 

87 

80 

24 

Bilirubin,  mg./ 100  ml. 

Direct 

0.4 

Indirect 

1.1 

Thymol  turbidity,  units 

Cepbalin  cholesterol  flocculation. 

6.5 

24  hr./48  hr. 

Serum  alkaline  phosphatase. 

neg./l 

Bodansky  units/100  ml. 

4.1 

Total  serum  protein,  gm./lOO  ml. 

7 

Albumen 

4 

Globulin 

3 

Amylase,  units/100  ml. 

400 
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Fig.  1.  Electrocardiographic 
tracing  obtained  Feb.  1,1963. 


occasional  premature  ventricular  contrac- 
tions. Rhinorrhea  and  hoarseness  became 
prominent  and  a dry,  hacking  cough  devel- 
oped. Medium  inspiratory  rales  were  heard 
in  both  lung  bases,  but  there  was  no  evi- 
dence of  congestive  heart  failure  or  consoli- 
dation. The  temperature  was  100  F.  On  the 
third  day,  the  hoarseness  diminished  and 
there  was  sinus  heart  rhythm  with  occasion- 
al premature  contractions.  The  patient  was 
given  an  additional  120  mEq.  of  potassium 
chloride.  He  felt  well  the  entire  day,  but  at 
4:30  p.m.  the  fourth  day  he  was  found  with 
no  pulse  and  with  dilated,  fixed  pupils,  and 
was  pronounced  dead. 


Clinical  Discussion 

DR.  TAHA:  The  first  ECG  (Fig.  1)  on 
Feb.  1,  1963,  showed  hypertrophy  of  the  left 


atrium  and  symmetrically  deep  inverted  T- 
waves  over  the  entire  precordium,  and  re- 
sults were  consistent  with  coronary  insuf- 
ficiency. Pruitt  and  associates^  reported  62 
cases  that  had  deeply  inverted  T-waves  in 
which  this  wave  in  V3  was  5 mm.  or  deeper, 
and  was  as  deeply  inverted  as  T in  Vq.  This 
was  the  only  significant  alteration  in  the 
ECG.  Thirty-eight,  or  61  percent,  had  clini- 
cal evidence  of  myocardial  infarction  or  se- 
vere coronary  insufficiency.  T-wave  inver- 
sion in  V3  in  our  case  approaches  those  de- 
scribed by  Pruitt.  For  these  reasons  I can- 
not rule  out  a subendocardial  myocardial 
infarction  in  this  patient. 

The  ECG’s  made  on  Feb.  14  and  15, 1963, 
did  not  show  significant  changes.  The  one 
made  Oct.  14  (Fig.  2)  was  not  a good  trac- 
ing. It  shows,  however,  pai'oxysmal  auricu- 
lar tachycardia  (PAT)  with  block  and  runs 
of  premature  ventricular  and  auricular  con- 
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CPC — continued 

tractions  (PVC  and  PAC).  After  treatment, 
the  tracings  showed  a sinus  rhythm  (Fig.  3) . 
Lown  and  others^  reported  that  PAT  with 
block  was  caused  by  digitalis  intoxication 
in  75  percent  of  their  cases.  This  patient 
had  two  reasons  to  have  digitalis  intoxica- 
tion ; He  had  a significant  decrease  in  urine 
output  (Okita  and  others^  reported  that  79 
percent  of  digitalis  is  excreted  by  the  kid- 
ney), and  he  was  taking  diuretics  and  his 
serum  potassium  level  was  low.  These,  in 
addition  to  the  presence  of  PAT  with  block, 
PAC’s  and  PVC’s  make  me  think  that  he  had 
digitalis  intoxication. 

The  positive  results  of  the  serologic  test 
for  syphilis  and  the  high  frequency,  early 
diastolic  aortic  murmur  make  the  diagnosis 
of  syphilitic  aortic  insufficiency  the  most 
likely.  The  terminal  event  could  have  been 
an  arrhythmia,  pulmonary  embolus,  or  a 
myocardial  infarction.  I favor  the  last  be- 
cause of  the  previous  history. 

To  sum  it  up,  I think  this  patient  had 
syphilitic  aortic  insufficiency,  adequately 
treated  digitalis  intoxication,  and  arterio- 
sclerotic heart  disease.  I believe  he  died 
from  an  acute  myocardial  infarction. 

DR.  JOHNSTON : After  reviewing  this 
rather  complicated  case,  the  problem  seems 
to  come  down  to  three  basic  questions.  What 
was  this  patient’s  underlying  heart  disease? 
What  was  the  acute  episode  that  led  to  his 
admission?  Why  did  the  patient  die? 

Pertaining  to  the  underlying  heart  dis- 
ease, the  patient  probably  had  two  heart  dis- 
eases, or  at  least  two  major  manifestations 
of  a single  heart  disease.  First,  I believe  we 
can  admit  that  he  probably  did  have  syph- 
ilitic aortitis  with  aortic  insufficiency.  This 
seems  relatively  obvious  from  the  protocol 
and  from  the  description.  In  1959  something 
happened,  and  the  patient  developed  acute 
congestive  heart  failure.  This  occurred  again 
in  1963.  However,  the  heart  failure  cannot 
be  attributed  to  a myocardial  infarction 
without  better  documentation  than  we  have 
in  the  protocol.  Could  congestive  heart  fail- 
ure at  both  of  these  times  have  been  second- 
aiy  to  massive  aortic  insufficiency  from 
syphilitic  aortitis?  The  answer  is  no,  be- 
cause in  1963,  a month  after  the  patient  suf- 
fered congestive  heart  failure,  his  blood 
pressure  was  150/70  mm.  of  Hg.  This  dias- 
tolic pressure  is  too  high  to  be  compatible 
with  significant  aortic  insufficiency.  There- 
fore, there  had  to  be  another  heart  disease 


present  in  1963  and  retrospectively  in  1959 
to  explain  the  episodes  of  congestive  heart 
failure.  Because  of  a history  resembling 
that  of  angina  pectoris  in  1959  and  subse- 
quently, we  can  most  reasonably  ascribe  the 
episodes  of  congestive  heart  failure  to  coro- 
nary artery  disease. 

Although  atherosclerosis  is  responsible  for 
more  than  95  percent  of  the  cases  of  coro- 
nary artery  disease,  it  is  probably  worth- 
while to  review  the  causes  of  the  other  4 per- 
cent of  coronary  artery  disease.  They  are 
coronary  artery  embolism,  especially  in  as- 
sociation with  subacute  bacterial  endocardi- 
tis ; periarteritis  nodosa ; dissecting  aneurysm 
of  the  aorta  causing  partial  or  complete  oc- 
clusion of  a coronary  ostia;  anomalous  ori- 
gin of  the  coronary  artery  from  a pulmonary 
artery ; congenital  atrioventricular  fistula  of 
one  branch  of  a coronary  artery ; neoplasms ; 
tuberculous  granulomata  of  a coronary  ar- 
tery; and  finally  syphilitic  stenosis  of  the 
ostia  of  the  coronary  artery.  This  patient’s 
coronary  disease  may  be  due  to  his  syphilitic 
aortitis.  Although  it  is  unlikely  because  of 
the  long  course  of  his  disease,  dissecting 
aneurysm  of  the  aorta  is  at  least  a thin  pos- 
sibility for  explanation  of  both  the  aortic 
insufficiency  and  the  partial  coronary  oc- 
clusion. 

Turning  to  the  acute  episode  that  caused 
the  patient’s  admission,  there  are  two  under- 
lying factors  which  Dr.  Taha  has  mentioned 
already.  One  is  the  severe  fluid  and  electro- 
lyte disturbance  resulting  in  severe  loss  of 
potassium  and  free  water.  The  magnitude 
of  loss  is  suggested  by  the  large  amounts  of 
potassium  that  were  given  with  no  signifi- 
cant changes  in  the  serum  potassium  level. 
The  second  factor  is  digitalis  toxicity,  com- 
plete with  the  chromatopic  vision  and  the 
severe  arrhythmias.  This  was  at  least  par- 
tially related  to  the  low  serum  potassium 
level.  However,  the  disturbing  thing  is  that 
when  the  fluid  and  electrolyte  disturbances 
were  largely  corrected  and  normal  sinus 
rhythm  had  been  restored,  the  patient  died. 
Obviously  the  present  illness  had  had  an  ad- 
ditional factor.  Because  of  the  patient’s 
chief  complaint  of  chest  pain  and  because  of 
the  high  serum  transaminase  values  present, 
the  final  factor  seems  to  have  been  an  acute 
myocardial  infarction.  It  is  possible  that  the 
severe  tachycardia  with  which  the  patient 
presented  could  have  precipitated  the  final 
myocardial  infarction  in  an  already  ischemic 
heart. 
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Finally,  with  no  more  information  than 
we  have,  the  cause  of  death  can  most  readily 
be  ascribed  to  an  acute  arrhythmia  in  an 
electrically  unstable  heart  with  a subacute 
myocardial  infarction. 

DR.  BASHOUR : I am  fortunate  in  that 
somebody  else  opened  this  discussion.  I do 
not  believe  that  this  patient  had  a straight- 
forward case  of  arteriosclerotic  heart  dis- 
ease with  myocardial  infarction.  Did  he 
have  a long-standing  low  serum  potassium 
level?  Was  a ventricular  gallop  heard  dur- 
ing his  hospitalization? 

DR.  KILPATRICK:  We  did  not  hear  a 
ventricular  gallop  prior  to  his  death.  The 
serum  potassium  level  was  low. 

DR.  BASHOUR : The  clinical  picture  con- 
sisted of  repeated  episodes  of  heart  failure 
and  frequent  episodes  of  ventricular  ar- 
rhythmias and  angina  pectoris,  but  at  no 
time  did  the  patient  develop  a transmural 
myocardial  infarction.  The  electrocardio- 
graphic findings  consisted  of  nonspecific 
ST-T  wave  changes  which  are  not  diagnostic 
of  myocardial  infarction  or  necrosis.  The 
ventricular  arrhythmia  followed  the  onset 
of  myocardial  infarction,  and  as  this  patient 
failed  to  develop  clear  evidence  of  infarction 
I would  like  to  exclude  this  as  the  cause  of 
his  disease. 

What  other  causes  could  produce  this 
clinical  condition  or  could  mimic  the  symp- 
toms of  arteriosclerotic  heart  disease  in  a 
64-year-old  man?  This  patient  had  clinical 
symptoms  of  aortic  insufficiency  (based  on 
the  presence  of  a blowing  diastolic  murmur 
at  the  left  sternal  border)  of  probably  no 
hemodynamic  significance  as  the  blood  pres- 
sure was  relatively  unchanged.  In  the  pres- 
ence of  positive  results  of  serologic  tests,  I 
would  favor  a luetic  origin  for  this  aortic 
insufficiency,  in  spite  of  the  absence  of  ap- 
parent calcification  in  the  ascending  aorta. 
I would  like  to  emphasize  two  important 
points:  (1)  The  incidence  of  aortic  dis- 
section in  syphilitic  aortitis  is  negligible  and 
for  practical  purposes  it  does  not  occur,  and 
(2)  the  incidence  of  angina  pectoris  in  the 
presence  of  aortic  insufficiency  is  less  than 
5 percent.^  I would  therefore  assume  that 
the  clinical  findings  as  given  in  the  protocol 
cannot  be  explained  solely  by  this  degree 
of  aortic  insufficiency.  I would  turn  to  con- 
ditions that  mimic  arteriosclerotic  heart  dis- 
ease and  occur  in  elderly  persons.  In  gen- 
eral, these  conditions  are  numerous  and  are 


grouped  under  the  title  “myocardial  dis- 
ease,” ranging  from  myocardial  hypertrophy 
to  infiltrative  processes  in  the  myocardium.® 

1.  Cardiac  Amyloidosis. — This  disease  is 
seen  frequently  in  elderly  persons,  and  its 
clinical  picture  in  some  respects  is  similar 
to  our  case,  except  that  the  ECG  in  our  pa- 
tient does  not  show  a low  QRS  voltage.  In 
certain  instances,  cardiac  amyloidosis  re- 
sults in  an  ECG  which  suggests  anterior 
myocardial  infarction.  It  is  therefore  un- 
likely that  amyloidosis  was  present. 

2.  Sarcoidosis. — Usually  this  is  a systemic 
disease  with  various  clinical  manifestations 
that  are  missing  in  this  case. 

8.  Myocarditis. — The  disease  has  been 
present  for  at  least  five  years  in  our  case ; it 
seems  unlikely  that  myocarditis  was  present. 

4.  Metabolic  Disorders  of  the  Heart. — I 
would  include  here  the  nutritional  causes, 
myxedema,  hemochromatosis,  and  cirrhosis 
as  potential  causes  of  myocardial  disease  in 
our  case.  Long-standing  low  levels  of  serum 
potassium  were  postulated  to  cause  myocar- 
dial fibrosis  in  two  patients  with  congestive 
heart  failure  described  by  McAllen.® 

5.  Tumors  Metastasizing  to  the  Heart. — 
This  is  unlikely  in  this  case.  During  the 
five-year  span  of  his  illness,  a primaiy  tu- 
mor would  surely  have  manifested  itself. 

It  is  apparent  from  the  foregoing  discus- 
sion that  this  patient  had  aortic  insufficien- 
cy, ventricular  tachycardia,  and  no  myocar- 
dial infarction.  To  explain  his  demise,  a 
primary  myocardial  disease  was  postulated. 
I cannot  single  out  one  etiological  condition 
in  this  large  group  of  primary  myocardial 
diseases. 

Finally,  during  his  last  hospitalization, 
the  patient  was  doing  very  well  (according 
to  the  protocol),  and  he  died  suddenly  on 
the  14th  day.  The  possibility  of  overtreat- 
ment with  intravenous  fluid  containing  po- 
tassium should  be  considered.  The  patient 
received  120  mEq.  that  day  in  spite  of  the 
fact  that  he  had  not  shown  any  recent  clini- 
cal evidence  of  digitalis  toxicity. 

DR.  CHAPMAN : The  diagnoses  up  to 
now  fall  into  two  categories.  I understand. 
Dr.  Johnston,  that  you  put  an  emphasis  on 
arteriosclerotic  heart  disease,  as  a back- 
ground, in  combination  with  luetic  heart  dis- 
ease. And,  Dr.  Bashour,  you  think  the  pa- 
tient had  primary  myocardial  disease,  again 
against  a background  of  luetic  heart  disease. 
It  is  obvious  then  that  the  ground  rules  for 
this  diagnostic  game  include  luetic  heart  dis- 
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ease,  the  question  of  arteriosclerotic  heart 
disease,  and  obvious  digitalis  intoxication. 
Now,  I would  add  that  he  must  have  been 
sensitive  to  ordinary  doses  of  digitalis  for 
some  reason,  possibly  hypokalemia.  I would 
like  to  ask  if  we  have  any  reason  to  wonder 
about  his  digitalis  dosage.  Was  he  one  of 


those  people  who  take  too  much  digitalis 
habitually  or  was  it  just  accidental  over- 
dosage? 

I was  confused  especially  by  the  episode 
in  1959 ; apparently  at  that  time  the  patient 
gave  no  history  suggestive  of  myocardial  in- 
farction, but  was  said  to  have  collapsed  and 
remained  unconscious  for  11  hours.  Some- 
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thing  obviously  happened,  but  we  have  no 
reason  to  conclude  that  it  was  a painful  epi- 
sode and  it  certainly  gave  no  classical  indi- 
cations of  myocardial  infarction.  For  this 
reason,  I hesitate,  as  did  Dr.  Bashour,  to  put 
the  primary  emphasis  on  arteriosclerotic 
heart  disease. 

One  thing  was  brought  up  earlier:  What 
about  dissecting  aneurysm  in  a case  like 
this?  If  we  couM  ignore  evidence  of  luetic 
aortitis,  we  could  make  a fair  case  for  dis- 
secting aneurysm.  We  might  say  that  in 
1959  the  patient  had  an  episode  of  dissec- 
tion which  stopped  spontaneously,  and  that 
it  resulted  in  aortic  regurgitation  at  that 
time.  We  might  also  say  that  he  got  a’ong 
all  right  until  two  weeks  before  admission, 
and  that  his  terminal  illness  was  due  to  an- 
other episode  of  dissection  with  a sudden, 
severe,  anterior  pain,  but  this  seems  unlike- 
ly. He  had  luetic  heart  disease  and  luetic 
aortitis,  diseases  which  usually  rule  out  dis- 
secting aneurysm,  although  I wouldn’t  put  it 
quite  as  strongly  as  Dr.  Bashour  did.  And 
what  about  luetic  aneurysm?  The  only  film 
we  have  shows  fusiform  dilatation  but  not  a 
definite  luetic  aneurysm.  I bring  this  up 
because  I don’t  think  we  have  to  consider  a 
leaking  luetic  aneurysm. 

I think  that  severe  luetic  aortic  regurgita- 
tion was  the  primary  heart  disorder,  and 
that  the  patient  had  it  for  many  years.  I 


Fig.  4.  Low  power  photomicrograph  of  first  portion  of  the 
thoracic  aorta.  The  upper  edge  is  the  internal  surface. 
Slight  hyalinized  th'ckening  is  present  in  the  intima.  The 
media  is  intact  and  there  is  no  evidence  whatsoever  of 
syphilitic  aortitis. 

Fig.  5.  Low  power  photomicrograph  of  first  segment  of 
thorac  c aorta.  The  looser  tissue  in  the  lower  portion  of 
the  photomicrograph  is  the  adventitia,  and  it  is  entirely  de- 
void of  lymphocytic  infiltration  and  all  other  indications  of 
syphilitic  aortitis. 

Fig.  6.  Gross  photograph  of  opened  heart  revealing  aortic 
valve.  The  free  edges  of  the  aortic  cusps  are  thickened 
and  rolled.  The  corpora  arantii  are  flattened  and  the 
corpus  arantii  of  the  cusp  shown  at  the  right  is  bifid.  The 
first  portion  of  the  aorta  is  devoid  of  any  evidence  of 
syphilitic  aortitis,  and  the  aortic  commissures  are  intact. 

Fig.  7.  Closer  view  of  one  of  the  aortic  valve  cusps.  The 
free  margin  is  outlined.  The  arrow  indicates  the  site  of 
bifid  deformity  of  the  corpus  arantii,  with  bicornate  pro- 
jections at  either  side  of  the  depressed  zone. 

Fig.  8.  Low  power  photomicrograph  of  aortic  cusp.  The 
fibrosa,  located  in  the  upper  two  thirds  of  the  cusp,  is 
thickened  and  near  the  endothelial  surface  it  is  foamy  in 
appearance  due  to  atherosclerosis. 

Fig.  9.  Low  power  photomicrograph  of  section  of  free  edge 
of  aortic  cusp  showing  roiled  thickening  and  hyalinization. 


don’t  know  what  happened  in  1959,  but  he 
may  have  had  trouble  before  then — perhaps 
dyspnea  on  exertion.  The  rest  of  it  seems  to 
tie  in  fairly  well  with  digitalis  intoxication 
for  whatever  reason.  I think  the  attack  two 
weeks  before  admission,  with  anorexia,  yel- 
low vision,  vomiting  and  so  forth,  was  caused 
by  digitalis  intoxication,  and  that  before  he 
was  hospitalized,  digitalis  intoxication  actu- 
ally made  his  heart  failure  worse.  As  to  the 
frequent  bouts  of  chest  pain,  I side  with  Dr. 
Bashour  and  assume  that  it  was  the  conse- 
quence of  aortic  regurgitation  rather  than 
actual  coronary  disease.  But  because  of  these 
symptoms,  and  because  he  had  no  more  ni- 
troglycerine, the  patient  came  to  the  Emer- 
gency Room.  He  was  given  an  injection  of 
Mercuhydrin,  more  nitroglycerin,  and  was 
sent  home.  This  obviously  was  not  the  right 
thing  to  do.  He  was  suffering  from  digi- 
talis intoxication  at  the  time,  and  I suspect 
that  the  treatment  he  received  made  him 
worse.  On  the  way  out,  he  had  sudden  se- 
vere anterior  chest  pain  which  may  have 
been  precipitated  by  acute  tachycardia.  This, 
in  turn,  may  have  been  related  to  his  digi- 
talis intoxication.  That  leaves  nothing  to  ex- 
plain except  the  terminal  episode,  which  I 
don’t  think  we  can  diagnose.  It  is  unlikely 
that  arrhythmia  was  the  cause,  since  the  pa- 
tient was  no  longer  intoxicated  with  digi- 
talis. I follow  a middle  course.  I think  he 
had  luetic  heart  disease  with  aortic  regurgi- 
tation plus  severe  digitalis  intoxication. 


Pathological  Findings 

DR.  ASHWORTH:  The  findings  of  ma- 
jor interest  were  in  the  heart.  There  was 
left  ventricular  hypertrophy  and  the  heart 
weighed  540  gm.  The  left  ventricle  wall 
was  measured  up  to  22  mm.  in  thickness. 
Surprisingly,  the  coronary  arteries  were  all 
patent  and  were  the  seat  of  only  negligible 
atherosclerosis.  There  were  no  recent  in- 
farcts nor  scars  from  old  infarcts.  To  fur- 
ther compound  the  problem,  the  aorta  was 
free  from  any  evidence  whatsoever  of  syphi- 
lis (Figs.  4 and  5),  and  there  were  no 
changes  of  syphilitic  aortic  valvular  insuf- 
ficiency present.  On  the  other  hand,  dis- 
tinctive alterations  of  a nonsyphilitic  type 
were  found  in  the  aortic  valve  (Figs.  6 and 
7).  The  valve  ring  measured  8.5  cm.  in  cir- 
cumference, which  is  about  1.5  cm.  larger 
than  normal.  The  free  margins  of  all  aortic 
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Fig.  10.  Gross  photograph  of  opened  left  ventricular  cham- 
ber of  heart.  The  probe  tip  is  placed  in  a regurgitation 
pocket  on  the  ventricular  aspect  of  the  anterior  mitral 
leaflet,  located  below  the  aortic  orifice. 

Fig.  11.  Gross  photograph  of  opened  left  ventricle  and 
base  of  aorta  in  another  case  of  Goulev-Sickel  type  of  bi- 
cornate  deformity  of  the  aortic  valve  cusps.  The  probe  is 
directed  toward  a typical  bicornate  corpus  orantii.  This 
patient  had  an  aortic  diastolic  murmur,  moderately  low- 
ered diastolic  pressure,  hypertension,  and  congestive  heart 
failure. 

Fig.  12.  Low  power  photomicrograph  of  lung  showing  slight 
fibrosis  in  the  alveolar  wall.  Hemosiderin-containing  pha- 
gocytes in  the  alveoli  indicate  chronic  passive  congestion. 
Fig.  13.  Photomicrograph  of  peripancreatic  fat  reveals  fat 
necrosis  (low  magnification). 

Fig.  14.  Photomicrograph  of  prostate  tissue  shows  an  area 
of  latent  adenocardinoma  in  the  lower  right  portion  (low 
magnification). 


cusps  were  fibrotic  and  thickened  (Figs.  8 
and  9),  especially  in  the  middle  third  of  each 
cusp,  but  the  commissures  were  normal.  The 
corpora  arantii  of  two  of  the  cusps  exhibited 
a rolled  thickening  and  were  bicornate,  while 
that  of  the  third  cusp  was  flattened  and 
sclerotic.  A shallow  groove  extended  be- 


tween the  two  cornual  projections  of  the 
two  bicornate  corpora.  On  reapposing  the 
aortic  cusps  it  was  apparent  that  the  dilated 
valve  ring,  coupled  with  the  sclerotic  thick- 
ening and  bicornate  defoiTnity  of  the  cor- 
pora arantii,  had  produced  a significant  de- 
gree of  insufficiency  of  the  aortic  valve. 
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Confirming  this  observation  was  the  pres- 
ence of  a regurgitation  pocket  located  on  the 
endocardium  of  the  interventricular  septum 
just  below  the  aortic  valve  (Fig.  10). 

The  lesion  of  the  aortic  valve  just  described 
has  received  only  scant  attention  clinically, 
yet  we  find  it  not  infrequently  at  autopsy 
in  elderly  patients  with  hypertensive  cardio- 
vascular disease  (Fig.  11).  In  some  of  these 
patients  there  had  been  clinically  recognized 
aortic  regurgitation,  while  in  others  the  re- 
gurgitation was  not  detected.  Gouley  and 
SickeF  were  the  first  to  call  attention  to  this 
type  of  aortic  valve  disease.  They  described 
the  lesion  in  several  patients  who  were  past 
60  years  of  age  and  who  had  clinical  evi- 
dence of  aortic  valve  insufficiency  (not  due 
to  syphilis)  and  hypertensive  cardiovascu- 
lar disease.  These  authors  emphasized  that 
the  aortic  valve  ring  dilatation  was  the  most 
consistent  anatomic  component  which  led  to 
valvular  insufficiency,  but  they  found  a high 
incidence  of  sclerotic  and  bicornate  deform- 
ity of  the  valve  cusps  which  they  explained 
as  being  secondary  to  valve  ring  dilatation. 
While  they  noted  that  the  clinical  signs  of 
aortic  regurgitation  were  not  as  severe  as 
in  typical  syphilitic  aortic  insufficiency,  and 
a diastolic  pressure  of  90  mm.  of  Hg.  was 
not  unusual  (with  a systolic  pressure  of  200 
mm.  of  Hg.  or  more) , they  were  of  the  opin- 
ion that  the  valvular  defect  was  a signifi- 
cant and  sometimes  a primary  factor  in 
causing  progressive  and  fatal  congestive 
heart  failure.  The  pathogenesis  of  the 
Gouley-Sickel  aortic  valve  lesion  is  not  clear- 
ly understood.  Most  likely,  degenerative 
changes  in  the  base  of  the  aorta  lead  to  dila- 
tation of  the  valve  ring,  and  the  sclerotic 
thickening  and  bicornate  deformity  of  the 
corpora  arantii  are  secondary  to  valve  ring 
dilatation. 

Acute  and  chronic  congestion  and  edema 
were  present  in  the  lungs  (Fig.  12),  indi- 
cative of  the  existing  left  ventricular  cardiac 
failure.  No  definite  evidence  of  heart  fail- 
ure on  the  right  side  was  found  at  the  time 
of  autopsy. 

The  pancreas  was  swollen  and  reddened 
and  focal  areas  of  fat  necrosis  were  found 
in  the  prepancreatic  and  omental  fatty  tis- 
tues.  Microscopically,  acute  interstitial  pan- 
creatitis was  observed  (Fig.  13).  This  may 
have  been  responsible  for  some  of  the  pain 
from  which  the  patient  was  suffering. 

An  incidental  finding  at  autopsy  was  a 
small,  latent  adenocarcinoma  of  the  pros- 


tate (Fig.  14).  The  major  pathologic  diag- 
noses were : 

1.  “Gouley-Sickel”  type  of  degenerative 
aortic  valve  lesion  with  aortic  regurgitation. 

2.  Hypertensive  cardiovascular  disease 
(essential  hypertension). 

3.  Left  ventricular  congestive  heart  fail- 
ure with  pulmonary  edema  and  acute  and 
chronic  pulmonary  congestion,  as  results  of 
the  first  two  conditions. 

4.  Acute  interstitial  pancreatitis  and  pan- 
creatic fat  necrosis. 

5.  Latent  adenocarcinoma  of  the  prostate. 

DR.  CHAPMAN : Dr.  Ashworth  caught 
us  cold  on  this  one.  We  diagnosed  luetic 
aortic  regurgitation  of  sufficient  degree  to 
cause  cardiomegaly  and  failure,  m the  'pres- 
ence of  & well-maintained  diastolic  pressure. 
These  items  are  incompatible.  I don’t  doubt 
that  the  patient  had  some  sort  of  nonluetic 
aortic  regurgitation  but  I am  forced  to  con- 
clude, despite  my  earlier  notion,  that  some- 
thing else  caused  his  failure.  It  may  have 
been  myocardial  disease  of  some  sort  but  I 
think  the  aortic  regurgitation,  in  view  of 
the  well-maintained  blood  pressure  and  rel- 
atively benign  state  of  the  valve  itself,  was 
really  an  incidental  finding.  I don’t  think 
we  have  explained  this  man’s  disease  or  his 
clinical  course  very  well. 

DR.  ASHWORTH  : It  was  my  belief,  after 
studying  the  autopsy  findings  and  correlat- 
ing them  with  the  functional  and  clinical 
manifestations  that  prevailed  during  life, 
that  this  patient  had  essential  hypertension, 
resulting  in  hypertensive  heart  disease.  This, 
I believe,  was  compounded  by  the  develop- 
ment of  the  curious  degenerative  aortic 
valve  deformity  (Gouley-Sickel  lesion)  caus- 
ing a significant  degree  of  aortic  valve  in- 
sufficiency. While,  by  itself,  this  aortic  re- 
gurgitation might  not  have  been  a progres- 
sive nor  fatal  valvular  lesion  as  Dr.  Chap- 
man has  pointed  out,  when  taken  in  con- 
junction with  hypertension  and  its  long- 
term effect  upon  the  myocardium  it  appears 
to  me  that  it  would  be  a significant  lesion. 
I agree  of  course  that  the  diastolic  pressure 
recorded  in  this  patient  is  relatively  high 
for  aortic  regurgitation  (although  this  is 
precisely  what  Gouley  and  Sickel  described 
in  their  cases).  It  was  also  relatively  low 
for  hypertensive  disease.  Our  records  indi- 
cate that  before  the  signs  of  aortic  insuf- 
ficiency developed,  his  blood  pressure  was 
recorded  at  around  200/100  mm.  of  Hg.  I 
am  inclined  to  view  the  diastolic  pressure 
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in  this  case  as  a compromise  resulting  from 
co-existing  aortic  insufficiency  and  essential 
hypertension. 
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Tobacco-Cancer  Connection 
Evidenced  by  Kentucky  Study 

The  link  between  tobacco  and  cancer  is  supported  by  the  find- 
ings of  a Louisville  surgeon  who  reports  that  the  result  of  a seven- 
year  study  “implicates  tobacco  in  the  formation  of  most  mouth-throat 
cancers.” 

Dr.  Condict  Moore  of  the  University  of  Louisville  School  of  Med- 
icine writes  in  the  Jan.  25  JAMA  that  data  for  the  study  came  from 
follow-ups  on  102  “cancer  susceptible”  smokers,  37  who  had  quit 
smoking  and  65  who  had  continued.  All  had  apparently  been  cured 
once  of  cancer  of  the  mouth  or  throat. 

Of  those  who  continued  to  smoke,  21  again  developed  cancer  in 
the  mouth,  pharynx,  and  larynx  area,  but  only  two  of  the  quitters 
again  had  cancer  in  that  area. 

“Such  a finding  would  be  quite  arresting  in  a laboratory  study, 
but  in  a human  study  it  is  doubly  so,”  Dr.  Moore  said. 

“The  study  implicates  tobacco  in  the  carcinogenic  process  more 
convincingly  than  previous  studies  because  it  approximated  an  ideal 
planned  human  experiment,  although  it  was  actually  only  an  obser- 
vation of  a natural  occurrence.” 

On  the  basis  of  his  findings.  Dr.  Moore  concluded : 

“In  those  smokers  who  do  get  mouth-throat  cancer,  tobacco  ap- 
pears to  play  a necessary,  causative  role  in  90  percent  of  them. 

“Smokers  who  stop  after  their  first  mouth -throat  cancer  run 
only  a small  risk  of  getting  another. 

“Another  surprising  result  of  the  study,”  he  continued,  “is  that 
people  in  our  locality  who  are  developing  mouth  and  throat  cancer 
smoke  cigarettes,  and  those  who  continue  to  smoke  and  develop  sec- 
ond cancers  are  nearly  all  cigarette  smokers. 

Dr.  Moore  said  precautions  were  taken  to  make  sure  that  the 
survey  did  not  inadvertently  include  recurrence  of  the  old  cancer  as 
opposed  to  formation  of  a new  cancer. 

Also  excluded  from  the  study  were  second  cancers  of  the  lip 
“because  sunlight  may  be  a complicating  causal  factor”  and  of  the 
esophagus. 

However,  the  “relatively  large  number  of  second  and  third 
esophageal  cancers”  among  those  patients  who  continued  smoking 
suggests  that  they  too  are  related  to  tobacco.  Dr.  Moore  said. 
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Legislative  Conference  Draws  626 
To  Set  Record  January  Attendance 


A 

OTHER  record  attendance 
for  TMA  January  meetingrs  has 
been  set.  When  a total  of  626  phy- 
sicians, gnests,  and  Woman’s  Aux- 
iliai’y  members  registered  for  the 
1965  Conference  on  Legislation 
Jan.  16  in  Austin,  last  year’s  fig- 
ure— highest  to  date  — was  topped 
by  52. 

During  the  day,  symposiums  for 
county  medical  society  officials  and 
secretaries,  an  orientation  pro- 
gram, a discussion  on  state  legisla- 
tion concerning  medical  matters, 
addresses  by  six  prominent  speak- 
ers— all  held  at  the  Headquarters 
Building,  and  the  Woman’s  Auxili- 
ary meeting  at  a downtown  hotel 
occupied  the  time  of  participants. 
Parking  for  the  conference  was 
made  easier  because  of  the  Associ- 
ation’s newly  constructed  parking 
lot  east  of  the  building. 

Breakdown  of  the  registration 
total  shows  that  103  members  at- 
tended the  orientation  program, 
330  other  members  attended  the 
conference,  79  persons  were  guests, 
and  114  Auxiliary  members  were 
present. 

Luncheon  was  served  at  the 
Building  by  the  Association,  and 
at  the  close  of  the  day,  a hospitality 
hour  at  the  Driskill  Hotel  was 
hosted  by  the  Medical  Protective 
Company. 

Special  speakers  included  Dr. 
Max  Johnson,  San  Antonio,  Pi-esi- 
ident  of  Texas  Medical  Associa- 
tion; the  Rev.  Walter  R.  Courtenay, 
pastor  of  the  First  Presbyterian 
Church,  Nashville;  Dr.  Ever  Cur- 
tis, Gloucester,  Mass.,  AMA  Com- 
mittee on  Medical  Practice;  Dr. 
Jack  Schreiber,  Canfield,  Ohio, 
president  of  the  Mahoning  County, 
Ohio,  Medical  Society;  Joseph  E. 
Burger,  Pasadena,  Calif.,  director 
of  public  relations,  H.  V.  Nootbaar 
Company;  and  Byron  Tunnell,  Aus- 
tin, Texas  Railroad  Commissioner. 

A report  of  their  speeches  fol- 
lows : 


Max  E.  Johnson — 

Challenge  Ahead 

Medicine’s  chief  challenge  for 
1965  is  telling  its  story  more  ef- 
fectively than  it  has  ever  told  it 
in  the  past,  and  doctors  must  (1) 
educate  themselves  and  (2)  in- 
fonn  others,  Dr.  Max  E.  Johnson 
of  San  Antonio,  President  of  Tex- 
as Medical  Association,  told  his 
listeners  during  the  Conference  on 
Legislation. 

“We  must  convince  all  the  peo- 
ple that  we  sincerely  desire  the 
best  medical  care  for  everyone  who 
needs  it,  regardless  of  his  ability 
to  pay.  We  must  explain  both  the 
great  advantage  of  caring  for  the 
health  of  our  country  on  a volun- 
tary basis,  and  the  wisdom  of 
using  a needs  basis  rather  than  a 
budgetary  control  decided  upon  by 
some  bureau  in  Washington.” 

“As  individuals  and  as  a group 
it  is  our  duty  to  see  that  everyone 
is  well  informed  on  the  manifold 
benefits  that  can  be  found  in  the 
Kerr-Mills  Program.  The  public 
must  be  made  aware  of  these  ben- 
efits— that  they  have  not  been  of- 
fered in  any  other  plan,  and  that 
with  the  passage  of  Constitutional 
Amendment  3 last  November  to 
implement  the  Kerr-Mills  Law,  it 
is  possible  for  the  Legislature  to 
provide  excellent  and  comprehen- 
sive medical  care  for  every  needy 
person  in  Texas,”  said  Dr.  John- 
son. Further,  “It  is  the  duty  of 
every  member  of  the  Texas  Medi- 
cal Association  to  study  the  broad 
coverage  provided,  to  help  others 
understand  the  full  extent  of  the 
benefits  permissible  under  this  act, 
and  to  be  fully  competent  to  com- 
pare the  benefits  as  provided  in 
the  Kerr-Mills  Law  with  the  limi- 
tations and  dangers  as  suggested 
and  proposed  in  any  other  plan. 
We  must  understand  the  cost  of 
the  two  programs  and  be  able  to 
convince  our  patients,  our  friends, 
and  the  public  that  the  Kerr-Mills 
Program  has  been  economical  and 
sound.  We  need  to  be  anned  with 


Dr.  Max  E.  Johnson,  President  of  Texas 
Medical  Association,  opens  the  morning 
session  with  a challenge. 


facts  to  show  that  the  administra- 
ton’s  proposed  legislation  will  be 
many  times  more  costly  and  may 
well  bankrupt  not  only  the  Social 
Security  Program  but  the  federal 
government.  Other  members  on 
our  program  today  will  give  you 
detailed  information  which  will  en- 
able you  to  answer  more  clearly 
and  intelligently  the  questions  that 
your  patients  and  friends  may 
have.” 

In  a recent  conference  on  Kerr- 
Mills,  Dr.  Johnson  reported,  the 
AMA  retained  its  basic  position: 

1.  All  those  over  65  who  need 
help  in  paying  for  health  care 
should  I’eceive  it. 

2.  In  providing  this  help  the  re- 
lations between  the  states  and  the 
federal  government  should  be  pre- 
served, with  maximum  responsibil- 
ity and  authority  delegated  to  the 
state  rather  than  to  a centralized 
Washington  authority. 

3.  Voluntary  health  insurance 
and  prepayment  principles  should 
be  utilized  whenever  possible. 
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Dr.  J.  B.  Copeland,  Austin,  greets  another  general  practitioner.  Dr.  Ever  Curtis 
of  Gloucester,  Mass.,  mother  of  five  and  a member  of  the  AMA  Speakers  Bureau. 


“The  present  adminstration,”  Dr. 
Johnson  told  his  audience,  “won  a 
margin  of  control  of  both  houses 
of  Congress  unequaled  since  Presi- 
dent Roosevelt’s  victory  in  1936. 
We  admit  the  odds  are  against  us. 
We  must  not  panic,  scatter  our 
forces,  or  dissipate  our  efforts. 
Instead,  we  must  remain  calm, 
unite  our  groups,  and  make  a firm 
stand  to  defend  our  principles.” 

Finally,  Dr.  Johnson  concluded, 
“We  must  not  fail.” 

Walter  R.  Courtenay — 

A Man  in  a Rowboat 

“Only  by  looking  back  to  what 
is  behind  me  can  I set  a course 
that  will  carry  me  to  where  I want 
to  be,”  Rev.  Walter  R.  Courtenay, 
Canadian-born,  Georgia-reared  pas- 
tor of  Nashville’s  First  Presby- 
terian Church,  told  his  audience. 

Seeing  himself  in  the  Sea  of 
Life,  looking  back  over  the  stern 
to  visible  landmarks,  he  tries  from 
that  vantage  point  to  determine 
the  course  for  his  future,  he  said. 

Believing  that  government  ade- 
quately reflects  the  life  of  a na- 
tion, Rev.  Courtenay  pointed  back 
to  the  elections  in  the  fall  of  1964. 
Holding  no  enthusiasm  for  either 
Presidential  candidate  last  fall 
since  he  felt  that  one  leaned  too 
far  to  the  left,  the  other  too  far 
to  the  right,  the  Rev.  Courtenay 
hoped  nevertheless  that  a conser- 
vative would  win.  However,  from 
the  Republican  convention  on,  he 


Rev.  Walter  R.  Courtenay,  pastor  of  First 
Presbyterian  Church,  Nashville,  describes 
himself  as  "a  man  in  a rowboat." 


felt  that  Mr.  Goldwater  had  al- 
most no  chance  of  winning. 

The  campaign  itself  was  a poor 
one,  he  said,  devoid  of  clear  de- 
finitive answers  to  serious  prob- 
lems, but  of  the  two  parties,  the 
Democrats  waged  by  far  the  best 
campaign. 

“Their  choice  of  battlefields  was 
wise,  their  campaign  strategy 
simple  and  well  designed.  They 
picked  vulnerable  targets  and  kept 
aiming  for  bull’s-eye.” 

He  listed  five  battlefields  chosen 
by  the  Democrats : civil  rights,  Mr. 
Kennedy’s  tragic  death,  clever  ex- 
ploitation of  Mr.  Goldwater,  ap- 
peal to  labor  unions,  and  the  prom- 
ise of  a Great  Society  “sans  pov- 
erty, sans  disease,  sans  ignorance, 
sans  war,  sans  prejudices,  sans 
serious  competition,  and  sans  sin.” 

Following  his  view  of  the  land- 
marks on  the  shore.  Rev.  Courte- 
nay went  on  to  try  to  set  a course 
for  the  future.  He  noted  six  points : 

1.  Honesty  on  the  part  of  a can- 
didate or  party  seldom  wins  elec- 
tions; full  facts  and  fairness  are 
seldom  used  in  such  adventures. 

2.  Good  ideas  are  not  enough. 
(Mr.  Goldwater,  he  said,  had  many 
good  ideas — the  Constitution  as 
our  Fathers  wrote  it  needs  to  be 
adhered  to;  the  free  enterprise 
system  needs  to  be  defended  and 
improved;  the  growth  of  federal 
power  needs  to  be  slowed  down, 
and  the  authority  of  bureaus  lim- 
ited; the  national  budget  should 
not  be  permitted  to  become  the 
mighty  pyramid  that  will  one  day 
topple  and  crush  us;  the  war  in 
Vietnam  should  not  be  permitted 


to  erode  our  place  of  leadership 
among  nations;  the  United  Nations 
should  be  made  more  responsible 
and  respectable;  we  should  have 
done  something  positive  about  Cas- 
tro; the  Supreme  Court  should 
not  be  permitted  to  assume  a role 
delegated  specifically  to  the  legis- 
lative bodies  by  our  Constitution.) 
The  majority  of  our  people  are  not 
alarmed  by  an  increase  in  federal 
authority  over  state  or  local  af- 
fairs. The  conservative  is  handi- 
capped in  presenting  a program 
that  has  popular  appeal ; he  must 
speak  from  a firm  position,  not  a 
flexible  one.  He  must  appeal  to 
the  past,  not  the  future  to  set  a 
course,  but  the  conservative’s  ideas 
are  not  easily  sold. 

3.  Patriotism  is  not  enough. 
Flag-waving  has  been  misused  so 
often  that  it  seldom  moves  people 
to  saci’ifice  in  good  times;  only 
when  war  and  depression  become 
reality  do  we  become  seriously 
concerned  about  the  future  of  our 
land. 

4.  Pi’ayer  is  not  enough.  Prayer 
requires  implementation  and  God 
must  have  servants  who  carry  out 
His  will. 

5.  Money,  hard  work,  and  high 
ideals  are  not  enough.  These  are 
essential,  but  unless  invested  in  a 
cause  that  has  a chance  of  win- 
ning they  are  lost  investments. 
(No  wonder,  he  said,  that  the  Mas- 
ter urged  His  followers  to  be  as 
wise  as  serpents  and  as  hai’mless 
as  doves.)  Voting  by  and  large  is 
a matter  of  the  emotions  rather 
than  of  the  head  and  smart  poli- 
ticians appeal  to  the  prejudices  of 
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man,  to  avarice  and  greed,  and 
man’s  sense  of  being  unheard  and 
unheeded. 

6.  No  true  conservative  can  be 
elected  to  the  Presidency  of  the 
United  States  under  the  conditions 
existing  in  America  and  the  world 
today.  (The  answer  to  limited  so- 
cialism is  not  unlimited  conserva- 
tism; the  answer  to  the  far  left  is 
not  that  of  the  far  right.) 

7.  The  socialist  ideas  of  the  So- 
cialist party  under  Norman  Thom- 
as are  the  aims  of  the  Democratic 
party  today.  The  America  of  the 
future  is  to  become  increasingly 
the  America  of  the  employee,  the 
working  man.  It  will  be  a country 
governed  by  those  who  want  more 
while  working  less. 

8.  The  election  of  last  Novem- 
ber will  produce  more  federal  au- 
thority over  all  facets  of  Ameri- 
can life. 

9.  What  is — is!  That  it  can  be 
changed  all  history  supports.  That 
it  cannot  be  changed  immediately 
all  logic  concludes.  That  some  good 
will  be  born  out  of  these  days  is 
sure  to  be  true.  Maybe  the  day  of 
Democratic  miracles  is  not  over. 

Concluding  that  a nation  gets 
the  government  it  deserves.  Rev. 
Courtenay  commented,  “To  sepa- 
rate myself  from  the  waters  around 
me  I cannot  do  and  still  live.  To 
fear  the  waters  would  only  con- 
fuse my  senses  and  impede  my 
progress.  Therefore  I sit  in  my 
little  boat,  studying  the  shores  I 
have  left,  striving  to  determine  a 
direction  that  seems  sane  and  con- 
structive, and  praying  that  my 
boat  will  be  adequate  for  the  wa- 
ters, my  arms  the  strain,  and  my 
patriotism  and  faith  the  testing.” 

Ever  Curtis — 

The  Last  Mile 

Dr.  Ever  Curtis,  Gloucester, 
Mass.,  general  practitioner  who 
calls  her  hobbies,  “my  five  chil- 
dren,” declared  that  last  fall’s 
election  was  lost  by  conservatives 
because  the  people  did  not  under- 
stand. People,  she  said,  are  look- 
ing for  someone  else  to  tell  them 
how  to  think.  Involved  has  been 
the  slow  education  process  of  the 
socialists. 

“If  we  had  stuck  to  fundamen- 
tal religion,  socialism  could  not 
have  made  the  gains  it  has  in  this 
country.” 

Nevertheless,  she  pointed  out, 
four  out  of  ten  Americans  think 
for  themselves,  and  “that’s  not 
bad.” 


Describing  the  socialist  buildup 
in  this  country,  she  said  that  it 
was  not  an  accidental  thing.  It 
was  created  by  the  minds  of  men 
and  there  are  “so  few  men  on  the 
bridge  directing.” 

With  the  belief  that  doctors  can- 
not abdicate  to  a philosophy  of 
socialism  and  practice  good  medi- 
cine, Dr.  Curtis  pointed  out  that 
there  is  no  country  of  happily  so- 
cialized doctors — even  Sweden 
(where  she  noted  that  orthopedic 
surgeons  don’t  even  get  up  at  night 
because  they  don’t  get  paid). 

One  of  the  major  problems  of 
socialism,  she  noted,  is  overusage 
and  the  lack  of  time  to  practice 
good  medicine.  Something  is  need- 
ed between  the  doctor  and  the  pa- 
tient to  stop  overusage. 

The  falsification  of  statistics  is 
one  of  the  worst  things  that  cre- 
ated the  situation  of  today,  she 
said. 

Today’s  real  deceivers,  she  said, 
are  the  Fabian  socialists. 

“In  1945  out  of  the  394  social- 
ists elected  to  the  House  of  Com- 
mons, 230  were  Fabians.  This  tri- 
umphant Labor  Government  suc- 
ceeded in  nationalizing  (1)  the 
Bank  of  England,  (2)  cables  and 
wireless,  (3)  civil  aviation,  (4) 
transport  (rail  and  road),  (5)  coal 
mines,  (6)  electricity,  (7)  gas,  (8) 
medical  services.” 

These  momentous  changes,  she 
added,  were  accomplished  by  a 
band  much  smaller  than  3 percent 
of  the  British  population.  One  of 
their  techniques,  she  said,  was  de- 
ceit. 

In  the  United  States,  she  point- 
ed to  the  convention  which  called 
into  being  the  Americans  for  Dem- 
ocratic Action  (A.D.A.).  This,  she 
said,  was  the  real  takeover  of  the 
Democratic  party. 

The  basic  error  of  socialism,  she 
emphasized,  is  not  believing  in 
God.  If  we  are  atheists,  she  de- 
clared, we  lose  the  spark  of  divin- 
ity which  she  believes  is  present 
in  everyone. 

Jack  Schreiber — 

Everyone  in  the  Act 

Dr.  Jack  Schreiber  of  Canfield, 
Ohio,  president  of  the  Mahoning 
County  Medical  Society,  illustrated 
his  act  with  magic  tricks. 

“Magic  tricks  are  entertaining 
and  amusing,  but  the  problem  of 
lack  of  interest  in  county  medical 
society  meetings  and  affairs  is  not 
amusing  nor  is  it  entertaining,” 


he  said.  “However,  there  is  a trick 
to  its  improvement,  but  it  doesn’t 
require  a magician.” 

Using  attendance  as  a measur- 
ing stick  for  overall  interest  and 
participation  in  county  medical  so- 
ciety meetings.  Dr.  Schreiber  dis- 
cussed the  history,  examination, 
diagnosis,  treatment,  and  prog- 
nosis of  his  patient. 

Under  history,  he  cited  the  pres- 
sures of  other  meetings  and  the 
competition  of  relaxation  from  a 
busy  practice  as  problems  as  in- 
hibitors of  attendance.  Under  ex- 
amination, he  noted  that  attend- 
ance considered  over  the  year’s 
time  indicated  that  doctors  are  a 
“choosey”  lot  and  attend  only  those 
meetings  which  interest  them  and 
that  unless  county  medical  meet- 
ings are  informative,  educational, 
or  entertaining,  the  overworked 
and  tired  doctor  is  likely  to  stay 
at  home.  In  addition,  he  called  doc- 
tors “singularly  individualistic” 
people. 

“Most  men  in  the  private  prac- 
tice of  medicine  are  captains,  run- 
ning a secure,  tight  little  ship. 
Most  of  us  are  big  fish  in  a little 
pond.  Part  of  this  problem  of  ap- 
parent apathy  lies  in  the  fact  that 
some  of  us  find  it  difficult  to  be 
warriors  instead  of  chiefs.  And 
so,  really  it  is  a marvel  that  or- 
ganizational medicine,  on  any  level, 
has  the  support  it  does  have!” 

Under  diagnosis.  Dr.  Schreiber 
cited  apathy,  indifference,  down- 
right antagonism  to  the  officers 
or  policy,  being  too  busy  with  oth- 
er interests,  and  not  placing  the 
medical  society — the  guild — first 
in  professional  life. 

Treatment,  he  said,  should  be 
centered  upon  getting  doctors  to 
want  to  be  vital,  active,  members 
of  their  “guild.”  This  can  be  done 
by  (1)  giving  them  what  they 
want,  (2)  finding  out  what  the 
members  want,  (3)  using  speakers 
who  are  expert,  articulate,  and 
preferably  well  known,  (4)  get- 
ting everybody  into  the  act  (as- 
signing members  to  committees  of 
their  own  choosing  or  interest) , 
and  (5)  having  a reason  for  ex- 
isting in  the  first  place. 

Under  the  final  phase  of  treat- 
ment (number  5),  he  pointed  out 
that  the  medical  society  must 
make  precious  time  count  for  some- 
thing. Two  aims  of  the  society 
should  be  service  to  fellow  physi- 
cians and  ourselves  and  service  to 
the  community.  Carrying  the  idea 
of  service  over  into  after  work 
hours  can  be  done  in  the  form  of 
anything  from  health  education  to 
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a better  relationship  with  the 
clergy,  better  public  health  to 
communitywide  polio  inoculation, 
or  just  better  communications  with 
the  public. 

“But  let’s  make  it  positive,”  he 
implored. 

Under  prognosis,  Dr.  Schreiber 
declared  that  “it  is  poor  if  our 
medical  societies  continue  in  the 
same  old  rut  of  doing  things  like 
‘we  did  them  in  the  good  old  days 
of  20  years  ago.’  The  outlook  is 
grave  if  we  fail  to  adapt  ourselves 
to  the  jet  age.” 

“The  prognosis  is  good,”  he  said, 
“if  we  keep  in  focus  our  reason 
for  being.  We  must  place  our 
medical  society  first  in  our  pro- 
fessional lives.”  To  save  ourselves 
from  the  slavery  of  federal  medi- 
cine, he  said,  medical  societies 
must  be  placed  above  specialty  so- 
cieties, hospital  staff  affiliations, 
country  clubs,  personal  hobbies 
and  recreation,  and  other  compe- 
tition. 


Byron  Tunnell — 

The  59th  Legislature 

Newly  appointed  as  a Railroad 
Commissioner  for  the  State  of 
Texas,  Byron  Tunnell,  who  served 
as  Speaker  of  the  Texas  House  of 
Representatives  for  the  58th  Ses- 
sion and  was  expected  to  run  for 
the  same  post  for  the  59th,  dis- 
cussed issues  he  expected  to  be  pre- 
sented before  the  new  session  which 
began  in  January. 

He  pointed  to  optimistic  and 
difficult  factors  to  be  faced  by 
the  new  legislators. 

“First,  it  is  reassuring  to  me 
that  we  have  an  able  and  dedi- 
cated group  of  members  to  tackle 
these  problems,  including  a young, 
able  and  energetic  new  Speaker  of 
the  House,”  the  former  legislator 
noted.  “Another  factor  which 
makes  me  optimistic  is  the  favor- 
able economic  climate  which  pre- 
vails in  our  state.  Texas,  like  the 
rest  of  the  nation,  and  to  a great- 
er extent  than  many  parts  of  it, 
has  been  enjoying  a period  of  un- 
interrupted business  expansion  and 
progress  since  1961.” 

“The  prospects  continue  to  be 
bright.  In  1963,  personal  income 
in  Texas  rose  to  an  all-time  high 
of  $21.1  billion.  The  dollar  value 
of  checks  deposited  in  Texas  banks 
is  hitting  greater  totals,  indicat- 
ing a movement  of  funds  which 
researchers  tell  us  is  evidence  of 
the  continued  strength  of  the  na- 


Physician-magician  Jack  Schreiber  of  Canfield,  Ohio,  left,  shares  a chuckle  with 
Darrell  Coover,  Director  of  Community  Relations  Department,  Communications  Di- 
vision, AMA.  Schreiber,  a speaker,  and  Coover  were  two  of  79  guests  attending. 


Newly  appointed  Texas  Railroad  Commissioner  Byron  Tunnell  receives  handclasp 
and  congratulations  from  Dr.  Harvey  Renger,  Hallettsville. 
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tion’s  economy.” 

In  addition  to  I’eporting  that  the 
Texas  economy  is  flourishing  and 
that  the  resources  of  future  growth 
are  well  diversified  and  soundly 
based,  the  former  Speaker  noted 
that  the  Comptroller  of  Public  Ac- 
counts has  estimated  that  there  is 
an  amount  available  for  the  Legis- 
lature’s “checking  account”  which 
exceeds  all  expectations. 

Some  of  the  programs  facing 
the  59th  session  which  will  require 
financing  include  the  need  for  qual- 
ity education  (although,  he  noted, 
education  is  already  the  biggest 
business  of  our  state  government 
— 43  percent  of  the  annual  budget; 
34  percent  for  public  schools). 
The  budget  of  the  Texas  Educa- 
tion Agency,  he  said,  will  exceed 
$1,000,000,000  a year  for  the  first 
time  this  biennium.  The  session 
will  also  be  asked  for  more  money 
for  higher  education  to  implement 
the  recommendations  of  the  Gov- 
ernor’s Committee  on  Education 
Beyond  the  High  School. 

Recommendations  related  also  to 
medical  education  and  the  health 
professions. 

“One  is  that  studies  in  depth  he 
made  of  the  programs  of  profes- 
sional schools.  Another  is  a sys- 
tem of  periodic  review  in  the 
health  professions  with  these  ob- 
jectives : 

1.  Establishing  greater  coordi- 
nation between  medical  and  dental 
schools  and  undergi-aduate  schools 
for  the  development  of  coordinated 
curriculums. 

2.  Maintaining  the  programs  in 
a position  of  balance  in  the  total 
educational  efforts  of  the  state. 

3.  Encouraging  greater  coopera- 
tive effort  between  private  and 
state -supported  educational  pro- 
grams in  the  health  professions.” 

“Also  recommended  is  a state- 
wide system  of  screening  and  se- 
lecting applicants  for  training  in 
the  health  professions  to  assure: 

1.  Encouraging  the  highest  cali- 
ber of  students. 

2.  Encouraging  applications  from 
exceptional  out-of-state  students. 

3.  Developing  better  student  re- 
cruitment programs.” 

Proposals  involving  mental  health 
and  proposing  a new  state  agency 
for  mental  health  will  also  he  con- 
sidered by  the  Legislature.  More 
money  is  also  being  asked  for  ex- 
panding the  prison  system,  for  a 
larger  advertising  budget  to  draw 
tourists,  and  for  increasing  the 
activities  of  the  Texas  Industrial 
Commission,  among  other  requests. 

Mr.  Tunnell  discussed  two  diffi- 


cult issues  facing  the  Legislature 
— congressional  and  legislative  re- 
districting. 

“In  order  to  satisfy  the  United 
States  Supreme  Court’s  ‘one  man- 
one  vote’  mandate,  redistricting 
both  for  Congress  and  the  Legis- 
lature must  he  done  in  such  a way 
that  the  hig,  metropolitan  areas 
will  gain  additional  representa- 
tion, while  rural  and  agricultural 
districts  will  have  a less  influen- 
tial voice  than  in  the  past.” 

“Applying  the  strict  mathemati- 
cal formula,”  he  said,  “some  coun- 
ties will  be  entitled  to  one  or  two 
Congressmen  with  population  left 
over.  In  these  cases,  for  the  first 
time  in  Texas  history,  county 
boundaries  will  have  to  be  ignored 
in  redistricting.”  In  the  metro- 
politan areas  of  Bexar,  Dallas, 
Harris,  and  Tarrant,  there  will 
also  be  a problem  of  avoiding  the 
division  of  satellite  cities  and  find- 


ing logical,  natural  boundaries  for 
districts. 

Finally,  the  former  Speaker 
noted,  “Just  for  good  measure,  a 
judicial  redistricting  proposal  will 
also  be  presented  this  session.” 


Joseph  E.  Burger — 

How  to  Get  Better 

Completing  the  day  of  talks  with 
a salesman’s  humor,  Joseph  E. 
Burger  of  Pasadena,  Calif.,  Direc- 
tor of  Public  Relations  for  H.  V. 
Nootbaar  & Company,  used  charts 
to  illustrate  his  points.  He  based 
this  usage  upon  his  belief  that 
“one  picture  is  worth  1,000  words” 
and  that  the  “eye  is  22  times  as 
impressionable  as  the  ear.” 

Believing  that  we  “either  grow 
or  decay,”  Mr.  Burger  based  his 
talk  on  the  importance  of  sales- 
manship and  improvement  to  ev- 
eryone. 

Customers  quit  for  many  rea- 
sons, he  said  (1  percent  die,  3 per- 
cent move  away,  5 percent  make 
other  friendships,  9 percent  leave 


for  competitive  reasons,  14  per- 
cent because  of  product  dissatis- 
faction) but  the  biggest  portion 
(68  percent)  quit  because  of  the 
attitude  of  indifference  toward  the 
customer  (to  the  doctor,  he  point- 


Joseph  E.  Burger,  California  PR  man,  right,  pauses  for  a word  with  Dr.  Howard  0. 
Smith,  Marlin,  left,  and  Dr.  M.  0.  Rouse  of  Dallas,  center. 
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ed  out  the  importance  of  a good 
receptionist) . 

Five  qualifications  for  success- 
ful salesmen,  he  cited  are  (1) 
character,  (2)  industry,  (3)  abil- 
ity, (4)  courage,  and  (5)  person- 
ality. 

Within  these  categories,  he  em- 
phasized the  importance  of  abso- 
lute sincerity,  work,  seeing  the 
people,  constant  cultivation,  plan- 
ning your  work,  knowing  your 
stuff  and  making  it  clear,  courage 
to  “keep  fishin’ ” (surveys  indi- 
cate that  60  percent  of  all  sales 
come  after  the  fifth  attempt  but 
only  12  percent  of  salesmen  have 
the  courage  to  try  the  fourth 
time) . 

Under  the  category  of  person- 
ality, he  said  that  the  star  sales- 
man guards  his  health,  is  always 
friendly,  keeps  his  temper,  radi- 
ates enthusiasm,  is  a good  loser, 
and  never  gives  up.  He  also  lis- 
tens with  his  eyes  (great  sales- 
men are  great  listeners),  uses  his 
big  mouth  (by  learning  to  keep  it 
shut) , and  gets  on  fire  with  en- 
thusiasm. 

The  loyal  customer,  he  added,  is 
satisfied  with  your  products,  likes 
doing  business  with  your  firm,  be- 
lieves in  and  likes  you. 

Finally,  he  warned  against  pro- 
crastination and  cited  the  impor- 
tance of  TNT  (do  it  Today,  Not 
Tomorrow) . 


1 14  Attend 
Auxiliary  Meet 

One  hundred-fourteen  members 
attended  the  Woman’s  Auxiliary 
Legislative  Seminar  Jan.  16  in 
Austin. 

The  morning  session,  held  at  the 
Commodore  Perry  Hotel,  embraced 
the  subject  “Legislation  — Texas 
Style.”  Speakers  were  C.  L.  Kay, 
vice  president  of  Lubbock  Chris- 
tian College;  Dr.  Ever  Curtis, 
Gloucester,  Mass.,  Committee  on 
Medical  Practice  of  the  American 
Medical  Association;  and  Dr.  Max 
E.  Johnson,  San  Antonio,  Presi- 
dent of  Texas  Medical  Association. 

In  the  afternoon,  members  of  the 
Auxiliary  joined  the  Texas  Medi- 
cal Association  members  to  hear 
their  program,  a panel  discussion 
on  “State  Legislation  of  Medical 
Importance”  and  addresses  by 
Railroad  Commissioner  Byron  Tun- 
nell  and  California  public  rela- 
tions man  Joseph  E.  Burger. 

Members  of  the  Woman’s  Aux- 
iliary to  Travis  County  Medical 


Society  served  as  hostesses  for 
the  TMA  and  Auxiliary  confer- 
ences. Mines.  Benjamin  F.  Simms 
and  S.  H.  Dryden  were  cochair- 
men of  hospitality  and  registra- 
tion, and  Mmes.  Wootten  Brown 
and  Robert  Stenberg  were  cochair- 
men of  arrangements  for  Future 
Nurses  Clubs. 

A hospitality  hour  for  physi- 
cians, their  wives,  and  guests  was 
hosted  by  the  Medical  Protective 
Company  that  evening  at  the  Dris- 
kill  Hotel. 


Santa  Rosa  Pediatric 
Meet  To  Be  March  13-14 

The  third  annual  teaching  con- 
ference of  the  Children’s  Hospital 
Education  and  Research  Founda- 
tion, Inc.,  of  Santa  Rosa  Medical 
Center  will  be  held  in  San  Antonio 


P ERHAPS  the  most  drastic  re- 
cent changes  in  the  interpretation 
of  medical  ethics  concern  relations 
between  pharmacy  and  medicine. 

Traditionally,  pharmacists  and 
physicians  have  worked  to  maintain 
free  enterprise.  Pharmacists  have 
supported  physicians’  contentions 
that  the  patient  has  a right  to 
choose  his  own  doctor  and  that  the 
doctor  has  a right  to  set  his  own 
fee  for  services  rendered.  As  a 
corollary,  they  have  asked  us  to 
help  uphold  the  principles  that  a 
patient  is  entitled  to  choose  his 
own  pharmacist  and  that  pharma- 
cists are  due  the  right  to  deter- 
mine the  retail  price  of  their  pre- 
scriptions. 

Recently,  the  Judicial  Council  of 
the  AMA  and  the  Board  of  Coun- 
cilors of  TMA  have  clarified  and 
reemphasized  some  points  of  ethics 
concerning  physician-pharmacist 
relations.  These  rulings  should 
strengthen  both  professions. 

These  groups  have  reminded  us 
that  it  is  unethical  for  a physician 
who  owns  a building  to  lease  space 


on  Saturday  and  Sunday,  March  13 
and  14.  Dr.  Leo  J.  Geppert,  chair- 
man of  the  Department  of  Pediat- 
rics of  Santa  Rosa,  has  announced. 

Dr.  Robert  L.  Brent,  professor  of 
pediatrics  and  radiology  of  the  Jef- 
ferson Medical  College  of  Philadel- 
phia and  director  of  the  Eleanor 
Roosevelt  Research  Institute,  Phil- 
adelphia, and  Dr.  John  C.  Sinclair, 
instructor  in  pediatrics.  College  of 
Physicians  and  Surgeons,  Colum- 
bia University,  New  York  City, 
will  speak  at  the  two-day  seminar. 
Topics  to  be  discussed  are  liver  dis- 
ease in  the  neonatal  and  infantile 
period,  low  birth  weight,  tempera- 
ture regulation  in  low  birth  weight 
infants,  immunological  aspects  of 
fetal  development  and  respiratory 
disturbances  in  low  birth  weight 
infants. 

Registration  for  the  conference 
will  be  held  at  8 a.m.  on  Saturday, 
March  13,  to  be  followed  by  Grand 
Rounds  in  The  Children’s  Hospital 
of  Santa  Rosa  Medical  Center. 


to  a pharmacy  for  a percentage  of 
its  income.  It  is  unethical  for  a 
physician  to  own  stock  in  a drug 
manufacturing  firm  if  such  own- 
ership places  him  in  a position  to 
exert  control  of  that  company.  It 
is  unethical  for  a physician  to  own 
any  stock  in  a pharmaceutical  re- 
packaging company  or  any  phar- 
maceutical company  manufactur- 
ing less  than  41  percent  of  what 
it  sells. 

It  has  long  been  a custom  in 
many  areas  for  drugstores  to  sup- 
ply physicians  with  prescription 
order  pads  imprinted  with  the 
name  of  the  store.  Also,  stores 
have  provided  direct  telephone 
lines  between  the  physician  and 
the  pharmacist.  Both  these  actions 
are  unethical. 

While  certainly  each  profession 
is  dependent  upon  the  other,  to 
which  any  physician  many  miles 
from  a pharmacist  will  attest,  the 
trend  today  is  to  separate  the  phy- 
sician and  the  phai'macist  eco- 
nomically. 

— Walter  Walthall,  M.D., 
Chairman,  Board  of  Councilors. 
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Executive  Board  Approves  TB  Program; 
Educational  Campaign  on  Eldercare 


Recommendations  concern- 

ing  the  policy  of  the  Texas  Medical 
Association  toward  pending  legis- 
lation were  prominent  among  the 
items  considered  by  the  Executive 
Board  at  its  Jan.  17  meeting  in  Aus- 
tin. The  Board  endorsed  the  report 
of  the  Governor’s  Committee  on 
Tuberculosis  and  approved,  in  prin- 
ciple, the  creation  of  a State  De- 
partment of  Mental  Health.  It  also 
reaffirmed  opposition  to  medical 
care  under  the  Social  Security  Pro- 
gram. 

In  other  actions,  the  Board  of 
Councilors  ruled  that  if  no  other 
avenue  is  available,  the  Councilors 
may  assume  primary  jurisdiction 
over  a member  of  a county  medical 
society;  an  increase  in  the  annual 
fee  to  renew  registration  with  the 
Board  of  Medical  Examiners  was 
approved;  and  Dr.  John  K.  Glen, 
Houston,  was  elected  chairman  of 
the  Texas  Delegates  to  the  AM  A. 

Funds  Appropriated 
For  Educational  Drive 

Reaffirming  opposition  to  the 
principle  of  including  medical  care 
for  the  aged  in  the  Social  Security 
Program,  the  Executive  Board  ap- 
proved a recommendation  from  the 
Council  on  Medical  Jurisprudence 
that  TMA  participate  in  a state- 
wide educational  program  designed 
to  emphasize  the  merits  of  the 
Kerr-Mills  program  and  the  short- 
comings of  King- Anderson  type 
legislation.  The  Board  of  Trustees 
allocated  funds  for  the  program 
which  is  to  be  matched  by  funds 
from  the  AMA. 

Dr.  Milford  O.  Rouse,  Speaker  of 
the  AMA  House  of  Delegates,  spoke 
in  favor  of  this  action.  He  said 
that  there  has  been  some  belief  that 
the  AMA  might  abandon  its  fight 
against  medical  care  under  the  So- 
cial Security  Program,  and  he  em- 
phasized the  importance  of  letting 
the  public  and  the  legislators  know 
that  the  medical  profession  has  not 
changed  its  position  and  does  not 
expect  to  do  so.  Dr.  Rouse  also 


pointed  out  that  in  the  event  such 
legislation  is  passed,  the  position  of 
the  AMA  might  well  be  enhanced 
in  the  future  if  the  margin  of  the 
favorable  vote  is  kept  as  low  as 
possible. 

The  Executive  Board  also  for- 
mally endorsed  the  AMA’s  pro- 
posed program  for  medical  care  of 
the  aged. 

Jurisdiction  Clarified 
Over  Society  Members 

Although  primary  jurisdiction 
over  a physician  rests  with  the 
county  medical  society  to  which  he 
belongs,  the  Board  of  Councilors 
ruled  that  when  other  avenues  are 
not  available  the  Board  can  take 
primary  jurisdiction  over  a mem- 
ber of  a county  medical  society 
within  the  Texas  Medical  Associa- 
tion. Dr.  Walter  Walthall,  Chair- 
man, explained  that  it  is  possible 
for  a physician  to  be  a member  of 
one  county  society  and  yet  carry 
on  all  or  part  of  his  practice  out- 
side the  area.  Because  each  county 
sets  its  own  rules,  a physician 
might  violate  rules  of  ethics  of  the 
county  society  in  which  he  prac- 
tices, while  still  remaining  com- 
pletely within  the  rules  established 
by  the  society  of  which  he  is  a mem- 
ber. In  such  cases,  neither  society 
can  act,  and,  as  approved  by  the 
Executive  Board,  the  Board  of 
Councilors  will  assume  such  re- 
sponsibilities if  requested. 

Two  other  rulings  were  ap- 
proved; The  officers  of  the  Board 
of  Councilors,  upon  recommenda- 
tion of  its  subcommittee  on  con- 
stitution and  by-laws,  may  tenta- 
tively approve  amendments  to  con- 
stitutions and  by-laws  of  county 
medical  societies  until  the  Board 
meets  to  act  upon  the  amendments. 
This  ruling  will  prevent  the  opera- 
tion of  societies  without  approved 
constitutions  and  by-laws  and  pos- 
sibly will  avoid  legal  entangle- 
ments. 

Of  interest  to  interns  and  resi- 


dents is  a new  ruling  that  if  phy- 
sicians have  Intern  or  Resident 
membership  in  a county  society 
while  in  training,  they  may  apply 
as  transfer  members  to  the  society 
of  the  county  in  which  they  estab- 
lish practice.  Formerly,  physicians 
entering  practice  applied  as  new 
members  of  the  society. 

TB,  MH  Programs  Gain 
Approbatory  Attention 

The  Committee  on  Tuberculosis, 
after  studying  the  proposals  of  the 
Governor’s  Committee  on  Tubercu- 
losis, recommended  that  TMA  en- 
dorse and  actively  assist  in  imple- 
mentation of  the  resulting  program 
to  be  introduced  in  the  Texas  Leg- 
islature. Concurring  in  this  action 
were  the  Council  on  Scientific  Ad- 
vancement, Council  on  Medical  Ju- 
risprudence, and  Executive  Board. 

The  latter  three  groups,  advised 
by  the  Committee  on  Mental  Health, 
also  approved  in  principle  the  rough 
draft  of  a bill  which  would  create 
a Department  of  Mental  Health  for 
Texas.  The  Committee,  however, 
refrained  from  making  a final  rec- 
ommendation until  the  proposed 
bill  could  be  studied  in  completed 
form. 


Registration  Renewal 
Fee  Hike  Necessary 

The  $5  fee  which  physicians  pay 
annually  to  renew  their  registra- 
tion with  the  Texas  State  Board  of 
Medical  Examiners  may  be  raised 
to  an  amount  not  exceeding  $10, 
pending  action  by  the  Legislature. 
The  Council  on  Medical  Jurispru- 
dence, in  its  report,  cited  the  excel- 
lent pei’formance  of  duties  by  the 
TSBME  and  by  its  secretary.  Dr. 
M.  H.  Crabb.  Apprised  of  the  need 
for  additional  funding,  the  Coun- 
cil recommended  approval  of  this 
measure  as  did  the  Executive 
Board. 
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Information  Available 
From  Malpractice  Survey 

The  Committee  on  Professional 
Insurance  has  recently  completed  a 
malpractice  survey,  and  members  of 
the  Committee  will  be  available  to 
present  the  resulting  information 
to  their  own  and  surrounding  coun- 
ty medical  societies.  The  Commit- 
tee recommended  that  a malprac- 
tice survey  be  conducted  at  regular 
intervals ; this  report  was  approved 
by  the  Council  on  Medical  Service 
and  Insurance  and  the  Executive 
Board. 

A resolution  from  the  Committee 
on  Disaster  Medical  Care  endors- 
ing a request  of  the  State  Depart- 
ment of  Health  for  additional  funds 
to  expand  its  Disaster  Health  and 
Medical  Program  was  referred  to 
the  Council  on  Medical  Jurispru- 
dence. These  funds  would  come 
after  the  Legislature  approves  the 
item. 

The  Committee  on  Public  Health 
has  appointed  a subcommittee  to 
study  the  problem  of  identifying 
the  mentally  and  physically  handi- 
capped driver. 


Trustees  Pleased 
With  Financial  Outlook 

The  operating  budget  of  TMA 
shows  a surplus  of  revenue  over 
expenses  in  1964  for  the  11th  con- 
secutive year,  and  Trustees  be- 
lieved this  to  be  particularly  re- 
warding since  there  had  been  some 
concern  over  the  possibility  of  a 
deficit  this  past  year.  All  sources 
of  income  exceeded  budgeted  fig- 
ures, and  expenses  were  not  as 
great  as  had  been  anticipated. 

The  Board  also  announced  the 
selection  of  Lionel  D.  Edie  & Com- 
pany as  its  professional  investment 
counselor.  This  will  represent  a 
coordinated  approach  to  investment 
of  monies  managed  by  the  Board  of 
Trustees,  and  will  provide  the  high- 
est possible  level  of  growth  and 
earnings  consistent  with  safety  of 
principal  over  the  long  term  in 
view  of  the  objectives  for  each 
fund. 


Dr.  John  K.  Glen 
To  Head  Delegates 

Newly  elected  as  Chairman  of 
the  Texas  Delegates  to  the  Ameri- 
can Medical  Association  is  Dr. 


John  K.  Glen  of  Houston.  Former 
Chairman  Dr.  J.  B.  Copeland  of 
Austin  resigned  the  position  short- 
ly after  his  election  to  the  Board 
of  Trustees  of  the  AMA.  To  fill 
the  vacancy,  Dr.  J.  L.  Cochran,  San 
Antonio,  was  appointed;  Dr.  Wal- 
ter Walthall  of  San  Antonio  will 
serve  as  alternate  delegate.  Both 
men  will  serve  unexpired  terms  un- 
til the  1965  Annual  Session. 

The  Delegates  reported  that  a 
special  meeting  of  the  AMA  House 
of  Delegates  had  been  called  for 
Feb.  6 and  7 to  consider  pertinent 
items  relating  to  current  national 
health  legislation,  including  but  not 
limited  to  policy  concerning  health 
care  for  the  needy;  and  adequate 
support  for  the  educational,  scien- 
tific, and  other  programs  of  the 
AMA. 

Delegates  To  Receive 
Pathologists'  Report 

Members  of  the  Texas  Society 
of  Pathologists,  Inc.,  in  their  ef- 
forts to  educate  the  physicians  of 
the  state  as  to  the  various  labora- 
tory procedures  now  available  in 
Texas,  have  prepared  a report  re- 
garding their  efforts  to  enlarge 
training  programs  for  laboratory 
technical  personnel,  to  increase 
and  publicize  consultative  services 
available,  and  a consultant  refer- 
ence laboratory.  At  the  recommen- 
dation of  the  Council  on  Medical 
Jurisprudence  and  with  the  ap- 
proval of  the  Board  of  Councilors 
and  Executive  Board,  this  report 
will  soon  be  circulated  to  members 
of  the  TMA  House  of  Delegates.  S 


Texas  TB  Association 
To  Convene  in  Houston 

The  meeting  of  the  Texas  Tuber- 
culosis Association  will  be  held  in 
Houston  at  the  Shamrock  Hilton 
Hotel,  March  18-20.  The  Texas 
Thoracic  Society  which  is  the  medi- 
cal section  of  TTA  will  meet  on  the 
19th  and  20th. 

Dr.  John  A.  Wiggins  of  Fort 
Worth  will  preside  over  the  Friday 
meeting,  and  Dr.  S.  Donald  Green- 
berg will  preside  on  Saturday. 

Speakers  and  their  topics  include 
Dr.  Robert  L.  Yeager,  Pomona,  N. 
Y.,  Keynote  Address;  Dr.  Alan  K. 
Pierce,  Dallas,  “Role  of  the  Quali- 
fied Inhalation  Therapist  in  To- 
day’s General  Hospital”;  Dr.  Wil- 
liam F.  Miller,  Dallas,  “Concept  of 


Bronchial  Hygiene  in  Relation  to 
Allergic  Asthma  and  Bronchitis”; 
Dr.  P.  O.  Jones,  Houston,  “Bron- 
cholithiasis,  A Clinical  and  Patho- 
logic Reevaluation”;  Dr.  Robert  E. 
Carr,  Fort  Worth,  and  Dr.  Richard 
W.  Ernst,  Dallas,  “Management  of 
Complicated  Diaphragmatic  De- 
fects: Use  of  Marlex  Mesh  in  Se- 
lected Cases”; 

Dr.  Julius  L.  Wilson,  Santa  Fe, 
N.  Mex.,  Z.  T.  Scott  Memorial  Lec- 
ture, “Tuberculosis  Chemoprophy- 
laxis: A Nine- Year  Follow-Up  of 
Indian  Children  Treated  with  Iso- 
niazid”;  Dr.  J.  E.  Miller,  Dallas, 
“Professor  Miller’s  X-Ray  Quiz”; 

Dr.  Daniel  E.  Jenkins,  Houston, 
moderator,  and  panelists  Drs.  John 
W.  Middleton,  Galveston,  Carlos  J. 
Quintanilla,  McAllen,  Morris  E. 
Malakoff,  Laredo,  Charles  A.  Le- 
Maistre,  Dallas,  and  Mr.  Philip  R. 
Overton,  Austin,  “The  New  Role  of 
the  Physician  in  the  Treatment  of 
Tuberculosis  in  Texas”; 

Dr.  Greenberg,  Dr.  David  Bahar, 
Dr.  Walter  J.  Stork,  and  C.  Graber, 
Ph.D.,  all  of  Houston,  “Pulmonary 
‘Fungus  Ball’”;  Drs.  Jenkins, 
Greenberg,  and  Samuel  Boushy,  all 
of  Houston,  “Correlation  of  Pul- 
monary Morphology  and  Physiolo- 
gy in  Bronchitis  and  Emphysema.” 

Medical  doctors  taking  part  in 
the  public  health  section  meeting 
of  the  Texas  Tuberculosis  Associa- 
tion are  Dr.  Wilson  and  Dr.  James 
M.  Schless  of  Austin. 

Dr.  John  L.  Kee,  Jr.,  Dallas,  is 
program  chairman.  Dr.  J.  Otis 
Armstrong,  Dallas,  is  president  of 
the  Texas  Thoracic  Society  and  Dr. 
Wiggins  is  president  of  the  Texas 
Tuberculosis  Association. 


SW  Regional  Meet  Set 
By  College  of  Surgeons 

The  Southwestern  Regional  Meet- 
ing of  the  International  College  of 
Surgeons  will  be  held  in  the  Hotel 
Amercia,  Houston,  March  4-6. 

The  guest  speakers  will  be  Dr. 
Leo  H.  Wilson,  Jr.,  plastic  surgeon, 
Sarasota,  Fla. ; Dr.  Edward  Com- 
pere, orthopedist,  Chicago;  Dr. 
Lawrence  W.  Long,  general  sur- 
geon, Jackson,  Miss.;  Dr.  J.  Lee 
Sedwitz,  general  surgeon,  Zebulon, 
N.  C.;  and  Dr.  Edward  Annis,  Mi- 
ami, Fla.,  president.  United  States 
Section,  International  College  of 
Surgeons,  principal  speaker  at  the 
Friday  evening  banquet. 

Physicians  interested  in  attend- 
ing may  contact  Dr.  Robert  G.  Mc- 
Corkle,  7338  McHenry  St.,  Houston. 
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4,000  Expected  in  San  Antonio 
For  98th  TMA  Annual  Session 


^\T0TAL  attendance  which 
may  again  exceed  4,000  has  been 
forecast  for  the  98th  Annual  Ses- 
sion at  San  Antonio  on  April  29- 
May  2.  The  largest  number,  38,  of 
prominent, out-of-state  guest  speak- 
ers in  the  Association’s  history  will 
be  featured  at  the  meeting. 

Twenty-seven  specialty  and  re- 
lated medical  societies  are  cooperat- 
ing with  the  Association  to  present 
a strong  scientific  program. 

The  “weekend”  format  (Thurs- 
day-Sunday),  similar  to  that  initi- 
ated at  Houston  last  year,  again 
will  be  employed.  The  Association’s 
scientific  meetings  will  be  concen- 
trated on  Friday  and  Saturday, 
and  will  include  two  general  meet- 
ings, 15  refresher  courses,  sessions 
sponsored  by  11  sections.  Curb- 
stone Consultations,  a film  pro- 
gram, and  scientific  and  technical 
exhibits.  Most  scientific  meetings 
will  be  staged  at  the  Villita  Assem- 
bly Hall  and  the  Granada  Hotel. 

The  St.  Anthony  will  be  the  head- 
quarters hotel  for  business  affairs 
of  the  House  of  Delegates,  Boards, 
Councils,  and  Committees.  The 
House  of  Delegates  will  hold  its 
opening  session  on  Thursday  after- 
noon, followed  by  Reference  Com- 
mittee meetings  that  evening,  the 
second  session  on  Friday  evening, 
and  the  election  of  officers  on  Sun- 
day morning. 

The  Woman’s  Auxiliary  will 
headquarter  at  the  El  Tropicano 
Hotel.  Social  events  will  be  sched- 
uled at  the  Granada,  St.  Anthony, 
and  the  Monger  hotels.  Entertain- 
ment will  include  golf  and  tennis 
tournaments,  alumni  banquets, 
class  reunions,  and  fraternity  par- 
ties. Special  entertainment  has 
been  planned  by  the  Association’s 
Committee  on  General  Arrange- 
ments on  Friday  evening,  April  30. 
Fiesta  Noche  Del  Rio — music  and 
dances  of  Old  Mexico  — will  be 
staged  in  an  open-air  theatre  on 
the  banks  of  tbe  San  Antonio  River. 

Housing  for  Texas  Medical  Asso- 
ciation member  and  guests  is  being 
coordinated  by  the  San  Antonio 
Chamber  of  Commerce.  Requests 
for  reseiwations  should  be  directed 


to  the  Texas  Medical  Association 
Housing  Bureau,  c/o  San  Antonio 
Chamber  of  Commerce,  P.  O.  Box 
1628,  San  Antonio.  Requests  should 
indicate  first,  second,  and  third 
preferences.  Insofar  as  possible, 
preferences  will  be  honored  and 
confirmation  of  reservations  will 
be  sent  direct  to  the  individual 
making  the  request. 

Hotel  and  motel  information  and 
a reservation  card  may  be  found 
opposite  page  147  of  this  issue  of 
the  Journal. 

In  addition  to  the  section  meet- 
ings and  related  organization  pro- 
grams, several  special  features  also 
are  on  the  agenda  for  the  1965  An- 
nual Session. 

For  the  third  year,  the  popular 
Curbstone  Consultations  will  be 
held  during  an  Annual  Session.  Ten 
informal  round  table  discussions  on 
topics  in  medical  specialties  are 
scheduled  from  5 to  6:30  p.m.  on 
Friday.  Table  topics  and  modera- 
tors have  been  selected,  and  mod- 
erators are  now  completing  their 
tables  with  four  to  five  table  par- 
ticipants. 

The  Texas  Academy  of  General 
Practice  will  offer  a seminar  for 
registrants  Thursday  afternoon. 
Attendance  will  be  acceptable  for 
AAGP  credit. 

The  Texas  Commission  on  Alco- 
holism and  the  University  of  Texas 
will  sponsor  a Symposium  on  Alco- 
holism at  8 p.m.  Thursday. 

The  Texas  Medical  Association’s 
Committee  on  Nutrition  will  offer 
a symposium  for  registrants  Friday 
from  8:30  to  9:45  a.m. 

The  TMA  Committee  on  Trans- 
portation Safety  will  sponsor  a 
Symposium  on  Traffic  Safety  at 
10  a.m.,  Saturday.  Six  outstanding 
speakers  in  the  field  of  automotive 
and  air  safety  have  been  secured. 

A medical  school  faculty-practic- 
ing physician  relationship  program 
will  be  offered  during  the  Associa- 
tion luncheon  on  Friday.  The  pro- 
gram will  be  sponsored  by  TMA’s 
Committee  on  Liaison  with  Medical 
Schools. 

The  Association’s  Committee  on 
Medicine  and  Religion  will  conduct 


the  Sunday  luncheon  program. 

Five  scientific  sections  will  meet 
jointly  for  a special  program  on 
aerospace  medicine  on  Saturday 
afternoon.  The  Sections  on  Diges- 
tive Diseases,  Internal  Medicine, 
Pathology,  Radiology,  and  Surgery 
will  convene  for  the  Saturday  af- 
ternoon session. 

The  Section  on  Obstetrics  and 
Gynecology  and  the  Texas  Diabetes 
Association  have  planned  a joint 
luncheon  session  on  Sunday.  A 
panel  presentation  on  “Pregnancy 
in  Diabetes”  is  scheduled. 

It  is  anticipated  that  there  will 
be  138  technical  exhibits  and  40 
scientific  exhibits. 

The  Annual  Session  film  pro- 
gram will  include  12  films,  all  new, 
including  many  that  will  soon  be 
available  from  the  TMA  Film  Li- 
brary on  a loan  basis. 

Films  to  be  shown  include  the 
following  titles:  “Tetanus  and  Its 
Prevention,”  “Surgical  Treatment 
of  the  Intractable  Plantar  Wart,” 
“Periotoneal  Dialysis,”  “Modern 
Obstetrics:  Normal  Delivery,” 
“Thyroidectomy:  A Half  Century 
of  Experience.”  “Injuries  of  the 
Hands  and  Face,”  “Cardiac  and 
Pulmonary  Echinococcosis,”  “Late 
Sequelae  of  Nonpenetrating  Ab- 
dominal Trauma,”  “Hypertension 
of  Adrenal  Origin,”  “Addison’s 
Disease,”  “Diagnosis  and  Manage- 
ment of  Eye  Injuries,”  and  “PKU : 
Early  Detection  in  the  Hospital.” 


Dallas  Clinical  Meet 
To  Be  March  22-24 

Dallas  Southern  Clinical  Society 
will  hold  its  34th  annual  spring 
clinical  conference  March  22-24  at 
the  Statler  Hilton  Hotel. 

The  program  will  feature  gen- 
eral assemblies,  scientific  exhibits, 
panel  discussions,  round  table 
luncheons,  technical  exhibits,  a din- 
ner dance,  postgraduate  lectures, 
informal  breakfast  discussions,  and 
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a clinical  pathological  conference. 

Guest  speakers  are  to  include  Dr. 
C.  Ronald  Stephen,  anesthesiolo- 
gist, Durham,  N.  C. ; Dr.  Peter  H. 
Forsham,  internist,  San  Francisco; 
Dr.  Ray  W.  Gifford,  Jr.,  internist, 
Cleveland;  Dr.  Raymond  D.  Adams, 
neurologist,  Boston ; Dr.  Arthur  L. 
Haskins,  Jr.,  obstetrician-gynecolo- 
gist, Baltimore; 

Dr.  Robert  Nesbitt,  Jr.,  obstetri- 
cian-gynecologist, Syracuse,  N.  Y. ; 
Dr.  Max  Fine,  ophthalmologist,  San 
Francisco;  Dr.  Peter  C.  Kronfeld, 
ophthalmologist,  Chicago;  Dr.  Her- 
bert E.  Pedersen,  orthopedist.  Dear- 
born, Mich.; 

Dr.  David  Myers,  otolaryngolo- 
gist, Philadelphia;  Dr.  Francis  A. 
Sooy,  otolaryngologist,  San  Fran- 
cisco; Dr.  Edward  A.  Gall,  pathol- 
ogist, Cincinnati;  Dr.  C.  Henry 
Kempe,  pediatrician,  Denver;  Dr. 
Edward  Auer,  psychiatrist,  St. 
Louis,  Mo.;  Dr.  Herbert  M.  Stauf- 
fer, radiologist,  Philadelphia;  Dr. 
Benjamin  Marden  Black,  surgeon, 
Rochester,  Minn.;  Dr.  Isidore  Cohn, 
Jr.,  surgeon.  New  Orleans;  Dr. 
Donald  B.  Effler,  thoracic  surgeon, 
Cleveland;  and  Dr.  John  K.  Latti- 
mer,  urologist.  New  York. 

Postgraduate  lectures  will  be 
given  by  Drs.  Herbert  A.  Bailey, 
Fred  J.  Bonte,  John  S.  Chapman, 
James  E.  Gleichert,  James  E. 
Goode,  John  V.  Goode,  William  C. 
Grater,  William  F.  Guerriero,  Sal- 
mon R.  Halpern,  Dr.  Joseph  M. 
Hill,  Coleman  Jacobson,  John  L. 
Kee,  Donald  G.  Kilgore,  Livius  L. 
Lankford,  Shields  0.  Livingston, 
J.  E.  Miller,  William  F.  Miller, 
Donald  L.  Paulson,  Ernest  Poulos, 
Albert  D.  Roberts,  Robert  J.  Rowe, 
Andrew  B.  Small,  Vernie  A.  Stem- 
bridge,  and  Vincent  Vermooten,  all 
of  Dallas. 


Fort  Worth  Is  Site 
Of  OB  & Gyn  Meeting 


The  Texas  Association  of  Obste- 
tricians and  Gynecologists  meeting 
will  be  held  in  Fort  Worth  at  the 
Hotel  Texas  March  6. 

Dr.  Arthur  Hertig  of  Boston  will 
present  the  J.  F.  Y.  Paine  and  C.  R. 
Hannah  lectureships.  The  Willard 
Cooke  prize  will  also  be  presented 
to  the  author  of  the  best  paper  sub- 
mitted by  a resident. 

Other  paper  wull  include  “Infer- 
tility and  Endometriosis:  The  Con- 
servative Surgical  Approach,”  Drs. 
Stanley  Rogers  and  Warren  Jacobs 
of  Houston  with  Discussant  Dr. 
William  P.  Devereaux  of  Dallas; 
“Male  Aspects  of  Infertility,”  Drs. 


Robert  Franklin  and  C.  Dean  Dukes 
of  Houston  with  Discussant  Dr. 
Evri  Mendel  of  Dallas;  “Ovarian 
Vein  Thrombophlebitis,”  Drs.  Ray- 
mond Kaufman,  Alan  Kaplan,  and 
Eber  Lotze  of  Houston  and  Discus- 
sant Dr.  Garland  Lang  of  Midland; 

“Pregnancy  in  the  Teenager,” 
Drs.  William  McGanity  and  H.  M. 
Little,  Jr.,  Galveston,  and  Discus- 
sant Dr.  Reuben  Adams  of  Dallas; 
“Postoperative  Cervical  Dystoci,” 
Dr.  Charles  E.  Gibbs  of  Lackland 
Air  Force  Base  with  Discussant 
Dr.  Asa  Newsom,  Sr.,  of  Dallas; 
“Perinatal  Mortality — A Compara- 
tive Study  of  Eight  Years  Experi- 
ence,” Dr.  Michael  Kurilecz  of  Dal- 
las with  Discussant  Dr.  Jacob  Kay 
of  Oklahoma  City,  and  “Measure- 
ment of  Urinary  Estrogens  as  a 
Clinical  Tool”  will  be  discussed  by 
Dr.  0.  Prejean  of  Dallas,  modera- 
tor, and  a panel  of  four  physicians. 

Dr.  John  Wall  of  Houston  will  be 
the  presiding  officer. 


Changes  in  Constitution 
Require  Vote  by  Delegates 


Two  changes  in  the  TMA  Con- 
stitution, proposed  at  the  last  An- 
nual Session,  will  be  ready  for  vote 
by  the  House  of  Delegates  at  the 
1965  Session.  As  provided  in  the 
Constitution,  any  changes  or 
amendments  to  the  Constitution 
must  lie  over  for  one  year  before 
a final  vote  is  taken. 

The  first  proposal  is  a correction 
in  the  Constitution  to  conform  with 
current  committee  designation.  The 
words  “Council  on  Scientific  Work” 
in  Article  II,  Section  6,  would  be 
changed  to  “Council  on  Annual  Ses- 
sion,” and  the  paragraph  would 
read : 

“Sec.  6.  Any  person  of  scientific 
attainment  may  be  invited  by  the 
chairman  of  any  scientific  section 
to  become  a “nonmember  partici- 
pant,” and  may  be  so  registered  for 
the  purpose  of  appearing  upon  the 
program  of  the  scientific  section  of 
an  annual  session  or  participating 
in  the  discussion  of  a scientific  sec- 
tion, provided  that  not  more  than 
two  such  “nonmember  participants” 
appear  on  the  program  of  any  sci- 
entific section  in  the  same  annual 
session;  and  provided  further  that 
approval  of  such  invitation  first  be 
obtained  from  the  Council  on  An- 
nual Session.” 

The  second  proposal  is  to  delete 
“three  years  in  advance”  from  Ar- 
ticle VI,  Section  2,  to  allow  for 
more  realistic  advance  planning  of 


annual  sessions.  (It  is  common 
practice  for  large  groups  to  make 
tentative  arrangements  as  many  as 
five  years  in  advance  to  reserve 
the  preferred  dates.) 

As  revised.  Article  VI,  Section  2 
would  read: 

“The  time  and  place  for  holding 
each  annual  session  shall  be  fixed 
by  the  House  of  Delegates  or  by 
the  Executive  Board,  and  the  said 
Executive  Board  shall  have  the  au- 
thority to  change  both  the  time  and 
place  of  the  meeting,  or  either,  to 
meet  unforeseen  emergencies,  as 
hereinafter  provided.” 


Blood  Banks  Group 
To  Convene  in  Austin 

The  South  Central  Association 
of  Blood  Banks  will  meet  in  Austin 
March  18-20  at  the  Villa  Capri 
Motel. 

Any  member  of  the  medical  pro- 
fession, administrative  or  technical 
personnel,  or  members  of  biological 
or  chemical  sciences  interested  in 
blood  banking  may  attend,  accord- 
ing to  Mrs.  Florence  Del  Prete,  sec- 
retary, South  Central  Association 
of  Blood  Banks,  3600  Gaston  Ave- 
nue. Dallas. 

Physicians  on  the  program  in- 
clude Dr.  Robert  E.  Klein  of  Gaines- 
ville, Fla.,  president  of  the  Ameri- 
can Association  of  Blood  Banks, 
and  Dr.  John  A.  Shively,  Houston. 


Nuclear  Medicine 
Group  To  Meet 

The  Southwestern  Chapter  of  the 
Society  of  Nuclear  Medicine  will 
meet  at  the  Adolphus  Hotel  in  Dal- 
las March  26-28.  Medical  doctors 
are  invited  to  attend  on  March  27 
and  28. 

On  the  program  will  be  Dr.  Wil- 
liam Maxfield,  Baltimore,  speaking 
on  “Scanning  Procedures  for  Eval- 
uation of  Arthritic  Joints”;  Drs. 
Hurst  Hatch,  Don  Ochsner,  and 
Paul  Murison  of  New  Orleans,  “Re- 
gional Blood  Flow  in  Bronchogenic 
Carcinoma  Utilizing  Lung  Scinto- 
gram”;  Dr.  Maxfield  and  Dr.  Jack 
McConnell,  Fort  Washington,  Pa., 
“Value  of  Subdiaphragmatic  Pa- 
thology Scans”; 

Dr.  John  Randall,  Texas  A&M 
University,  “Problems  in  Reactor 
Operation”;  Dr.  B.  L.  Reynolds, 
Dallas,  “Steroid  Reaction  to  Radi- 
ation Injury”;  Robert  Gifford,  di- 
rector, Southern  Interstate  Nuclear 


Volume  61,  FEBRUARY,  7965 


153 


Board,  Atlanta,  Ga.,  “Pasteuriza- 
tion of  Fruits,  Vegetables,  and  Fish 
by  Radiation  Methods”  and  “Indus- 
trial Uses  of  Radioisotopes — Nova 
Wood”;  and  Dr.  Don  Brown,  Uni- 
versity of  Colorado,  Denver,  “Com- 
puter Analysis  of  Scanning  Data.” 


Exams  Set  by  Board 
Of  Basic  Sciences 

The  next  examination  of  the  Tex- 
as State  Board  of  Examiners  in 
the  Basic  Sciences  has  been  set  for 
Friday  and  Saturday,  April  9-10, 
in  Austin,  Dallas,  Galveston,  and 
Houston. 

Details  as  to  time  and  place  may 
be  obtained  by  writing  to  the  Ex- 
ecutive Secretary  at  1012  Sam 
Houston  State  Office  Building,  201 
East  14th  Street,  Austin. 

Application  for  the  April  exami- 
nation must  be  complete  and  in  the 
office  by  March  15  and  all  neces- 
sary information  and  documents 
required  of  examinees  by  the  Board 
must  be  completed  and  in  the  ap- 
plicant’s file  by  that  date. 


Houston  Pathologists 
Set  Seminar 


The  Houston  Society  of  Clinical 
Pathologists’  1965  seminar  will  be 
conducted  by  Dr.  Lauren  V.  Acker- 
man, professor  of  surgical  pathol- 
ogy, Washing-ton  University,  and 
Dr.  Philip  J.  Hodes,  professor  of 
radiology,  Jefferson  Medical  Col- 
lege. The  subject  will  be  “Patho- 
logic-Radiographic Correlation  in 
Lesions  of  Bone”  and  the  meeting 
will  be  March  27  at  St.  Luke’s  Epis- 
copal Hospital  and  Texas  Children’s 
Auditorium,  Houston. 

A limited  number  of  slide  sets, 
protocols  and  prints  of  x-rays  at 
$10  per  set  may  be  ordered  from 
Dr.  William  T.  Hill,  St.  Luke’s  Epis- 
copal Hospital,  Texas  Medical  Cen- 
ter, Houston. 


New  Orleans  Assembly 
Dates  Are  March  8-11 

The  28th  annual  meeting  of  the 
New  Orleans  Graduate  Medical  As- 
sembly will  be  held  March  8-11 
with  headquarters  at  the  Roosevelt 
Hotel. 

Nineteen  outstanding  guest 
speakers  will  participate  and  their 
presentations  will  be  of  interest  to 


both  specialists  and  general  prac- 
titioners. Among  them  will  be  Dr. 
Milton  S.  Thompson,  San  Antonio 
orthopedic  surgeon.  The  program 
will  include  55  informative  discus- 
sions on  many  topics  of  current 
medical  interest,  in  addition  to  clin- 
icopathologic  conferences,  symposi- 
ums, medical  motion  pictures, 
round  table  luncheons  and  techni- 
cal exhibits. 

Details  of  the  New  Orleans  meet- 
ing are  available  at  the  office  of 
the  Assembly,  Room  1528,  1430  Tu- 
lane  Avenue,  New  Orleans,  Louisi- 
ana 70112. 


Oral  Cancer 
Program  Set 

“The  Diagnosis  and  Treatment 
of  Oral  Cancer”  will  be  the  topic 
of  a series  of  joint  meetings  of 
county  medical  and  dental  societies 
in  ten  Texas  cities  during  March. 

The  programs  will  stress  the  de- 
velopment and  use  of  oral  cytolo.gy 
as  a diagnostic  method  which  will 
improve  the  earlier  diagnosis  and 
management  of  oral  cancer.  Un- 
der the  sponsorship  of  the  Ameri- 
can Cancer  Society’s  Professional 
Education  Program,  the  meetings 
are  cosponsored  by  Texas  Medical 
Association  and  Texas  Dental  So- 
ciety. 

A visiting  team  made  up  of  a 
pathologist,  radiologist,  surgeon, 
and  dentist  will  present  the  pro- 
grams. 

In  Corpus  Christ!  March  5,  Fort 
Worth  March  12,  and  Amarillo 
March  13  to  present  programs  will 
be  these  doctors:  Dr.  Richard  H. 
Jesse,  surgeon;  Dr.  Harlan  J. 
Spujt,  pathologist;  Dr.  Gilbert  H. 
Fletcher,  radiologist;  and  Edward 

C.  Hinds,  M.D.,  D.D.S.,  all  of 
Houston. 

In  Beaumont  March  8 and  Tyler 
March  9 for  programs  will  be  the 
following:  Dr.  Stephen  R.  Lewis, 
surgeon;  Dr.  Willaim  Johnson 
Holaday,  pathologist;  Ben  Nasits, 

D. D.S.;  and  Dr.  Martin  Schneider, 
radiologist,  all  of  Galveston.  The 
same  team  will  be  in  McAllen 
March  19,  but  Dr.  Ti'uman  Blocker 
will  replace  Dr.  Lewis  and  Dr.  F. 
L.  Jennings  will  replace  Dr.  Hola- 
day. Both  are  from  Galveston. 

In  Abilene  March  9,  Midland 
March  10,  and  El  Paso  March  11 
will  be  Dr.  B.  L.  Aronoff,  sur- 
geon; Robert  V.  Walker,  D.D.S.; 
Dr.  Charles  T.  Ashworth,  patholo- 
gist; and  Dr.  F.  J.  Bonte,  radiolo- 
gist, all  of  Dallas. 


In  Wichita  Falls  on  March  9 
for  a program  will  be  Dr.  Robert 
S.  Jones,  surgeon;  D.  Lamar  Byrd, 
D.D.S. ; Dr.  John  H.  Childers,  pa- 
thologist; and  Dr.  John  Mallams, 
radiologist,  all  of  Dallas. 


Personals 

Names  of  two  Texans  appear  on 
the  program  of  the  Southwest  Al- 
lergy Forum  to  be  held  March  14- 
16  in  New  Orleans.  Dr.  Boen  Swin- 
ny  of  San  Antonio,  president  of  the 
American  College  of  Allergists,  will 
speak  on  “The  Areas  of  Allergy” 
and  Dr.  Armond  S.  Goldman  of 
Galveston  will  speak  on  “Milk  Al- 
lergy.” 

The  Golden  Anniversary  session 
of  the  American  College  of  Physi- 
cians will  be  held  in  Chicago  March 
22-26.  On  the  program  will  be  the 
following  Texas  physicians:  Capt. 
.James  Allen  Reinarz,  VS AF  (MC), 
Dr.  Alan  K.  Pierce,  Dr.  Gordon  Mc- 
Gee, Dr.  Norman  M.  Kaplan,  Dr. 
Jack  G.  Silah,  Dr.  Warren  E.  Goor- 
no,  and  Dr.  Jay  P.  Sanford,  all  of 
Dallas;  and  Dr.  Robert  S.  Nelson 
and  Dr.  Ricardo  de  Elizalde  of 
Houston. 

New  fellows  of  the  American 
College  of  Radiologists  include  Dr. 
Donald  N.  Dysart,  Temple,  and  Dr. 
Francis  E.  O’Neill,  San  Antonio. 

Two  members  of  faculty  of  Bay- 
lor University  College  of  Medicine 
will  take  part  in  the  Arizona  Can- 
cer Seminar  to  be  held  in  Tucson 
March  17-20.  They  are  D?’s.  Vin- 
cent P.  Collins  and  John  A.  Wall, 
both  of  Houston. 

Dr.  R.  L.  Stubblefield  has  been 
named  vice  president  for  program 
planning  and  Dr.  Perry  Talkington 
vice  president  for  professional 
services  of  the  Texas  Association 
for  Mental  Health.  Both  men  are 
from  Dallas. 


Scott  & White  To  Hold 
Medicine,  Surgery  Meet 

The  Scott  and  White  Conference 
in  Medicine  and  Surgery  will  be 
held  for  the  13th  year  Feb.  21-23. 

Guest  speakers  for  the  scientific 
program  will  be  Dr.  IMalcolm  B. 
Dockerty,  head  of  the  section  of 
surgical  pathology,  Mayo  Clinic, 
Rochester,  Minn,  and  Dr.  Andre  J. 
Bruwer,  radiologist,  Tucson  Medi- 
cal Center,  Tucson,  Ariz. 

The  dinner  speaker  on  the  eve- 
ning of  Feb.  22  will  be  Waggoner 
Carr,  Attoniey  General  of  Texas. 
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ADVANCES  IN  DRUG  RESEARCH 


Potential  Nonaddicting 


I N THE  pharmacologic  screening 
of  agents  for  analgesic  potency, 
two  rodent  tests,  the  D’Amour- 
Smithi  and  the  Eddy-Leimbach^ 
have  been  used  extensively  because 
compounds  active  in  these  tests  are 
generally  capable  of  producing 
clinical  analgesia  in  man.  Addition- 
ally, however,  compounds  active  in 
these  rodent  tests  are  capable  of 
supporting  addiction  liability  in 
man. 

The  well-established  three-way 
correlation  between  potency  in  the 
animal  tests,  clinical  analgesia,  and 
addiction  liability  ultimately  led 
many  authorities  to  the  belief  that 
compounds  possessing  potent  anal- 
gesic properties  were  necessarily 
addicting.  Schaumann,^  for  exam- 
ple, stated  that  it  would  be  impos- 
sible to  find  morphine -like  anal- 
gesics which  were  nonaddicting,  be- 
cause the  latter  action  was  insep- 
arable from  the  analgesic  action. 

However,  Lasagna  and  Beecher^ 
demonstrated  that  nalorphine  (Fig. 
1),  which  is  inactive  in  the  rodent 

CH2-CH=CH. 


assays  and  is  an  analgesic  antago- 
nist in  man,  is  yet  in  itself  an  anal- 
gesic in  man.  Subsequently,  Keats 
and  Telford^  indicated  that  nalor- 
phine is  approximately  as  active  as 
morphine  on  a milligram  basis  as 
an  analgesic  in  man  and  Isbell® 
demonstrated  that  nalorphine  had 
no  morphine -like  addicting  liabil- 
ity. Additionally,  the  compound  was 
shown  to  possess  psychotomimetic 
properties.4 

The  foregoing  results,  which  in- 
dicated that  analgesia  could  be  sep- 
arated from  addiction  liability  were 
greeted  with  skepticism  by  many 
investigators  and  largely  ignored. 
However,  the  accumulated  data  in- 
dicated to  a number  of  workers 
that  potency  in  the  rodent  assays 
correlated  better  with  addiction  lia- 


bility than  with  analgesic  potency 
in  man  and  therefore  the  standard 
rodent  assays  were  of  questionable 
value  in  screening  for  nonaddicting 
analgesics'^  and  furthermore  that 
clinically  useful  nonaddicting  anal- 
gesics might  be  found  among  com- 
pounds that  antagonized  morphine 
or  meperidine  in  rodents;  accord- 
ingly, morphine  or  meperidine  an- 
tagonism could  serve  as  a screen 
for  analgesic  potency.® 

A number  of  compounds  avail- 
able to  Keats  and  Telford  were 
clinically  tested,  but  because  of  the 
high  incidence  of  psychotomimetic 
activity,  none  was  judged  to  be  a 
clinically  acceptable  analgesic.® 

The  further  synthesis  of  mor- 
phine and  meperidine  antagonists 
was  thus  undertaken  in  the  search 
for  clinically  useful  nonaddicting 
analgesics.  It  may  be  noted  that 
the  feature  of  the  nalorphine  mole- 
cule associated  with  the  antagonism 
is  the  N-alkyl  substituent  with  its 
/3-y  unsaturation,  for  if  a methyl 
group  replaces  it,  the  resulting  com- 
pound is  the  addicting  analgesic, 
morphine.  Accordingly,  the  contin- 
uing search  for  nonaddicting  anal- 
gesics centered  on  the  synthesis  of 
compounds  in  which  the  N-alkyl 
substituent  possessed  /I-y  unsatu- 
ration. 

The  benzomorphan  derivative 
SKF  10047  (Fig.  2,  R is  CH^CH^ 
CH2)  bore  out  the  expected  rela- 
tionship between  structure  and  ac- 
tivity for  it  proved  to  be  a potent 
meperidine  antagonist  in  the  rodent 
assays®  and  was  a potent  analgesic 
in  man,  being  approximately  two- 
thirds  as  active  as  morphine  on  a 
milligram  basis.®  Unfortunately, 
however,  the  compound  was  found 
to  be  highly  psychotomimetic.® 

A large  series  of  benzomorphan 

R 


Fig.  2. 


Analgesics 

derivatives  in  which  the  N-alkyl 
substituent  possessed  fl-y  unsatura- 
tion was  synthesized  in  another  in- 
vestigation by  Archer  and  co-work- 
ers.^’i®  Many  of  the  series  possessed 
meperidine  antagonizing  properties 
in  rodents;  accordingly  a number 
were  selected  for  clinical  testing. 
Among  the  most  promising  of  the 
compounds  thus  tested  was  the  weak 
meperidine  antagonist  pentazocine 
(Fig.  2,  R is  CH2CH  = C(CH3)2). 
Twenty  to  30  mg.  of  pentazocine 
produced  analgesia  equivalent  to 
that  produced  by  10  mg.  of  mor- 
phine. It  produced  no  disturbing 
mental  symptoms  in  the  stated  dos- 
age range  and  appeared  to  have 
low,  if  any,  addictive  liability.® 
Another  interesting  example  of  a 
compound  possessing  /3-y  unsatura- 
tion is  the  compound  (-)-3-Hy- 
droxy-N-cyclopropylmethyl  mor- 
phinan  (Fig.  3),  synthesized  by 
Gates  and  Montzka.n  The  /?-y  un- 
saturation in  the  N-cyclopropyl- 
methyl  substituent  may  not  be  im- 
mediately apparent,  for  the  cyclo- 


CH2 

/\ 

CH-CH CH, 


Fig.  3. 


propane  ring  system,  being  a cy- 
cloalkane, accordingly  is  saturated 
in  the  conventional  sense.  How- 
ever, the  carbon-carbon  bond  an- 
gles in  the  cyclopropane  ring  are 
by  structural  necessity  distorted 
from  the  normal  aliphatic  angle  of 
109  to  60  degrees.  The  electronic 
orbitals  between  the  carbon  atoms 
thus  overlap  poorly,  giving  the 
ring  unsaturated  character.  As  the 
foregoing  structural  considerations 
would  predict,  the  drug  is  a potent 
meperidine  antagonist  in  rodents. 
In  monkeys,  it  is  a potent  morphine 
antagonist  and  is  capable  of  pro- 
ducing withdrawal  symptoms  in 
morphine-addicted  monkeys,  hence 
it  may  be  assumed  to  be  nonaddict- 
ing in  man.  Preliminary  studies  in 
postoperative  patients  indicated 
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that  the  drug  in  a dose  of  0.5  mg. 
gave  analgesia  superior  to  10  mg. 
morphine.  At  that  dose  there  was 
considerable  sedation,  but  unto- 
ward side  effects  were  rare  and  the 
drug  appeared  to  be  well  tolerated. 
At  0.1  mg.,  analgesia  somewhat  in- 
ferior to  that  produced  by  10  mg. 
of  morphine  was  observed  and  se- 
dation was  minor. 

As  structure -activity  relation- 
ships predict,  when  the  same  N- 
alkyl  substituent  was  employed  in 
the  benzomorphan  series,  the  re- 
sulting compound,  WIN  20740  (Fig. 
2,  R is  cyclopropylmethyl)  pos- 
sessed a low  degree  of  activity  as 
an  analgesic  in  the  rodent  assays 
and  was  a potent  meperidine  an- 
tagonist.”' 1*^  In  clinical  trials  it 
was  strongly  analgesic,  0.25  mg. 
being  approximately  equivalent  to 
10  mg.  morphine,  and  did  not  pro- 
duce psychotomimetic  effects  in 
doses  under  1.0  mg.®  It  appears  to 
possess  little  or  no  addiction  lia- 
bility. 

To  summarize  the  data,  at  pres- 
ent it  appears  that  typical  anal- 
gesic nuclei,  such  as  the  ring  sys- 
tems of  morphine,  morphinan,  and 
benzomorphan  when  substituted  on 
the  nitrogen  atom  with  a group 
possessing  /3-y  unsaturation  can 
give  rise  to  potent  analgesics  which 
are  nonaddicting  in  man.  It  ap- 
pears also  that  the  unfortunate 
psychotomimetic  side  effect  engen- 
dered by  this  yS-y  unsaturation  can 
be  minimized  and  even  obliterated, 
at  least  at  dosage  levels  producing 
satisfactory  analgesia. 

— Jaime  N.  Delgado,  Ph.D. 
Frank  P.  Cosgrove,  Ph.D. 
Eugene  I.  Isaacson,  Ph.D. 
University  of  Texas 
College  of  Pharmacy 
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Baylor  Schedules 
Neurological  Symposium 


The  13th  annual  Houston  Neuro- 
logical Symposium  sponsored  by 
the  Department  of  Neurology,  Bay- 
lor University  College  of  Medicine, 
will  be  held  in  the  Texas  Medical 
Center,  Houston,  March  11-13.  The 
symposium  entitled  “Recent  Ad- 
vances in  Neurological  Diagnostic 
Methods”  will  include  techniques 
in  clinical  and  anatomic  pathology, 
virology,  electrophysiology,  radiol- 
ogy, psychology,  clinical  neurology, 
and  computer  science  and  will  be 
presented  by  well  known  authori- 
ties from  this  country  and  abroad. 

Participants  will  be  Dr.  Jack  P. 
Abbott,  chief  of  laboratory  service 
and  director  of  laboratories.  The 
Methodist  Hospital;  clinical  asso- 
ciate professor  of  pathology,  Baylor 
University  College  of  Medicine; 
Dr.  Morris  Bender,  director.  De- 
partment of  Neurology,  The  Mount 
Sinai  Hospital,  New  York;  Dr. 
Carl  A.  Brinkman,  Maine  Medical 
Center,  Portland,  Me.; 

Dr.  Anatole  Dekaban,  The  Na- 
tional Institute  of  Neurological 
Diseases  and  Blindness,  National 
Institutes  of  Health,  Bethesda,  Md. ; 
Dr.  W.  King  Engel,  chief.  Medical 
Neurology  Branch,  National  Insti- 
tute of  Neurological  Diseases  and 
Blindness,  National  Institutes  of 
Health,  Bethesda,  Md. ; Dr.  William 
S.  Fields,  professor  and  chairman. 
Department  of  Neurology,  Baylor 
University  College  of  Medicine; 

Dr.  Henri  Gastaut,  professor, 
Faculte  de  Medecine,  Marseille, 
Bouches  du  Rhone,  France;  San- 
ford Goldstone,  Ph.D.,  associate 
professor.  Department  of  Psychia- 
try, Baylor  University  College  of 
Medicine,  and  head  of  the  Psychi- 
atric Division,  Houston  State  Psy- 
chiatric Institute;  Peter  Kellaway, 
Ph.D.,  professor  of  physiology  and 
director  of  the  laboratory  of  elec- 


trophysiology, Baylor  University 
College  of  Medicine; 

Dr.  Theodore  Kurze,  Department 
of  Neurological  Surgery,  The 
University  of  Southern  California 
School  of  Medicine,  Los  Angeles; 
Dr.  Edward  H.  Lambert,  professor 
of  physiology,  Mayo  Clinic,  Roches- 
ter, Minn.;  Joseph  L.  Melnick, 
Ph.D.,  professor  and  chairman.  De- 
partment of  Virology  and  Epidemi- 
ology, Baylor  University  College  of 
Medicine; 

Dr.  Hugo  Moser,  Department  of 
Neurology,  Massachusetts  General 
Hospital,  Boston,  Mass.;  Dr.  C. 
Alan  Phillips,  Assistant  Professor 
of  Virology  and  Epidemiology, 
Baylor  University  College  of  Med- 
icine; Dr.  Clark  T.  Randt,  profes- 
sor of  neurology.  New  York  Uni- 
versity; Director,  Neurological 
Service,  New  York  University 
Medical  Center,  New  York; 

Dr.  Harvey  S.  Rosenberg,  direc- 
tor of  laboratories,  Texas  Chil- 
dren’s Hospital;  associate  profes- 
sor of  pathology  and  pediatrics, 
Baylor  University  College  of  Med- 
icine; Dr.  Mannie  M.  Schechter, 
Albert  Einstein  College  of  Medi- 
cine, New  York;  Dr.  William  A. 
Spencer,  professor  and  chairman. 
Department  of  Rehabilitation,  Bay- 
lor University  College  of  Medicine; 
Director,  Texas  Institute  for  Reha- 
bilitation and  Research,  Houston; 

Dr.  William  H.  Sweet,  chief.  Neu- 
rological Service,  Massachusetts 
General  Hospital,  Boston;  Dr.  Rob- 
ert D.  Terry,  professor  of  pathol- 
ogy (Neuropathology),  Albert  Ein- 
stein College  of  Medicine,  New 
York;  Dr.  Wallace  W.  Toui-tellotte, 
associate  professor  of  neurology. 
University  of  Michigan  Medical 
School,  Ann  Arbor,  Mich.;  and  Dr. 
Thomas  E.  Zion,  assistant  profes- 
sor of  neurology  and  assistant  pro- 
fessor of  pediatrics,  Baylor  Uni- 
versity College  of  Medicine. 

Further  information  may  he  ob- 
tained from  William  S.  Fields,  Pro- 
fessor and  Chairman,  Department 
of  Neurology,  Baylor  University 
College  of  Medicine,  Houston,  Tex- 
as 77025. 
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New  Books 
In  TMA  Library 


Adams,  J.  P.,  ed. : Current  Prac- 
tice in  Orthopaedic  Surgery, 
vol.  2,  St.  Louis,  C.  V.  Mosby 
Co.,  1964. 

Cleckley,  H.:  Mask  of  Sanity,  4th 
ed.,  St.  Louis,  C.  V.  Mosby  Co., 
1964. 

Davidson,  H.  A.:  Opportunities  in 
a Psychiatry  Career,  New  York, 
Vocational  Guidance  Manuals, 
1964. 

Grollman,  A.:  Clinical  Endocrinol- 
ogy and  Its  Physiologic  Basis, 
Philadelphia,  J.  B.  Lippincott 
Co.,  1964. 

New  Orleans  Academy  of  Ophthal- 
mology: Industrial  and  Trau- 
matic Ophthalmology  Symposi- 
um, St.  Louis,  C.  V.  Mosby  Co., 
1964. 

Crandell,  C.  E.,  ed. : Proceedings 
of  the  First  International  Re- 
search Conference  in  Oral  Ro- 
entgenology, Nebraska,  1963. 

Seitz,  R. : Retinal  Vessels,  St.  Louis, 
C.  V.  Mosby  Co.,  1964. 

Rusk,  H.  A.:  Rehabilitation  Medi- 
cine, 2nd  ed.,  St.  Louis,  C.  V. 
Mosby,  1964. 

Rutherford,  J.  J.,  and  Rutherford, 
R.  N.:  Consultation  with  Your 
Doctor  for  Personal  Under- 
standing of  Marriage,  Chicago, 
Budlong  Press  Co.,  1964. 

Cullen,  S.  C.,  ed. : Transaction  of 
the  American  Neurological  As- 
sociation, vol.  89,  Year  Book  of 
Anesthesia,  Chicago,  Year  Book 
Medical  Publishers,  1964-5. 

Greenhill,  J.  P.,  ed. : Year  Book  of 
Obstetrics  and  Gyyiecology,  Chi- 
cago, Year  Book  Medical  Pub- 
lishers, 1964-5. 

NEW  JOURNALS 

Biochemical  Clinics,  no.  4,  “The 
Lung,’’  New  York,  Reuben  H. 
Donnelley  Corp.,  1964. 


Book  Notes 


Books  reviewed  in  this  column  are 
available  from  the  TMA  Library. 

Emergency  Treatment  and  Manage- 
ment. Thomas  Flint,  Jr.,  3rd  ed. 
Philadelphia,  W.  B.  Saunders 
Co.,  1964. 

Stressing  particularly  the 
therapy  of  poisoning,  this  useful 
handbook  deals  principally  with 
emergency  treatment  of  specific 
conditions.  Sections  are  devoted  to 


general  medical  procedures,  ad- 
ministrative, clerical,  and  medico- 
legal procedures  in  relation  to 
emergency  cases.  An  appendix  of 
conversion  tables  and  detailed  in- 
dex close  the  book. 

Better  Health  for  Women.  Charles 
Richard  Alsop  Gilbert,  Garden 
City,  N.  Y.,  Doubleday  & Com- 
pany, Inc.,  1964. 

^^OMEN  of  all  ages  will  find 
Dr.  Gilbert’s  book  well  written  and 
easily  understood.  It  provides 
sound  medical  information  on  fem- 
inine hygiene  and  sex  life.  At  the 
end  of  most  chapters  there  are 
questions  and  answers  which  are 
likely  to  cover  most  questions.  A 
detailed  glossary  and  index  close 
the  book. 


Case  Studies  in  Obstetrics  and 
Gynecology.  F.  Jackson  Stod- 
dard, M.D.,  213  pp.  Philadel- 
phia, W.  B.  Saunders  Co.,  1964. 
$8.50. 

Dr.  STODDARD  has  compiled  60 
case  presentations  illustrative  of 
obstetric  and  gynecologic  problems 
ranging  from  amenorrhea  to  vulvo- 
vaginitis. Each  case  presentation 
is  followed  by  a question  and  an- 
swer section  and  discussion  which 
serve  to  emphasize  the  important 
points  of  the  case.  There  is  also 
a brief  list  of  pertinent  references 
to  the  literature,  both  recent  and 
past. 

This  book  is  written  in  a style 
which  is  uncomplicated  and  easily 
read.  Case  presentation  is  one  of 
the  oldest  methods  of  teaching  and 
remains  one  of  the  least  painful. 
Dr.  Stoddard  has  used  it  well. 
Graphs,  charts,  tables,  and  statis- 
tical analyses  are  kept  to  a mini- 
mum. Treatment  methods  are  up 
to  date,  and  where  controversy  ex- 
ists, it  is  discussed. 

Of  particular  interest  were  his 
discussions  following  the  six  case 
presentations  which  he  used  to  il- 
lustrate the  problems  of  diagnosis 
in  amenorrhea. 

On  the  negative  side,  some  of 
the  cases  would  have  been  more  in- 


teresting to  read  if  the  diagnosis 
had  been  less  obvious.  However, 
this  is  a small  point  when  the  con- 
tent of  the  book  is  considered  in 
its  entirety. 

In  summary,  this  book  should 
provide  interesting  reading  for 
generalists  and  specialists  alike. 

— Mark  D.  Chambers,  M.D., 
Austin. 


Diseases  of  the  Skin.  George  C. 
Andrews,  M.D.  and  Anthony  N. 
Domonkos,  M.D.  5th  Ed.  749 
pp.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1963. 

The  first  edition  of  this  book 
was  published  in  1930,  and  since 
that  time  it  has  become  a classic 
in  clinical  dermatology. 

This  edition,  appearing  nine 
years  after  the  fourth,  has  been 
extensively  revised.  The  text  is 
now  in  a two-column  form  which 
aids  its  readability.  The  illustra- 
tions have  been  revised  and,  al- 
though fewer  in  number,  are  more 
lucid. 

Allergy  now  rates  a brief  chap- 
ter to  itself.  Some  might  question 
whether  the  authors  can  do  justice 
to  allergy  in  the  pages  allotted,  but 
the  material  provides  a succinct 
summary  of  definitions. 

X-i’ay,  in  keeping  with  its  cur- 
rent disrepute,  has  been  shunted 
to  the  back  of  the  book.  Residents 
will  be  forced  to  look  elsewhere  for 
the  schematic  wiring  diagram  of 
an  x-ray  generator.  Radium  rates 
only  the  briefest  mention  (in  small 
print).  However,  in  fairness  to  the 
authors,  what  information  is  in- 
cluded in  these  sections  is  perti- 
nent. 

Specialists  may  complain  that 
the  book  attempts  to  cover  too 
much,  and  therefore  must  be 
sketchy.  However,  the  authors  have 
fulfilled  their  goal  admirably.  It 
will  be  of  value  to  everyone  who 
treats  skin  diseases  or  is  in  train- 
ing to  become  a dermatologist. 

— Howard  Burt,  M.D. 

Austin,  Texas 
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Recent  Deaths 


DR.  N.  B.  DANIEL 

Dr.  Noble  B.  Daniel,  a specialist 
in  industrial  medicine,  died  at  his 
home  in  Texarkana  Nov.  8.  The 
69-year-old  physician  had  been  in 
ill  health  for  several  years. 

He  was  born  June  6,  1895,  in 
Fordyce,  Ark.,  the  son  of  Joe  J. 
and  Alice  Jackson  Daniel.  He  re- 
ceived a bachelor’s  degree  from 
Ouachita  Baptist  College  in  Arka- 
delphia.  Ark.,  and  enter  the  Uni- 
versity of  Arkansas  School  of 
Medicine  in  Little  Rock  where  he 
received  his  medical  degree  in  1929. 
He  interned  at  Baptist  Hospital  in 
Little  Rock. 

He  had  lived  in  Texarkana  since 
1930. 

Dr.  Daniel  organized  and  served 
as  professor  of  the  Department  of 
Industrial  Medicine  at  the  Univer- 
sity of  Arkansas  during  1952  and 
1953.  For  many  years  he  served 
on  the  board  of  directors  of  Oua- 
chita Baptist  College. 

Dr.  Daniel  was  a member  of  the 
Bowie  County  Medical  Society, 
Texas  Medical  Association,  Arkan- 
sas Medical  Society,  American 
Medical  Association,  and  Southern 
Medical  Association.  Also  he  be- 
longed to  Southwestern  Surgical 
Congress,  International  College  of 
Surgeons,  Scientific  Council  of 
American  College  of  Angiology, 
Industrial  Medical  Association,  and 
in  addition  was  a past  president  of 
the  Association  of  Ordnance  In- 
dustrial Physicians. 
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He  was  a member  of  the  First 
Baptist  Church  of  Texarkana,  of 
the  Masonic  Order,  and  of  Khiva 
Shrine  Temple  of  Amarillo. 

Survivors  include  his  wife;  a 
son.  Noble  Daniel,  Jr.,  Ashdown; 
a step-son,  Judge  Stuart  Nunn  of 
Texarkana;  a sister,  Mrs.  T.  L. 
Nichols,  Atlanta;  and  a grandson. 


DR.  F.  E.  OSBORN 

Dr.  Frank  E.  Osboni,  honorary 
member  of  Texas  Medical  Associa- 
tion, died  Oct.  31  after  an  illness 
of  three  months.  The  86-year-old 
retired  McAllen  physician  came  to 
Texas  in  1909  from  Beatrice,  Neb. 

Born  in  Chicago  on  Christmas 
Day,  1877,  he  was  the  son  of  Al- 
fred and  Mary  Hanford  Wagner 
Osborn.  The  boy  attended  high 
school  in  Norfolk,  Neb.,  Gates  Col- 
lege in  Neligh,  Neb.,  and  the  Uni- 
versity of  Nebraska  where  he  re- 
ceived a bachelor  of  science  degree 
in  1900.  Three  years  later  he 
graduated  in  medicine  from  the 
University  of  Nebraska  College  of 
Medicine  in  Omaha. 

After  practicing  a short  time  in 
Beatrice,  Neb.,  Dr.  Osborn  moved 
to  McAllen.  During  the  time  he 
was  establishing  his  practice  there 
he  owned  and  operated  a drug 
store  and  served  for  five  years  as 
postmaster.  For  a time  he  was  the 
county  health  officer. 

In  those  days,  few  of  his  patients 
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had  telephones  and  in  order  to 
summon  the  doctor,  they  would 
hang  a white  sheet  on  the  front 
porch.  Dr.  Osborn  would  look  out 
his  office  window,  see  the  white 
sheet,  and  rush  out  to  deliver  a 
baby  or  render  aid  to  the  ailing. 

He  served  as  mayor  of  McAllen 
from  1929  to  1931  and  later  served 
to  complete  an  unexpired  term.  He 
also  served  several  terms  as  city 
commissioner. 

He  was  a deacon  and  elder  in 
the  Presbyterian  church,  a charter 
member  and  past  president  of  the 
McAllen  Rotary  Club,  a 50 -year 
member  of  the  McAllen  Masonic 
Lodge,  and  past  president  of  the 
board  of  directors  of  the  Roselawn 
Cemetery.  He  also  served  several 
terms  on  the  school  board. 

He  was  a former  president  of 
the  Hidalgo-Starr  Counties  Medi- 
cal Society. 

Survivors  include  two  sons, 
Frank  Osborn,  Jr.,  and  Dr.  Robert 
Osborn,  both  of  McAllen,  and  five 
grandchildren.  His  wife,  the  for- 
mer Cora  Elizabeth  Shaffer  of 
Lincoln,  Neb.,  died  Dec.  5,  1957. 
Another  son.  Dr.  Alfred  S.  Osborn, 
died  July  7,  1957. 


DR.  E.  B.  BRUTON 

A lifelong  resident  of  Dallas,  Dr. 
Emmett  B.  Biniton  died  Nov.  27. 
He  had  practiced  obstetrics  since 
1920. 
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Born  in  Dallas  Jan.  2,  1892,  his 
parents  were  Jeff  Davis  and  Cor- 
nelia Pratt  Bruton.  He  attended 
local  schools  and  Baylor  Univer- 
sity in  Waco.  He  received  his  M.D. 
degree  from  Baylor  University 
College  of  Medicine  in  1916  and 
interned  at  Baylor  Hospital  in 
Dallas. 

On  June  24,  1920,  he  married 
Dovie  V.  Ethredge  of  Waco. 

Dr.  Bruton  was  a member  of 
the  Dallas  County  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association. 

During  World  War  I he  served 
with  the  Aimy  in  France  and  Ger- 
many. 

He  was  a Baptist,  Mason,  Shrin- 
er,  and  Rotarian. 

He  is  survived  by  his  wife;  three 
daughters,  Mrs.  Leatha  Gordon, 
Mrs.  Mary  Harper,  and  Mrs.  Janie 
Neal  of  Dallas;  two  brothers, 
Henry  Bruton  of  Huntingdon 
Park,  Calif.,  and  Robert  Bruton  of 
Dallas;  and  two  sisters,  Mrs.  Edna 
Burks  and  Miss  Ada  Bruton  of 
Dallas. 


DR.  W.  B.  RUSS 

Dr.  Witten  Booth  Russ  died  on 
Nov.  16  of  complications  from  a 
strangulated  hernia.  The  90-year- 
old  physician  was  San  Antonio’s 
oldest  practicing  physician. 

Dr.  Russ  was  elected  President 
of  Texas  Medical  Association  in 
1909  when  he  was  only  35.  Before 
this,  he  had  helped  organize  the 
Bexar  County  Medical  Society  and 
served  as  its  second  president  in 
1904. 

A native  of  Kingston,  La.,  he 
was  born  Sept.  18,  1874.  His  last 
birthday  was  celebrated  with  a 
party  attended  by  many  of  his 
friends  and  held  in  the  cafeteria 
of  the  Baptist  Memorial  Hospital 
in  San  Antonio. 

One  of  seven  children.  Dr.  Russ 
moved  with  his  family  to  San  An- 
tonio in  1890.  He  was  educated  by 
private  tutors  and  attended  the 
old  San  Antonio  Academy  and  the 
University  of  Texas.  In  1898,  the 
University  of  Pennsylvania  School 
of  Medicine  conferred  the  M.D. 
degree  on  him. 

He  began  his  medical  practice  in 
San  Antonio  in  1901.  He  started 
as  a general  practitioner  but  later 
limited  his  practice  to  surgery.  In 
1902,  he  helped  organize  the  old 
Physicians  and  Surgeons  Hospital, 
now  a part  of  Baptist  Memorial 
Hospital. 
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Dr.  Russ  was  elected  to  emeri- 
tus membership  in  TMA  in  1948. 
He  was  a trustee  of  the  Associa- 
tion from  1920  until  1946,  and  he 
was  an  AMA  delegate  for  nine 
years.  He  had  served  as  councilor 
of  the  Fifth  District  and  was  a 
former  chairman  of  the  section  on 
surgery. 

He  was  a member  of  the  Ameri- 
can Medical  Association,  a found- 
ing member  of  Southwestern  Sur- 
gical Congress,  a member  of  South- 
ern Surgical  Association,  and  a 
past  president  of  the  Texas  Surgi- 
cal Society.  Dr.  Russ  was  one  of 
the  organizers  of  the  International 
Medical  Assembly  of  Southwest 
Texas. 

One  time  president  of  the  San 
Antonio  Board  of  Health,  Dr.  Russ 
was  also  largely  responsible  for 
enactment  of  state  laws  creating  a 
State  Board  of  Medical  Examiners 
and  setting  up  a State  Board  of 
Health  of  which  he  was  later  a 
member.  During  his  career,  he 
was  instrumental  in  the  adoption 
of  other  medical  laws  such  as  the 
Medical  Practice  Act,  the  tuber- 
culosis sanatorium  law,  the  ana- 
tomical law,  and  the  Pure  Food 
and  Drug  Act. 

Dr.  Russ  was  a fellow  of  the 
American  College  of  Surgeons  and 
one  of  the  Founders  Group  of  the 
American  Board  of  Surgery.  For 
a number  of  years  he  was  a lec- 
turer in  surgery  at  the  University 
of  Texas  Medical  Branch. 

One  of  the  40  original  members 
of  the  San  Antonio  Rotary  Club, 
he  was  the  40th  man  to  be  elected 
to  Rotary  International.  He  was  a 
member  of  the  first  Community 


Chest  board  of  directors  in  San 
Antonio. 

During  World  War  I,  Dr.  Russ 
was  a major  in  the  Army  Medical 
Reserve  Corps  and  was  assigned 
as  medical  aide  to  the  governor. 
Later  he  went  on  active  duty.  In 
World  War  II,  he  served  as  senior 
surgeon  with  the  U.  S.  Public 
Health  Service. 

“A  Doctor  Looks  at  Life,”  a col- 
lection of  essays,  letters,  and 
speeches,  was  published  by  Dr. 
Russ  in  1952  and  was  reissued  in 
1961.  In  the  book,  he  discusses 
politics,  philosophy,  religion,  and 
many  phases  of  the  medical  pro- 
fession. Dr.  Russ  was  known  wide- 
ly for  his  wit  and  pungent  re- 
marks. 

Dr.  Russ  is  survived  by  his 
granddaughter,  Mrs.  Cynthia  Gat- 
lin, Houston;  a grandson,  Mac 
Russ,  San  Diego;  three  brothers, 
Semp  Russ,  San  Antonio;  Murray 
Russ,  Albany;  and  Carl  Russ,  El 
Paso;  a sister,  Mrs.  Herbert  John, 
Boulder,  Colo. ; and  two  great- 
grandchildren. 


DR.  R.  A.  ROBERTS 

Dr.  Rufus  A.  Roberts  of  Pecos 
died  Nov.  13  from  an  acute  coro- 
nary occlusion. 

Earlier  on  the  evening  of  his 
death  he  had  been  host  at  a meet- 
ing of  the  Reeves- Ward- Winkler- 
Loving-Culberson-Hudspeth  Coun- 
ties Medical  Society  in  Pecos,  and 
following  this  had  entertained  a 
number  of  physicians  in  his  home. 
He  died  shortly  after  the  group  left. 

He  was  born  in  Duncanville, 
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Tex.,  Sept.  6,  1902,  the  son  of  Wil- 
liam Alston  Roberts  and  Sue  Dan- 
iel Roberts. 

Dr.  Roberts  attended  Decatur 
Baptist  College  and  Baylor  Uni- 
versity and  received  his  M.D.  de- 
gree from  Baylor  University  Col- 
lege of  Medicine  in  1927.  He  in- 
terned and  served  a residency  in 
surgery  at  Baylor  University  Hos- 
pital in  Dallas.  During  1939-1940, 
he  attended  Washington  Univer- 
sity School  of  Medicine  in  St. 
Louis,  and  afterwards  limited  his 
practice  to  treating  conditions  of 
the  eye,  ear,  nose,  and  throat. 

During  his  life  he  practiced  in 
Tulia,  Plainview,  and  Pecos,  com- 
ing to  Pecos  in  1937. 

Dr.  Roberts  was  a Baptist. 

He  was  affiliated  with  Texas 
Medical  Association  and  the  Amer- 
ican Medical  Association  and  had 
served  as  both  president  and  sec- 
retary of  his  county  society. 

He  is  survived  by  his  wife,  Wil- 
ly Mae  Warden  Roberts,  whom  he 
married  April  17,  1929,  in  Grand 
Prairie.  She  was  formerly  of  Mc- 
Kinney. 

Other  survivors  are  two  sons. 
Dr.  Rufus  Alston  Roberts,  Jr., 
Fort  Worth,  and  William  Gordon 
Roberts,  D.D.S.,  Fort  Stockton; 
one  brother,  Gordon  Roberts,  De- 
catur; and  one  sister,  Mrs.  Rita 
Bates,  Del  Rio. 


DR.  S.  POSNER 

Dr.  Sidney  Posner,  former  Robs- 
town  city  physician,  died  in  Cor- 
pus Christi  Nov.  7.  He  had  been 
in  ill  health  for  some  time. 

He  was  born  in  Milwaukee,  Wis., 
Jan.  26,  1912.  His  parents  were 
Isidor  and  Elizabeth  Posner  who 
sent  their  son  to  the  local  schools 
and  to  the  University  of  Wiscon- 
sin in  Madison  where  he  earned  a 
B.S.  degree  in  1933. 

He  received  his  medical  train- 
ing at  the  University  of  Wiscon- 
sin Medical  School,  graduating  in 
1935.  He  interned  in  Kansas  City, 
Mo.,  at  Menorah  Hospital  and 
sei-ved  a residency  at  the  U.  S. 
Marine  Hospital  in  Memphis,  Tenn. 

A lieutenant  colonel.  Dr.  Posner 
was  on  active  duty  in  the  Army 
medical  corps  from  1940  until  1946. 
He  was  a member  of  the  reserves 
until  1954. 

Before  coming  to  Robstown  in 
1939,  he  had  practiced  in  Nekoosa, 
Wis.  After  the  war,  he  returned 
to  his  Robstown  practice,  bringing 
with  him  his  bride,  the  former 
Madelyn  Jane  Kratzenstein  of 
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Milwaukee.  They  were  married 
Aug.  4,  1945. 

He  was  a member  of  Texas 
Medical  Association  and  American 
Medical  Association  through  the 
Nueces  County  Medical  Society. 

A member  of  the  congregation 
of  Temple  Beth  El  in  Corpus 
Christi,  Dr.  Posner  was  active  in 
the  Rotary  club  and  had  business 
interests  in  real  estate  and  cotton 
ginning. 

He  is  survived  by  his  wife;  a 
daughter,  Mary  Lynn  Posner;  a 
son,  Sanders  Lee  Posner,  both  of 
Corpus  Christi;  two  sisters,  Mrs. 
Helen  Spitzer  of  Milwaukee,  Wis., 
and  Mrs.  Sylvia  Margoles  of  San 
Jose,  Calif.;  and  four  brothers, 
Herman  Posner,  Jr.,  Gene  Posner, 
and  Arthur  Posner,  all  of  Milwau- 
kee, Wis.,  and  Edwin  Posner  of 
Los  Angeles,  Calif. 

DR.  R.  A.  CHATELAIN 

Dr.  Ray  Chatelain  of  Tenaha  was 
struck  and  killed  by  an  automobile 
in  the  early  morning  hours  of  Dec. 
29  as  he  walked  along  a highway 
two  miles  north  of  Center.  Later, 
two  teenagers  were  charged  in  the 
hit-and-run  slaying.  Dr.  Chatelain 
was  walking  toward  Tenaha,  ap- 
parently to  get  gasoline  for  his 
stalled  car,  when  the  accident  oc- 
curred. 

The  49 -year -old  physician  had 
practiced  in  Tanaha  for  more  than 
17  years. 

He  was  born  April  21,  1915,  in 
Glenmora,  La.,  the  son  of  F.  G.  and 
Pearl  Snoddy  Chatelain.  He  re- 
ceived his  B.S.  degree  from  Louisi- 
ana State  University,  Baton  Rouge, 
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in  1935,  and  his  M.D.  degree  from 
L.S.U.  Medical  Center,  New  Or- 
leans in  1940.  He  interned  at  Doc- 
tor’s Hospital  in  Shreveport. 

Before  coming  to  Tenaha,  Dr. 
Chatelain  had  practiced  in  the  Lou- 
isiana towns  of  Amaudville,  Port 
Sulphur,  and  Pineville.  In  Pine- 
ville  he  was  employed  by  the  VA 
Hospital  from  1948-1952. 

He  was  a Catholic. 

Dr.  Chatelain  was  a member  of 
Texas  Medical  Association  through 
the  Shelby- San  Augustine- Sabine 
Counties  Medical  Society. 

He  is  survived  by  his  wife,  Wil- 
ma Louise,  two  daughters,  Wilma 
Rae  and  Kay  Frances;  a son,  Ray 
A.,  Jr.,  all  of  Tenaha;  his  parents 
of  Lafayette,  La.;  a brother,  J.  B. 
Chatelain  of  New  Orleans;  and  a 
sister,  Mrs.  Charles  del  Carrol,  Jr., 
of  New  Orleans. 

DR.  E.  W.  NITSCHE 

Dr.  Ernest  W.  Nitsche  died  Jan. 
21  in  Dallas.  He  had  retired  from 
practice  in  1958  and  was  elected 
to  honorary  membership  in  Texas 
Medical  Association  in  1959. 

Dr.  Nitsche  was  born  May  16, 
1892,  in  Dallas  and  attended  schools 
there.  He  received  his  M.D.  degree 
from  Baylor  University  College  of 
Medicine  in  1913  and  interned  at 
Rudolf  Virchow  Hospital  in  Berlin. 
He  began  the  practice  of  general 
medicine  in  Dallas  in  1915. 

A member  of  Dallas  County  Med- 
ical Society  and  the  American  Med- 
ical Association,  he  is  survived  by 
his  wife,  Mrs.  Lina  Nitsche,  and  a 
sister,  Mrs.  Flora  Dewald,  both  of 
Dallas. 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1966.  Annual  Meeting,  New  York  City, 
June  20-24,  1966.  Dr.  F.  J.  L.  Blasin- 
game,  535  Dearborn,  Chicago  10,  Exec. 
Vice  Pres. 

Texas  Medical  Association,  San  Antonio, 
Annual  Session,  April  29-May  2,  1965  ; 
Austin,  Public  Relations  Conference,  Sept. 
24-26,  1965  : Austin,  Conference  for  Coun- 
ty Medical  Society  Officials,  Jan.  22-23, 
1966.  C.  Lincoln  Williston,  1801  N.  La- 
mar, Austin,  Exec.  Sec. 


FEBRUARY 

American  Academy  of  Allergy,  Bal  Ha*^ 
hour,  Fla.,  Feb.  13-17,  1966.  Mr.  J.  O. 
Kelley,  766  N.  Milwaukee  St.,  Milwaukee 
2,  Exec.  Sec. 

American  Dermatological  Association,  Boca 
Raton,  Fla.,  Feb.  26-March  2,  1966.  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Roches- 
ter, Minn.,  Sec. 

Texas  Public  Health  Association,  Fort  Worth, 
Feb.  28-March  3,  1966.  J.  N.  Murphy,  Jr., 
P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Urological  Society,  Fort  Worth,  Feb. 
13-14,  1965.  Dr.  William  W.  Wood,  Jr., 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

First  District  Society,  Pecos,  Feb.  6,  1966. 
Dr.  William  R.  Gaddis,  1223  Mills  Bldg., 
El  Paso,  See. 


MARCH 

American  Association  for  Thoracic  Surgery, 
New  Orleans,  March  29-31,  1965.  Dr.  H. 
T.  Bahnson,  Johns  Hopkins  Hosp.,  Balti- 
more 5.  Sec. 

American  College  of  Physicians,  Chicago, 
March  22-26,  1965.  Dr,  E.  C.  Rosenow, 
Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

South  Central  Association  of  Blood  Banks, 
Austin,  March  19-20,  1965.  L.  R.  Guy, 
Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southwest  Allergy  Forum,  New  Orleans, 
La.,  March  14-16,  1966.  Dr.  W.  P.  Cole- 
man, 1828  Calhoun  St.,  New  Orleans,  La., 
Sec. 

Southwestern  Society  of  Nuclear  Medicine, 
Dallas,  March  26-28,  1965.  Dr.  J.  R.  Max- 
field,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 


Texas  Association  of  Obstetricians  and 
Gynecologists,  Fort  Worth,  March  6,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Avenue, 
Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Fort  Worth,  March  1,  1966.  Dr. 
Francine  Jensen,  Houston,  Sec. 

Texas  Tuberculosis  Association,  Houston, 
March  18-20,  1966.  Mrs.  Pauline  K.  Mat- 
this,  2406  Manor  Road,  Austin,  Exec.  Dir. 

Ninth  District  Society,  Brenham,  March  18, 
1965.  Dr.  William  Sherrill,  3618  Mt.  Ver- 
non, Houston,  Sec. 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  21-24,  1965.  Dr.  J.  Morris 
Horn,  3707  Gaston,  Dallas,  Dir. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  8-11,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

National  and  Regional 

American  Academy  of  Dermatology,  Inc., 

Chicago.  Dec.  4-9,  1965.  Dr,  R.  R.  Kier- 
land, Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  San 
Francisco,  April  12-15,  1965.  Mr.  M.  F. 
Cahal,  Volker  Blvd.  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va.,  Sept.  9- 

II,  1965.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Academy  of  Ophthalmology  and 

Otolaryngology,  Chicago,  Oct.  14-19,  1965. 
Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Bal  Har- 
bour, Fla.,  April  26-29,  1965.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 

III. ,  Exec.  Dir. 

American  Asssociation  of  Plastic  Surgeons, 
Boca  Raton,  Fla.,  May  2-5,  1965.  Dr.  R. 
M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Cancer  Society,  Inc.,  New  York, 
Oct.  25-29,  1965.  Mr.  G.  Whittlesey,  219 
E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists,  Las  Vegas., 
Nev.,  April  4-9,  1966.  Dr.  John  D.  Gil- 
laspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  New 
York  City,  June  17-21,  1966.  Mr.  M.  Kom- 
feld,  112  E.  Chestnut,  Chicago  11,  Exec. 
Dir. 


American  College  of  Gastroenterology,  Bal 
Harbour,  Fla.,  Oct.  24-27,  1965.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa  Boro, 
N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists, San  Francisco,  April  4-7,  1966. 
Mr.  D.  F.  Richardson,  79  W.  Monroe, 
Chicago  3,  Exec.  Sec. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22,  1965.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa.,  Aug.  22- 
27,  1965.  Dr,  Glenn  Gullickson,  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Gastroenterological  Association, 
Montreal,  May  27-29,  1965.  Dr.  David 
Gayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society,  New  York, 
May,  1966.  Dr.  C.  J.  Lund,  260  Critten- 
den Blvd.,  Rochester  20,  N.  Y.,  Sec. 

American  Hospital  Association,  San  Fran- 
cisco, Aug.  30-Sept.  2,  1966.  Dr.  Edwin 
L,  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A. 
Betts,  44  E.  23rd,  New  York  10,  Exec.  Dr. 

American  Medical  Women’s  Association, 
Chicago,  Nov.  10-14,  1965.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Neurological  Association,  Atlan- 
tic City,  N.  J.,  June  14-16,  1965.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Minneapolis. 
Minn.,  June  14-17,  1966.  Dr.  N.  D.  Nigro, 
7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc., 
Chicago,  Oct.  18-22,  1965.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver, Oct.  23-27,  1965.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Chicago,  Oct.  15-23,  1965.  Miss  Eleanor 
F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11,  Mgr. 
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American  Surgical  Association,  Philadel- 
phia. May  13-15,  1965.  Dr.  W.  Altemeier, 
Cincinnati  General  Hospital,  Cincinnati 
29,  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Chicago,  April  9-10,  1965. 
Mr.  H.  E.  Northam,  185  N.  Wabash, 
Chicago  1.  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Montre- 
al, May  27,  1965.  Dr.  George  A.  Hallen- 
beck,  Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Las 
Vegas,  Nev.,  April  25-29,  1965.  Stanley 
E.  Henwood,  1516  Lake  Shore  Dr.,  Chi- 
cago. Sec. 

Medical  Society  of  United  Sates  & Mexico. 
Dr.  Janies  Nauman.  1603  N.  Tucson  Blvd., 
Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago. Nov.  28-Dec.  3,  1965.  Mr.  M.  D. 
Frazer.  1744  S.  58th  St.,  Lincoln,  Neb., 
Sec. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts,  2601 
Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-5,  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  December,  1965.  Dr.  J.  D.  Martin. 
Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwestern  Medical  Association,  El  Paso. 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St..  El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Surgical  Congress,  Hot 
Springs,  Ark.,  May  10-13,  1965.  Dr.  R.  B. 
Howard,  301  Pasteur  Bldg.,  Oklahoma  City 
3,  Okla. 


State 

South  Texas  District,  American  College  of 
Surgeons,  San  Antonio,  May  20,  1965.  Dr. 
August  Herff,  Jr.,  1526  Nix  Professional 
Bldg.,  San  Antonio,  Sec. 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1965.  Mr.  D.  C.  Jackson,  1905 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton. Dec.  11,  1965.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  San  Antonio, 
April  29-May  2,  1965.  Dr.  C.  F.  Miller, 
Box  1338,  Waco  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin, April  23-24,  1965.  Frank  B.  Self, 
4004  N.  Lamar  Blvd.,  Austin,  Exec.  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, San  Antonio,  April  29-May  2,  1965. 
Dr.  G.  K.  Womack,  1402  Nueces,  Austin, 
Sec. 


Texas  Chapter,  American  College  of  Chest 
Physicians,  San  Antonio,  April  29-May  2, 
1965.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva 
St.,  San  Antonio,  Sec. 

Texas  Dermatological  Society,  San  Antonio, 
April  29-May  2,  1965.  Dr.  M.  A.  Forbes, 
607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  San  Antonio, 
April  29 -May  2,  1965.  Dr.  Leonard  R. 
Robbins,  3618  Yoakum,  Houston.  Sec. 

Texas  Division,  American  Cancer  Society, 
Arlington,  June  2,  1965.  Mr.  C.  W.  Rei- 
mann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19,  1965.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  5,  Exec.  Sec. 

Texas  Hospital  Association,  Houston,  May 
16-19,  1965.  O.  Ray  Hurst,  6225  U.  S. 
Highway  290  E. , Austin,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  San 
Antonio,  April  28-May  2.  1965.  Dr.  James 
K.  Stewart.  P.  O.  Box  3311,  Beaumont, 
Sec. 

Texas  Neuropsychiatric  Association,  San 
Antonio,  April  29-May  2,  1965.  Dr.  Jake 
Peden,  Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  San 
Antonio,  April  29-30,  1965.  Dr.  J.  L. 
Mims,  Jr.,  730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  San  An- 
tonio, May  1,  1965.  Dr.  Margaret  Wat- 
kins, 3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  San 
Antonio,  April  29-30,  1965.  Dr.  Norman 
Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25,  1965.  Dr.  C.  E.  Gilmore,  811  Bon- 
ham, Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  San  Antonio,  April  29 -May  2, 
1965.  Dr.  Charles  Peterson,  1333  Mour- 
sund,  Houston,  Sec. 

Texas  Proctologic  Society,  San  Antonio, 
April  29-May  2,  1965.  Dr.  T.  Melton,  636 
Hermann  Professional  Bldg.,  Houston, 
Sec. 

Texas  Radiological  Society.  Dr.  R.  P.  O’Ban- 
non,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10.  Sec. 

Texas  Rheumatism  Association,  Houston, 
1965.  Dr.  J.  Kemper,  6655  Travis,  Hous- 
ton, Sec. 

Texas  Society  of  Anesthesiologists,  San  An- 
tonio, May  1-2,  1965.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  on  Aging.  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
San  Antonio,  April  29-May  2,  1966.  Dr. 
Dan  Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology. Dr.  Jack  B.  Lee.  409  Camden 
St.,  San  Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc.  Dr.  V. 
A.  Stembridge,  Southwestern  Medical 
School,  Dallas,  Sec. 


Texas  Society  of  Plastic  Surgeons,  San  An- 
tonio, April  29,  1965.  Dr.  John  Gannon, 
1433  Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences.  Mrs.  Betty  J.  Anderson.  1012 
State  Office  Bldg..  Austin.  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Fort  Worth.  June  21-23,  1965.  Dr.  M.  H. 
Crabb.  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 

Texas  Surgical  Society,  Dallas,  April  4-6, 
1965.  Dr.  W.  B.  King,  Jr.,  2320  Columbus 
Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  San  An- 
tonio, April  29-May  2,  1965.  Dr.  J.  C. 
Long,  805  W.  8th,  Plainview,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Los  Angeles.  June  7-10,  1965. 
Dr.  Jorge  Jimenez-Gandica,  501  U.  S. 
Court  House,  El  Paso,  Sec. 

District 

Third  District  Society,  Lubbock,  Oct.  9, 
1965.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus 
Christi,  July  9-10,  1966.  Dr.  J.  E.  Al- 
bright, 2481  Medical  Center,  Corpus 
Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin,  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Eolb, 
421  S.  Oak,  La  Marque,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Jacksonville, 
April  8,  1965.  Dr.  F.  Verheyden,  400  S. 
Ragsdale,  Jacksonville,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Mineral  Wells, 
May  4,  1965.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr. 
A.  O.  Jensen,  Suite  N-1,  Medical  Center, 
Denison,  Chm. 

International  Medical  Assembly  of  South- 
west Texas.  S.  E.  Cockrell,  Jr.,  202  W. 
French  Place,  San  Antonio,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  26-27,  1966.  Miss  Alma 
F.  O’Donnell,  603  Medical  Arts  Bldg.. 
Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston,  July  12-14,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25.  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Harry  H. 
Miller,  Gulf  Coast  Hospital.  Baytown, 
Sec. 
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Doctors  Need  Knowledge 
Of  Eye  Safety  Lenses 

While  the  ideal  of  universal  protection  of  the 
eyes  of  the  entire  population  is  not  attainable  in 
the  near  future,  development  of  newer  and  safer 
materials  for  ophthalmic  lenses  has  increased  the 
public  awareness  of  protective  equipment  for  the 
eyes. 

LegisloMve  Measures. — Legislatures  of  several 
states  have  passed  laws  requiring  compulsory  pro- 
tection of  certain  segments  of  the  population.  Ohio 
and  Massachusetts  recently  required  “eye  protective 
devices”  for  all  pupils,  teachers,  and  visitors  in  pub- 
lic school  laboratories,  workshops,  and  vocational 
and  industrial  arts  classes.  California  requires  pre- 
scription of  safety  lenses  for  the  following  persons 
needing  corrective  ophthalmic  lenses:  those  whose 
sight  is  limited  to  one  eye  and  those  in  occupations 
of  law  enforcement  and  fire  fighting. 

Eye  Safety. — It  behooves  all  Texas  physicians 
who  counsel  their  patients  as  to  eye  safety  to  have 
knowledge  about  available  safety  materials  and 
equipment. 

Physicians  working  in  industrial  plants  know 
that  there  are  approximately  1,000  eye  injuries  daily 
in  U.  S.  industry.  About  90  percent  of  them  are 
preventable  by  suitable  safety  measures.  Experi- 
ence in  industrial  plants  having  instituted  appro- 
priate safety  programs  furnishes  ample  proof  of 
the  effectiveness  of  such  accident  prevention. 

There  is  experimental  evidence  of  the  protection 
afforded  by  the  impact  resistance  of  various  ma- 
terials used  in  corrective  lenses.  Ordinary  glass  and 
even  the  cornea  of  the  eye  offer  fairly  good  pro- 
tection against  perforation  of  the  eyeball  by  round 
missiles  of  less  than  2 mm.  in  diameter  traveling 
at  low  velocities.  If  the  missile  is  not  round,  moves 
fast,  or  exceeds  2 mm.  in  diameter,  certain  safety 
material  is  necessary  for  protection. 

Table  1 illustrates  material  available  at  this  time. 
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Table  1. — Safety  Material. 


Material 

Description, 
Ophthalmic  Use 

Advantages 

Disadvantages 

Comparative 
Nonophthalmic  Use 

Ordinary  Glass 

Crown  glass;  most 
spectacles. 

Lowest  price; 
greatest  scratch 
resistance. 

Poorest  impact 
resistance;  breaks 
into  long  splinter- 
ing pieces. 

Most  glass 
utensils. 

Dress-Hardened 

Glass 

Heat- tempered ; 

2 mm.  minimum 
thickness,  meeting 
American  Standard 
Code  Z80 ; nonindus- 
trial corrective 
safety  lenses. 

Inexpensive;  can  be 
finished  in  optical 
dispenser’s  labora- 
tory; better  impact 
resistance  than 
ordinary  glass. 

Less  scratch- 
resistant  than 
ordinary  glass. 

Case-Hardened 

Glass 

Heat- tempered ; 

3 mm.  minimum 
thickness,  meeting 
American  Standard 
Code  Z2;  industrial 
safety  spectacles. 

Breaks  into  small 
nonsplintering 
pieces;  higher  im- 
pact resistance  than 
dress-hardened  glass. 

Slightly  heavier 
than  ordinary 
glass. 

Side  and 
rear  windows 
of  automobiles. 

Laminated 
Safety  Glass 

Two  layers  of  glass 
held  together  by  a 
layer  of  synthetic 
material ; rarely 
used  in  safety 
spectacles. 

Broken  fragments 
are  held  together, 
thus  protecting 
against  cutting. 

Difficult  to  place 
into  frames;  more 
expensive;  gradual 
discoloration  of 
central  synthetic 
layer  if  exposed 
to  air. 

Front  windshields 
of  automobiles. 

Plastic 

Usually  methyl 
methacrylate  or 
similar  acrylic 
material;  universally 
used  in  comeal 
contact  lenses. 

Inexpensive;  light 
weight;  less  fogging 
than  glass  under 
certain  weather  con- 
ditions; more  light 
transmission  and 
more  impact  resist- 
ance than  glass. 

Cannot  be  finished 
in  usual  optical  dis- 
penser’s laboratory; 
very  poor  scratch 
resistance  compared 
with  glass;  cannot 
be  used  if  contact 
with  organic  sol- 
vents takes  place. 

Most  plastic 
utensils. 

CR  39 

Allyl  di-glycol  carbo- 
nate, a synthetic 
resin,  available 
under  various  trade 
names;  most  safety 
lenses  and  high- 
powered  corrective 
lenses  in  which 
weight  reduction 
is  important. 

Similar  to  ordinary 
plastic,  but  more 
(40x)  scratch  resist- 
ant than  ordinary 
plastic  ( only  2x  less 
scratch  resistant  than 
glass)  ; 23x  more  im- 
pact resistant  than 
glass;  fragmentation 
yields  large  obtuse 
pieces;  weighs  half 
as  much  as  glass. 

More  expensive; 
cannot  be  surfaced 
in  usual  optical  dis- 
penser’s laboratory. 

Flexible 

Strengthened 

Glass 

(Chemcor) 

Specially  prepared 
glass;  noncorrective 
safety  lenses. 

Flexible  without 
breaking;  more 
impact  resistant 
than  allyl-plastic 
(CR  39). 

Not  yet  available 
for  grinding  as 
corrective  lenses. 

Laboratory  glass- 
ware (Corex) ; 
rear  windows  of 
1964  Ford  con- 
vertible automo- 
biles; dinnerware 
sold  under  trade 
name  “Centura 
Ware.” 

Safety  frames,  helmets,  shields,  and  face  guards  are  desci'ibed  in  “Safety  Code  for  Head,  Eye  and  Respi- 
ratory Protection,  Z2,  1-1959,”  American  Standards  Association,  10  East  40th  Street,  New  "Vork  16,  N.  "b; . 
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Contact  Lenses  and  Eye  Protection. — Con- 
tact lenses,  especially  those  covering  only  the 
cornea,  do  not  afford  any  effective  protec- 
tion. Although  they  are  almost  exclusively 
made  of  plastic  and  have  a high  impact  re- 
sistance, their  thickness  of  less  than  1 mm. 
precludes  protection.  Furthermore,  use  of 
contact  lenses  in  areas  of  ordinary  or  chem- 
ical dust  becomes  prohibitive  because  of  the 
trapping  of  particles  between  contact  lens 
and  eyeball.  Contact  lenses  are  absolutely 
dangerous  in  places  where  there  is  a risk  of 
splashing  of  chemicals  into  the  eyes;  the 
presence  of  the  contact  lenses  would  prohibit 
the  essential  treatment — quick  irrigation. 

Physicians’  Role  in  Eye  Safety. — There  is 
general  agreement  on  the  extent  of  eye  safe- 
ty programs  in  industry.  Safety  lenses  in 
sturdy,  nonflammable  frames  and  other  pro- 
tective eyewear  must  be  used. 

School  physicians,  health  officers,  pediatri- 
cians, family  physicians,  athletic  team  physi- 
cians and  eye  physicians  should  advise  Texas 
educators  and  school  board  members  to  in- 
sist on  proper  safety  programs  for  school 
laboratories  and  industrial  arts  classes ; such 
programs  should  include  the  use  of  eye-pro- 
tecting devices.  Children,  generally  falling 
into  the  high  risk  group  likely  to  break  their 
spectacles,  should  receive  heat-tempered 
glass  or  plastic  lenses  if  optical  correction 
is  necessary.  Requirement  of  such  lenses 
by  schools  for  physical  education  classes 
would  also  relieve  the  school  of  liability  in 
case  of  accidents,  and  would  have  considera- 
ble value  in  health  and  safety  education. 

Eye  physicians  generally  recommend  heat- 
tempered  glass  or  plastic  lenses  whenever 
possible  for  persons  having  only  one  useful 
eye,  or  for  those  in  high  risk  groups  where 
breakage  might  occur. 

With  widespread  requirements  of  safety 
lenses,  verification  will  become  a responsi- 
bility of  the  eye  physician.  Plastic  and  syn- 
thetic materials  can  be  recognized  by  their 
weights  and  other  physical  characteristics. 
Improperly  hardened  glass  obtained  from 
disreputable  sources  cannot  be  identified  by 
ordinary  inspection  but  can  be  identified 
with  the  help  of  polarized  glass  by  the  typi- 
cal change  of  molecular  arrangement.  Po- 
larimeters  are  available  for  this  purpose. 
Recognition  of  properly  tempered  glass  can 
be  achieved  in  a simple  and  inexpensive  way 
by  using  two  simple  disks  of  polarized  glass 
held  at  such  angles  of  rotation  as  to  block 
transmission  of  light;  a properly  tempered 


glass  lens  held  for  testing  between  those  po- 
larized glass  disks  will  permit  transmission 
of  light  in  a typical  pattern  resembling  a 
Maltese  cross. 

— Otto  Lippmann,  M.D.,  Austin. 


Empiricism  Is  Costly 

To  SPARE  the  patient  the  unnecessary  ex- 
pense  of  griseofulvin  it  is  worthwhile  to  re- 
view the  rationale  of  this  drug’s  use. 

It  prevents  germination  of  spores,  thus 
letting  the  infection  die.  It  is  effective 
against  the  trichophyton  and  microsporon 
species  of  true  ringworm.  (There  are  oc- 
casional reports  of  its  benefit  to  other  fun- 
gous infections.)  These  species  have  a pre- 
dilection for  the  keratin,  and  cause  a loosen- 
ing of  it,  resulting  in  either  a scaly  or  mac- 
erated skin. 

Not  every  scaly  lesion  is  ringworm,  but 
because  of  the  popular  idea  that  scaliness 
denotes  ringworm,  griseofulvin  often  has 
been  prescribed  empirically. 

Among  the  conditions  for  which  the  ring- 
worm fungus  has  been  blamed  is  otitis  ex- 
terna. It  is  true  that  other  fungi  can  be  re- 
covered from  otitis  externa,  but  these  are 
not  true  ringworm  organisms,  are  usually 
saprophytes,  and  are  not  specific  infections. 
Griseofulvin  has  no  effect  upon  them. 

The  drug  also  has  been  applied  to  tinea 
unguium,  but  disappointments  have  been 
met;  they  are  explained  by  several  factors: 
(1)  psoriasis  of  nails  are  mistaken  for  ring- 
worm infection;  (2)  the  infection  is  mixed 
with  Candida  albicans,  and  a double  attack  is 
necessary;  (3)  the  nail  does  not  grow  so  as 
to  shed  the  distal  part.  Debridement  of  dead 
nail  is  necessary.  It  is  to  be  borne  in  mind 
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that  the  drug  is  transported  to  the  infection 
through  the  blood  or  lymph.  It  is  only  of 
value  to  a nail  that  has  a healthy  bed  and  is 
growing;  it  is  useless  for  old  people  whose 
nails  do  not  grow. 

The  drug  is  of  no  value  when  applied  lo- 
cally. 

When  griseofulvin  is  used  for  a nail  in- 
fection, the  patient  bears  an  expense  for  at 
least  six  months.  When  used  for  a “scaly 
condition”  shorter  courses  are  sufficient.  In 
any  event  topical  fungicides  are  also  neces- 
sary. 

Use  of  griseofulvin  as  a therapeutic  test 
may  be  justified,  but  if  benefit  is  not  seen 
in  two  weeks  further  expense  should  be 
avoided. 

The  correct  procedure  is  to  arrive  at  an 
accurate  diagnosis  by  finding  the  spores  in 
scales  macerated  with  10  percent  sodium 
hydroxide  solution,  or  by  culture. 

A therapeutic  test  is  justified,  but  pro- 
longed use  of  griseofulvin  on  an  irrational 
basis  is  a travesty  upon  good  medical  prac- 
tice. 

— C.  F.  Lehmann,  M.D.,  San  Antonio. 


COMMENT 

As  is  his  wont,  Dr.  Lehmann  uses  a soft  and  tact- 
ful approach  to  put  across  a timely  and  important 
message. 

As  is  my  wont,  I add  an  emphatic  and  less  tact- 
ful “Amen”  to  his  thesis. 

Dermatologists  throughout  the  country  have  point- 
ed out  time  and  time  again  the  utter  folly  and 
shameful  waste  in  so  many  prescriptions  written 
for  griseofulvin.  True,  griseofulvin  is  to  certain 
fungal  diseases  what  penicillin  was  (and  is)  to 
many  bacterial  and  spirochetal  infections,  and  what 
chloroquine  is  to  malaria.  Dr.  Lehmann  pointed  out 
some  situations  in  which  the  drug  is  utterly  use- 
less; in  addition,  it  should  be  remembered  that  gris- 
eofulvin is  absolutely  without  value  in  monilial  in- 
fections and  tinea  versicolor. 

For  minor  or  general  “run-of-the-mill”  true  fun- 
gus infections,  the  old  or  even  new  local  prepara- 
tions are  usually  quite  efficient,  and  are  much  more 
economical  to  the  patient.  Griseofulvin  is  most  use- 
ful in  tinea  capitis  and  stubborn  and  widespread 
cases  of  tinea  corporis.  In  most  cases,  when  the 
drug  is  prescribed — justifiably  of  not — its  use  is 
destined  for  a 30-  to  90-day  span. 

And,  herein  lies  the  “rub”:  Adequate  griseofulvin 
dosage,  in  terms  of  cost  to  the  patient,  means  about 
$.60  per  day,  or  $18  per  month,  or  $54  for  three 
months.  In  the  many  cases  where  a simple  labora- 
tory test  and  about  two  minutes  of  the  physician’s 
time  would  prove  the  uselessness  of  the  drug,  its 
use  is  morally  reprehensible  bad  the  drug  been  free. 

— C.  H.  McCuistion,  M.D.,  Austin. 


Doctor,  Are  Yon 
A Dull  Speaker? 

Most  physicians  have  become  dull  and 
stereotyped  speakers.  Our  words  are  stamped 
out  as  though  from  some  speech  school  where 
all  inflections,  all  phraseology',  all  idioms  are 
the  same.  We  sound  more  and  more  like 
sterile  automatons  verbalizing  facts  and  fig- 
ures in  humorless  array;  we  all  sound  as 
one.  Even  humor,  half-heartedly  attempted, 
brings  only  faint  smiles  from  the  captive 
audience. 

So  let’s  go  back  to  individualism  in  the 
speech  and  speaking  among  our  medical  con- 
freres. The  salty  phrase,  the  eye-catching 
gesture  need  to  be  tried  again.  Let  more 
humor  and  humanism  in  our  scientific  dis- 
courses prevail.  References  to  the  classics, 
to  medical  history  are  not  amiss;  even  an 
occasional  Latin  or  French  or  German  or 
Spanish  phrase  has  its  place. 

Then  perhaps  our  hearers,  whether  they 
be  students  or  gray-haired  medical  veterans, 
will  be  more  attentive.  Subjects  otherwise 
needlessly  dull  will  glow  anew;  enthusiasms 
will  be  revived  and  snores  abolished. 

— A.  Compton  Broders,  Jr.,  M.D.  Temple. 


Immediate  Management  Of 
Laryngeal,  Tracheal  Injuries 

W HILE  LARYNGEAL  or  cervical  tracheal 
injuries  are  not  extremely  common,  they  are 
increasing  in  number.  Many  times  other  se- 
vere injuries  coexist,  but  the  immediate  at- 
tention to  the  airway  is  paramount.  Regard- 
less of  the  other  problems,  if  cervical  emphy- 
sema occurs  and  there  is  airway  obstruction, 
a tracheotomy  below  the  site  of  the  injury  is 
indicated  immediately.  Airway  obstruction 
and  cervical  emphysema,  if  not  relieved  by 
tracheotomy,  usually  result  in  mediastinal 
emphysema  and  pneumothorax. 

After  the  airway  has  been  relieved  of  ob- 
struction a review  of  all  the  injuries  must 
be  made.  If  the  risk  to  the  patient  is  not 
too  great,  preparation  should  be  made  to  re- 
pair the  damage  by  open  reduction  of  the 
fractured  cartilage  and  sutuidng  of  the  lac- 
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erated  tissue.  In  most  instances  the  lacera- 
tion or  damage  to  the  skin  is  not  especially 
significant. 

In  the  past  some  have  suggested  the  use 
of  a plastic  tube,  approximately  the  size  of 
the  laryngeal  airway,  drawn  into  the  larynx 
and  held  in  place  by  a strong  suture  material 
or  a steel  wire  attached  to  the  tracheotomy 
tube.  This  may  be  adequate  but  in  all  of 
these  cases,  on  opening  the  larynx  or  expos- 
ing the  trachea,  I have  found  a laceration 
and  fracture  of  the  cartilage  more  extensive 
than  was  thought.  Such  support  as  a plastic 
tube  drawn  into  the  trachea  does  not  fulfill 
the  requirements  of  good  definitive  surgery. 
The  fracture  of  the  cartilage  is  not  com- 
pletely reduced  and  the  edge  of  the  lacerated 
mucosa  and  submucosa  are  not  brought  to- 
gether. 

A direct  laryngoscopy  after  the  tracheoto- 
my usually  gives  a good  indication  of  the 
extent  of  the  damage  though  often  the  edema 
is  so  grea.t  and  the  tissues  so  distorted  that 
an  accurate  assessment  of  the  damage  can- 
not be  made. 

The  prevention  of  a stricture  is  the  first 
concern.  The  restoration  of  good  phonation 
is  desired  but  is  not  always  achieved.  I do 
not  believe  that  the  voice  can  be  made  worse 
by  opening  the  larynx.  On  the  contrary, 
there  is  every  reason  to  believe  that  it  can 
be  improved.  Whenever  mucous  membrane, 
submucous  tissue,  and  muscle  cannot  be 
brought  together  over  exposed  cartilage,  in- 
fection occurs.  Sometimes  it  is  mild,  but  the 
result  is  always  granulation  tissue,  scarring, 
and  contracture.  When  the  mucous  mem- 
brane cannot  be  brought  together  in  all 
areas,  a thin  split-thickness  skin  graft  su- 
tured around  the  finger  of  a glove  filled 
with  sponge  rubber  is  transfixed  in  place  by 
a stainless  steel  wire  through  the  thyroid 
cartilage.  This  provides  immediate  epitheli- 
zation  of  the  raw  areas,  thus  preventing 
scarring. 

Laceration  and  tears  of  the  cervical  tra- 
chea usually  can  be  managed  by  suturing 
the  wound.  One  tracheal  ring,  sometimes 


two,  can  be  removed  if  badly  lacerated,  and 
an  end-to-end  anastomosis  accomplished.  If 
much  of  the  mucosa  has  been  tom  away  or 
shredded,  it  may  be  better  to  use  a skin  graft 
over  a stent  and  fix  it  in  place  before  closing 
the  tracheal  wound. 

There  are  three  important  things  to  re- 
member in  treating  these  injuries: 

First,  save  the  life  by  a tracheotomy. 

Second,  reduce  the  fracture  and  suture 
the  tom  membranes  into  normal  position  as 
soon  as  possible,  preferably  not  later  than 
16  to  24  hours  after  injury. 

Third,  total  coverage  with  antibiotics  pre- 
vents infection  and  stricture,  reducing  the 
morbidity  approximately  from  one  year  to 
three  or  four  weeks. 

— Herbert  H.  Harris,  M.D.,  Houston. 
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Not  a Hopeless  Cause 

T HIRTY-FIVE  physicians  and  officers  of 
allied  health  professions  who  participated  in 
the  Texas  Medical  Association’s  1965  legis- 
lative mission  to  Washington  on  March  2-4 
returned  home  convinced  that  efforts  to  in- 
fluence Medicare  legislation  in  Washington 
are  far  from  hopeless. 

After  conferring  with  Texas  Congressmen 
and  others  close  to  the  Washington  scene 
participating  physicians  agreed  that  the  is- 
sue still  was  not  settled,  and  that  friends  of 
medicine  should  make  an  even  greater  effort 
to  oppose  legislation  establishing  a govern- 
ment regulated  and  financed  program  of 
health  care  under  the  Social  Security  System. 

The  weeks  ahead  will  be  crucial.  The 
House  Ways  and  Means  Committee  is  ex- 
pected to  report  out  a bill  sometime  in 
March.  The  proposal  probably  will  be  placed 
before  the  House  of  Representatives  for  vote 
in  early  April.  With  this  timetable,  physi- 
cians and  others  will  have  an  opportunity  to 
express  their  views  to  their  Congressmen  by 
letters,  telegrams,  and  telephone  calls  in  the 
immediate  weeks  ahead. 

Participating  physicians  gained  some  en- 
couragement after  surveying  the  Washing- 
ton scene.  It  appears  evident  that  the  King- 
Anderson  bill  will  not  be  passed,  at  least  not 
as  originally  drafted.  Congressional  observ- 
ers believe  that  a bill  providing  primarily 
hospital  benefits,  financed  by  payroll  taxes 
which  will  be  placed  in  a separate  trust 
fund,  will  be  reported  out  of  the  Ways  and 
Means  Committee.  Professional  services  in 
the  hospital  provided  by  radiologists,  anes- 
thesiologists, pathologists,  and  physiatrists 
and  other  features  seem  likely  to  be  deleted 
from  the  King-Anderson  bill.  Nevertheless, 
proposals  contained  in  other  bills  may  be 
added  to  the  final  Ways  and  Means  Commit- 
tee version  to  provide  for  some  medical  and 
surgical  services. 

The  votes  of  Texas  Congressmen  will  be 
influenced,  of  course,  by  the  final  bill  which 
is  drafted  by  the  Ways  and  Means  Commit- 
tee and  sent  to  the  floor  of  the  House  of  Rep- 
resentatives. It  is  noteworthy  that  four  Tex- 
ans— Senator  John  G.  Tower  and  Repre- 
sentatives Joe  Pool,  Ray  Roberts,  and  Olin 
Teague — have  introduced  bills  similar  or 
identical  to  the  Herlong-Curtis  Eldercare 
Bill  (H.R.  3727). 

Texas  Congressmen  generally  have  been 
favorably  impressed  with  the  state’s  Kerr- 


Mills  program  of  hospital,  medical,  surgical, 
and  nursing  home  care  for  229,000  recipients 
of  Old  Age  Assistance.  Recognition  also  has 
been  given  to  the  extremely  large  percentage 
(72  percent)  of  the  Texas  aged  who  have 
one  or  more  health  insurance  policies,  as  a 
result  of  special  efforts  by  the  state,  the 
Texas  65  Health  Insurance  Association,  and 
Blue  Cross-Blue  Shield  of  Texas. 

Participating  in  the  legislative  mission 
were  Dr.  Max  E.  Johnson,  San  Antonio, 
President;  physician  representatives  of  the 
state’s  22  Congressional  districts,  and  offi- 
cers of  the  Texas  Dental  Association,  Texas 
Hospital  Association,  Texas  Nursing  Home 
Association,  Texas  Pharmaceutical  Associa- 
tion, and  Blue  Cross-Blue  Shield.  Partici- 
pants profited  from  informative  visits  with 
their  own  Congressmen.  In  the  evening,  the 
delegation  was  host  to  Texas  Congressmen 
and  their  wives  for  dinner. 

The  Texas  Medical  Association  has  spon- 
sored legislative  missions  to  Washington  for 
the  past  five  years.  The  objectives  of  these 
missions  are  to  gain  a better  understanding 
of  legislative  processes  at  the  national  level, 
to  inform  Texas  Congressmen  of  medicine’s 
views  on  health  legislation,  and  to  invite 
their  comments  and  expressions  on  national 
issues. 

Participants  in  the  mission  this  month 
provided  Congressmen  with  a current  re- 
port on  Texas’  positive  programs  to  finance 
and  provide  health  care  for  the  aged.  Con- 
gressmen were  invited  to  continue  to  sup- 
port the  Texas  plan  as  well  as  the  Eldercare 
bill  which  would  broaden  the  existing  Kerr- 
Mills  Act.  Texas  physicians  cited  several 
principles  which  should  be  considered  in  es- 
tablishing any  new  program: 

1.  Benefits  should  be  limited  only  to  those 
who  need  help;  the  taxpayer  should  not  be 
asked  to  pay  for  services  for  those  who  can 
take  care  of  themselves. 

2.  The  State  of  Texas  is  better  able  to  de- 
velop and  operate  programs  which  will  meet 
the  specific  needs  of  its  residents;  provisions 
should  be  made  for  state  rather  than  federal 
operation  and  control. 

3.  Voluntary  health  insurance  is  an  effec- 
tive mechanism  for  providing  hospital  and 
medical  care;  provisions  should  be  made  to 
permit  the  administration  of  the  program 
through  health  insurance. 

— Mr.  C.  Lincoln  Williston, 
Executive  Secretary, 

Texas  Medical  Association. 
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Eldercare  Means  Better  Care 


Health  care  for  the  elderly  is  the  most  important  and 
probably  the  least  understood  domestic  issue  now  before  our 
Congress.  The  final  decision  on  this  vital  issue  not  only  af- 
fects the  health  of  all  Americans,  but  could  mark  the  end  of 
our  private  enterprise  system. 

Top  priority  has  been  given  Medicare,  or  the  King-Ander- 
son  bill,  for  it  is  classified  as  H.R.  1.  Recently  an  excel- 
lent comprehensive  medical  plan  for  the  elderly  has  been  in- 
troduced in  Congress.  It  is  known  as  the  Eldercare  bill  of 
1965  (H.R.  3727)  and  offers  a strong,  positive,  logical,  and 
economical  solution  to  the  problem. 

Eldercare  would  provide  a wide  range  of  hospital  and  med- 
ical care  to  people  65  and  over  who  need  help  in  financing  these 
expenses.  It  is  designed  to  provide  a wide  spectrum  of  bene- 
fits including  surgical  and  drug  costs,  hospital  and  nursing 
home  charges,  physician’s  care,  diagnostic  services,  x-ray  and 
laboratory  fees,  and  other  services.  It  would  be  financed  by 
federal  and  state  funds  through  an  existing  program  and  not 
through  a new  payroll  tax. 

Medicare,  on  the  other  hand,  provides  none — or  few — of 
these  benefits. 

The  American  Medical  Association,  working  with  and 
through  each  state  association,  is  engaged  in  a nationwide  ed- 
ucational campaign  endeavoring  to  inform  every  member  on  the 
great  advantages  and  benefits  provided  in  the  Eldercare  Pro- 
gram. Unless  each  physician  studies  the  issues  thoroughly  he 
cannot  intelligently  and  successfully  discuss  them  with  his 
patients,  his  friends,  and  members  of  the  allied  professions. 
Informative  material  can  be  obtained  through  each  state  asso- 
ciation and  each  local  society.  Avail  yourself  of  this  oppor- 
tunity at  once. 

This  is  our  last  chance.  We  can  be  assured  of  one  fact; 
Some  type  of  medical  care  legislation  will  be  passed  by  this 
session  of  Congress.  Will  it  be  truly  medical  care  for  the 
aged,  or  will  it  be  a limited  but  costly  hospitalization  pro- 
gram under  Social  Security?  The  decision  can  be  ours.  How 
well  we  succeed  in  performing  our  duty  to  our  patients  and 
to  our  country  will  be  seen  within  the  next  few  weeks  when  Con- 
gress takes  action.  We  must  not  fail. 
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Maxillary  Bone  Grafts 
In  Cleft  Lip-Cleft  Palate  Reconstruction 


p*  MANAGEMENT  of  patients  with 

REVIEW  ARTICLES  the  cleft  lip-cleft  palate  deformity 

involves  a number  of  considera- 
tions. Of  initial  concern  is  the  cleft 
lip,  since  this  is  usually  the  first  part 
of  the  lesion  to  be  repaired.  Although  some 
surgeons  in  this  country  perform  surgery 
for  clefts  in  the  lip  during  the  first  24  hours 
of  life,  frequently  utilizing  local  anesthesia, 
we  prefer  to  wait  until  the  infants  are  about 
one  month  of  age  and  weigh  approximately 
10  lbs.  This  policy  of  delay  until  the  patient 
has  passed  the  immediate  neonatal  period 
allows  opportunity  for  the  child  to  regain 
initial  physiologic  weight  loss,  to  recover 
from  any  physiologic  jaundice  which  may  be 
present  during  the  first  few  days  after  birth, 
and  to  have  the  advantage  of  complete  eval- 
uation and  detection  of  any  other  abnormal- 
ities that  may  exist.  A weight  of  approxi- 
mately 10  lbs.  insures  that  the  baby  is  of 
sufficient  size  to  be  intubated  for  good  anes- 
thesia control.  Meanwhile,  significant  feed- 
ing problems  are  rare  in  the  majority  of 
cases.  It  is  our  policy  in  the  case  of  bilateral 
cleft  of  the  lip  to  repair  the  defect  in  two 
stages  with  correction  of  the  worst  side  first 
to  allow  maximum  utilization  of  the  avail- 
able tissue  for  the  more  severe  side  of  the 
deformity.  The  second  side  is  repaired  after 
an  interval  of  8 to  12  weeks. 

There  are  a number  of  technical  consid- 
erations to  consider  in  the  repair  of  cleft 
lips.  First,  the  deficiency  of  tissue  in  the 
lower  portion  of  the  medial  aspect  of  the 
lip  must  be  corrected  with  a flap  from  the 
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lateral  side.  A straight  line  vertical  repair 
should  be  avoided  to  minimize  contractures, 
shortening,  and  notching  of  the  vermillion. 
The  tissues  of  the  lip  must  be  carefully 
closed,  layer  to  layer,  to  assure  minimal 
scarring.  In  addition,  the  repair  should  pro- 
duce a lip  that  is  symmetrical  in  length  with 
a balanced  cupid’s  bow  and  a normal  pout 
of  the  lower  midportion  of  the  lip. 

Historically,  many  types  of  cleft  lip  repair 
have  been  employed.  Mirault  reported  his 
techniques  during  the  middle  of  the  19th 
century,  and  the  Blair  and  Brown^  modifi- 
cation of  the  Mirault  procedure  which  ap- 
peared in  the  literature  in  1930  became  the 
most  commonly  used  method  of  repair  in 
most  centers.  This  technique  utilizes  a tri- 
angular flap  turned  down  from  the  inferior 
portion  of  the  lateral  aspect  of  the  lip.  It 
gives  satisfactory  results  in  many  cases,  but 
in  the  overall  evaluation  this  method  leaves 
a great  deal  to  be  desired.  In  the  past  30 
years  the  trend  has  turned  toward  modifi- 
cations of  either  the  LeMesurier  or  Tenni- 
son  methods  in  an  effort  to  avoid  one  or 
more  of  the  following  postoperative  sequelae : 
inequality  of  length  of  the  two  sides,  a ten- 
dency for  drooping  of  the  repaired  portion 
of  the  lip  with  sagging  of  the  nostril  on  that 
side,  some  lack  of  fullness  in  the  lower  part, 
irregularities  of  the  vermillion  due  to  the  in- 
equality of  length,  linear  scar  contractures 
and  notching,  and  either  absence  of  the  cu- 
pid’s  bow  or  displacement  to  one  side  of 
the  midline. 

Most  surgeons  currently  use  either  a quad- 
rangular or  triangular  flap  from  the  lateral 
side  of  the  lip.  The  quadrangular  flap  orig- 
inally described  by  Hagedoim  in  the  late 
1800’s  was  revived  and  popularized  in  the 
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past  several  years  by  LeMesurier-  and  has 
been  evaluated  in  this  country  by  Steffen- 
sen,^  Brauer,^  and  others.  The  main  disad- 
vantage of  this  technique  is  that  the  quad- 
rangular flap  is  set  into  the  midportion  of 
the  lip  and  one-half  of  the  cupid’s  bow  is 
discarded.  The  triangular  flap  technique  de- 
vised by  Tennison®  and  presented  primarily 
as  a freehand  technique,  preserves  the  cu- 
pid’s bow.  Randall®  has  developed  a system 
of  measurements  for  this  method  in  an  at- 
tempt to  standardize  the  procedure  for  pro- 


ducing a lip  of  proper  length.  The  size  of 
the  triangles  can  be  varied  easily  depending 
on  the  cleft.  The  primary  criticisms  of  this 
technique  are  the  disturbance  of  the  phil- 
trum  by  a transverse  scar  and  the  difficulty 
of  accurate  estimation  of  the  ultimate  length 
of  the  lip.  Data  reported  from  many  cen- 
ters, however,  attest  to  the  excellent  results 
that  may  be  obtained  by  this  technique 
(Fig.  1). 

Millard"^  has  recently  reported  a rotational 
advancement  flap  technique  which  utilizes 


Fig.  1.  Left.  Preoperative  view  of  complete  cleft  lip  and  ing  lip  repair  by  the  Tennison  technique.  A full  symmetrical 
palate.  The  typical  deformity  of  the  nose  is  well  demon-  lip  with  balanced  cupid's  bow  and  nasal  contour  is  present, 
strated.  Right.  View  of  same  patient  two  months  follow- 
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a triangle  of  tissue  placed  high  under  the 
nose  to  avoid  the  transverse  scar  low  in  the 
philtrum.  Initially,  his  results  are  good  and 
the  method  is  useful  in  certain  incomplete 
clefts  in  the  lip  (Fig.  2).  It  would  appear 
inadequate,  however,  in  extremely  wide  clefts 
with  insufficient  tissue  in  the  lower  part  of 
the  lip,  where  there  exists  the  possibility  of 
contracture  with  notching  of  the  long  verti- 
cal components. 

On  the  Plastic  Surgery  Service  at  the  Uni- 
versity of  Texas  Medical  Branch,  the  Brown- 
Mirault  procedure  was  for  many  years  the 
most  common  operation  for  repair  of  both 
unilateral  and  bilateral  clefts  of  the  lip,  but 
substitute  methods  have  gained  preference. 
Although  the  LeMesurier  repair  has  given 
satisfactory  results  in  many  patients,  our 
present  inclination  has  been  toward  the  Ten- 
nison  repair  for  unilateral  and  bilateral 
clefts  of  the  lip,  with  the  interval  between 
stages  for  the  latter  lengthened  to  8 to  12 
weeks.  In  some  incomplete  clefts  of  the  lip, 
the  Millard  repair  is  utilized  with  excellent 
results.  This  method  has  been  limited  to 
incomplete  or  narrow  clefts  because  of  the 
belief  that  tension  is  produced  when  the 
technique  is  used  for  wide  clefts.  At  the 
time  of  lip  repair,  no  attempt  has  been  made 
in  the  past  on  our  service  to  close  a cleft  of 
the  alveolus  if  one  is  present.  Many  English 
clinics  and  some  surgeons  in  this  country  in 
the  past  have  performed  a mucosal  closure 
of  alveolar  clefts  as  part  of  the  initial  lip 
repair. 

Following  closure  of  the  lip  defect  until 
recently  no  further  surgery  is  done  until  the 
child  is  approximately  two  years  at  which 
time  palatoplasty  is  scheduled.  For  the  past 
three  years  a bone  graft  to  the  maxilla  has 
been  utilized  in  complete  clefts  of  the  palate 
as  described  later.  The  age  of  two  years  for 
repair  of  the  cleft  of  the  palate  represents  a 
conservative  philosophy  of  repair.  Many  op- 
erators in  this  country  prefer  to  complete 
all  surgical  procedures  prior  to  the  age  of 
12  months.  On  the  other  hand,  Soviet  sur- 
geons follow  Limberg’s  admonition  to  wait 
until  the  age  of  12  years, employing  a suc- 
cession of  obturators  in  the  meantime.  It 
has  been  amply  demonstrated  in  the  past 
that  early  surgical  intervention  for  closure 
of  clefts  sometimes  results  in  failure  of  the 
middle  portion  of  the  face  to  develop  prop- 
erly since  studies  of  adult  patients  with  un- 


repaired clefts  of  the  lip  and  palate  do  not 
exhibit  any  incidence  of  underdeveloped  mid- 
dle-thirds as  measured  by  cephalometries.® 
Delay  of  repair  of  the  cleft  palate  until  an 
advanced  age  results  in  an  unacceptably 
high  incidence  of  poor  speech  development. 
But  by  the  age  of  two,  the  child  is  ready  for 
surgery  from  the  standpoint  of  availability 
of  tissue  and  anesthetic  risk.  The  procedure 
is  technically  easier  than  at  an  earlier  age. 
Furthermore,  at  this  age,  speech  habits  have 
not  been  well  established.  Closure  of  the 
cleft  may  be  combined  with  a pushback  of 
the  palate  at  the  initial  procedure  without 
the  incorporation  of  a pharyngeal  flap  (Fig. 
3) . Results  reported  by  this  technique,  which 
not  only  accomplishes  closure  of  the  cleft 
but  elongation  of  the  palate,  have  been  ef- 
fective in  70  percent  of  cases,  according  to 
most  authors,  in  terms  of  ultimate  speech 
evaluation.  Additional  patients  can  be  sal- 
vaged with  secondary  palate  procedures  in 
later  years. 

It  is  essential  that  the  jwstsurgical  cleft 
palate  patient  be  examined  rather  critically 
during  the  year  prior  to  starting  school  and 
any  gross  defects  which  would  direct  undue 
attention  to  the  child  be  revised  prior  to  en- 
rollment in  school.  As  the  child  grows,  a 
secondary  palate  procedure  for  improvement 
of  speech  may  be  required  as  outlined  above. 
Revision  of  the  lip  scar  may  be  indicated  as 
a result  of  inequality  of  growth,  and  the 
more  severe  deformities  usually  require 
some  correction  of  the  nasal  cartilage  after 
facial  growth  is  complete.  With  these  meas- 
ures the  appearance  of  the  lip  and  nose  can 
be  made  satisfactory  and  good  speech  re- 
sults in  the  vast  majority  of  cases  if  proper 
habits  have  been  developed.  The  major  prob- 
lem following  cleft  palate  surgerj'^  is  the 
remedy  of  the  orthodontic  and  dental  occlu- 
sion abnormalities  which  are  prone  to  occur. 
In  severe  bilateral  clefts  of  the  alveolus  and 
palate  the  disturbance  may  be  so  severe  that, 
in  the  teenage  years,  patients  may  require 
partial  extraction  of  incisors  and  canines 
with  a partial  prosthesis  or,  in  more  severe 
cases,  either  complete  extraction  with  a full 
prosthesis  or  application  of  an  on-lay  den- 
ture. In  unilateral  clefts  there  is  a tendency 
for  collapse  of  the  maxillary  segments  with 
malocclusion,  which  is  difficult  if  not  im- 
possible to  correct  by  conventional  ortho- 
dontia. 
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Fig.  2.  Left.  Incomplete  cleft  of  the  lip  extending  to  the  ing  repair  of  the  lip  by  the  Millard  technique.  This  is  an 

floor  of  the  nostril.  Right.  View  of  same  patient  follow-  effective  method  in  certain  incomplete  clefts. 


Fig.  3.  Left.  Typical  appearance  of  cleft  palate  at  age  Right.  Appearance  of  palate  after  repair  in  one  stage 
two  years.  The  lip  has  been  previously  repaired.  designed  to  elongate  palate  as  well  as  close  the  cleft. 
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Maxillary  Bone  Grafts 
In  Cleft  Palate  Management 

Because  of  the  frequency  of  faulty  occlu- 
sion and  the  tendency  for  collapse  of  the 
maxillaiy  arches  we  have  recently  revised 
our  routine  regimen  of  cleft  palate  recon- 
struction and  for  the  past  three  years  we 
have  employed  a maxillary  bone  graft  dur- 
ing infancy  to  stabilize  the  maxillary  seg- 
ments. Prior  experience  with  bone  grafts 
to  the  alveolar  defect  have  been  reported  by 
Stellmach*'  and  Schuchardt/®  Brauer  and 
associates/^  and  others.  Our  initial  effort 
at  developing,  stabilizing,  and  controlling 
the  maxillary  segments  utilized  an  acrylic 
device  attached  to  the  alveolus  which  screwed 
into  the  bone.  This  was  regulated  by  rubber 
band  elastic  traction.  It  was  impossible  to 
keep  this  device  in  place,  however,  because 
the  acrylic  splint  was  invariably  dislodged 
from  the  alveolus.  We  next  turned  to  the 
concept  of  trays  for  control  of  occlusion,  as 
described  by  Stellmach  and  Schuchardt,  in 
combination  with  the  completely  intra-oral 
acrylic  device  advocated  by  Brauer  and  as- 
sociates ; this  has  been  found  to  be  a satisfac- 
tory technique.  Our  current  management  of 
the  cleft  lip-cleft  palate  deformity  has  thus 
been  modified  to  include  positioning  of  the 
maxillary  segments  and  stabilization  with  a 
bone  graft  until  the  optimum  time  for  palato- 
plasty. The  lip  is  still  repaired  at  one  month 
of  age,  utilizing  a two-stage  repair  in  bi- 
lateral clefts. 


Procedure 

At  the  time  of  the  initial  cleft  lip  surgeiy, 
while  the  child  is  under  general  anesthesia, 
an  alginate  impression  of  the  defect  is  made, 
using  a perforated  dental  compound  tray  to 
hold  the  impression  material  in  place.  A 
positive  plaster  mold  of  the  defect  is  then 
constructed  from  this  alginate  impression, 
and  an  acrylic  splint  is  made  to  fit  the  max- 
illary segments  (Fig.  4).  It  is  divided  do^^^l 
the  center,  and  a jackscrew  is  incorporated 
into  the  two  halves  so  that  control  of  the 
maxillaiy  segments  can  be  accomplished 
(Figs.  5,  6).  This  device  can  be  constructed 
within  24  to  48  hours  and  placed  in  the  in- 
fant’s mouth  two  to  three  days  following  the 
lip  repair.  A small  drill  hole  is  made  through 
one  side  of  the  acrylic  device  anteriorly,  and 
a silk  suture  is  passed  through  this  hole  and 


Fig.  4.  Plaster  model  of  a patient's  bilateral  cleft  lip  and 
cleft  palate.  Note  that  the  bony  defect  extends  through  the 
alveolus  and  produces  instability. 


Fig.  5.  Close-up  view  of  the  acrylic  splint  with  key  for  ex- 
pansion. Early  models  were  longer  in  A-P  dimension  and 
could  mechanically  impede  rotation  of  premaxillary  seg- 
ment. 


Fig.  6.  Acrylic  splint  in  place  on  plaster  model.  This 
splint  is  fitted  on  the  patient  24-48  hours  after  lip  repair 
and  the  jackscrew  makes  control  of  the  maxillary  seg- 
ments possible. 
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taped  to  the  patient’s  cheek  for  stability. 
The  insertion  of  the  splint  is  easily  accom- 
plished by  blotting  dry  the  mucous  mem- 
brane over  the  maxillary  segments.  The 
acrylic  splint  is  then  coated  lightly  with 
Orabase  emollient,  a dental  protective  paste, 
and  the  splint  is  then  placed  on  the  maxil- 
lary segments.  Gentle  finger  pressure  for 
15  seconds  seats  the  prosthesis  well,  and 
there  has  been  little  tendency  toward  spon- 
taneous dislodgment.  Parents  of  the  patient 
are  instructed  to  remove  the  device  once 
daily,  wash  it  and  reinsert  it  by  the  above 
method.  A key  is  provided  and  instructions 
are  given  on  the  frequency  of  adjustment 
of  the  jackscrew  according  to  the  require- 
ments of  the  individual  patient. 

Initially  the  devices  were  made  to  fit  rath- 
er completely  around  the  maxillary  segments 
on  both  sides.  Subsequently,  however,  a 
shorter  appliance  was  adopted  so  that  its 
main  force  would  be  on  the  lateral  part  of 
the  maxillary  segments  with  very  little  ten- 
sion anteriorly.  This  permits  the  maxillary 
arches  to  be  maintained  or  even  increased 
in  width  during  the  operative  period  when 
the  lip  repair  is  molding  the  premaxillary 
segment  back  into  a more  normal  relation- 
ship with  the  lateral  process.  In  most  in- 
stances expansion  of  the  jackscrew  every 
three  to  four  days  to  compensate  for  normal 
growth  is  the  only  adjustment  necessary  to 
maintain  the  alveolar  arches  in  satisfactory 
position.  At  times,  however,  more  frequent 
adjustment  may  be  required,  and  the  move- 
ment of  maxillary  segments  can  be  accom- 
plished rapidly  over  a relatively  short  period 
of  time,  usually  within  three  to  six  months. 

The  characteristic  forward  and  upward 
tilt  of  the  premaxilla  can  be  seen  in  Fig.  7a. 
After  lip  repair  the  force  of  the  repaired 
lip  will  tend  to  mold  the  premaxilla  back 
into  a more  normal  horizontal  position  but 
may  produce,  simultaneously,  collapse  of  the 
maxillary  segments  (Fig.  7b)  unless  the 
maxillary  arches  are  supported  mechanical- 
ly (Figs.  7c,  d,  e).  As  soon  as  the  segments 
are  in  satisfactory  position  and  the  infant 
is  approximately  six  months  of  age  stabili- 
zation is  accomplished  with  the  use  of  a bone 
graft.  In  any  case,  it  is  desirable  to  wait 
at  least  three  months  following  lip  repair 
before  performing  the  bone  graft  since  a 
mucous  membrane  flap  is  to  be  mobilized 
from  the  inner  surface  of  the  lip.  The  growth 
during  this  period  is  limited  and  in  most 
patients  the  fitting  of  one  acrylic  splint  is 


sufficient.  In  occasional  patients,  particular- 
ly in  those  with  more  difficult  bilateral  clefts, 
growth  may  exceed  maximum  expansion  of 
the  acrylic  splint  and  a new  device  will  have 
to  be  constructed  prior  to  insertion  of  the 
bone  graft.  It  is  possible,  with  normal  pre- 
cautions, to  obtain  the  necessary  alginate 
impressions  on  infants  on  an  outpatient 
basis  without  the  use  of  anesthesia. 

At  the  time  of  the  maxillary  bone  graft 
an  incision  is  made  around  the  oro-nasal 
fistula  2-5  mm.  from  the  edge  of  the  cleft. 
This  is  continued  across  the  alveolus  onto 
the  palatal  side  and  in  some  instances  vomer 
flaps  have  been  mobilized.  After  the  flaps 
have  been  mobilized  they  are  inverted  and 
sutured  carefully  with  fine  chromic  sutures 
to  provide  complete  closure  of  this  surface 
which  is  to  become  the  floor  of  the  nose.  A 
subperiosteal  pocket  is  next  created  on  the 
anterior  surface  of  the  alveolus  on  the  me- 
dial and  lateral  side.  A rib  is  then  removed 
and  split  longitudinally.  Although  the 
amount  of  cancellous  bone  is  limited  in  the 
rib  of  an  infant,  it  is  preferable  to  the  iliac 
crest  which  may  produce  distortion.  All 
rough  corners  are  trimmed  away  and  bent 
by  greenstick  fracture  of  the  rib  if  neces- 
sary to  develop  good  conformity  to  the  al- 
veolar arch.  The  split  rib  is  then  placed  in 
the  subperiosteal  pocket  on  the  anterior  sur- 
face of  the  alveolus  as  an  on-lay  graft.  The 
large  pocket  which  has  been  formed  behind 
the  bone  graft  and  in  front  of  the  surgically 
constructed  floor  of  the  nose  is  now  packed 
with  chips  made  from  the  other  half  of  the 
split  rib.  Closure  is  accomplished  with  a 
rotational  flap  from  the  lateral  side  of  the 
lip  which  crosses  the  alveolus  and  is  sutured 
to  all  raw  edges  (Fig.  8).  The  flap  begins 
at  the  deepest  point  in  the  buccal  sulcus 
and  is  of  adequate  length  and  width  with 
sufficient  undermining  to  insure  closure 
without  tension.  During  the  postoperative 
period,  the  same  precautions  are  taken  as 
following  lip  repair  with  respect  to  use  of 
arm  splints,  and  dietary  and  other  measures. 
An  acrylic  splint  may  be  fitted  for  a period 
of  four  to  six  weeks  while  the  bone  graft  is 
consolidating,  but  in  our  later  cases  good 
results  have  been  obtained  by  omitting  the 
splint  as  soon  as  it  is  outgrown. 

In  patients  with  bilateral  clefts  of  the 
alveolus  the  bone  grafts  were  performed  in 
two  stages  initially,  but  more  recent  surgery 
has  been  performed  bilaterally  at  one  stage. 
There  appears  to  be  no  disadvantage  to  clos- 
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Fig.  7.  a.  Plaster  model  of  complete  cleft  lip  and  palate. 
Note  the  forward  and  upward  tilt  of  the  premaxillary  seg- 
ment. b.  Model  of  same  patient  three  months  after  lip 
repair.  The  force  of  the  repaired  lip  will  mold  the  pre- 
maxillary segment  back  into  a more  normal  horizontal  posi- 
tion. Unless  the  maxillary  segments  are  mechanically  sup- 
ported this  same  force  may  cause  collapse  of  the  maxillary 
arch  as  in  this  patient,  c.  Model  of  another  patient  demon- 
strating typical  deformity  in  complete  cleft  lip  and  palate, 
d.  Model  of  same  patient  as  in  c showing  good  maxillary 
arch  due  to  support  by  the  acrylic  splint  seven  weeks  after 
lip  repair.  Collapse  has  been  prevented,  e.  Model  of  same 
patient  as  in  c and  d two  weeks  following  permanent  sta- 
bilization of  the  maxillary  arch  with  a bone  graft  from  the 
rib.  The  soft  tissue  flap  to  cover  the  bone  graft  is  visible. 
This  is  a rotation  flap  from  the  inner  surface  of  upper  lip. 
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ing  both  sides  at  one  time;  in  fact,  greater 
stabilization  is  obtained. 

Sequential  dental  occlusive  x-rays  are 
used  to  follow  the  progress  of  the  bone  graft. 
They  show  a characteristic  decalcification 
during  the  first  few  weeks  after  insertion 
followed  by  gradual  consolidation  and  re- 
organization. By  the  age  of  one  year,  per- 
manent tooth  buds  may  be  seen  migrating 
into  the  graft  preparatory  to  subsequent 
eruption  in  this  region  (Fig.  9). 

Evaluation 

Management  of  the  maxillary  arch  de- 
formity by  the  use  of  an  acrylic  splint  fol- 
lowed by  early  bone  grafting  works  well  in 
infants  in  whom  very  rapid  movement  and 
repositioning  of  maxillary  segments  can  be 
accomplished.  The  device  is  tolerated  well 


Fig.  8.  The  soft  tissue  flap  to  cover  the  bone  graft  is  illus- 
trated in  this  patient  with  a cleft  lip  and  palate  following 
bone  graft.  The  healed  flap  is  visible  on  the  right  side. 


Fig.  9.  Typical  appearance  of  maxillary  bone  graft  after 
one  year.  Note  good  consolidation  and  migration  of  per- 
manent tooth  bud  adjacent  to  the  bone  graft. 


and  parents  believe  in  many  instances  that 
it  actually  facilitates  feeding;  in  fact,  at 
times  they  may  be  reluctant  to  discard  the 
splints  when  they  are  no  longer  needed. 

After  the  child  is  about  one  year  old  it  is 
difficult  to  keep  splints  in  place  and  move- 
ment of  the  maxillary  arches  requires  a 
longer  period  of  time  than  in  younger  in- 
fants. By  the  age  of  four  or  five,  however, 
there  is  usually  sufficient  deciduous  denti- 
tion so  that  orthodontists  can  construct  ap- 
pliances to  be  attached  to  the  teeth  by  clasps 
for  control  of  the  maxillary  segments.  Over 
a period  of  weeks  or  months,  reposition  of 
the  maxillary  segments  is  still  possible  at 
the  age  of  five  to  six.  Children  in  the  12-  to 
14-year-old  age  group  who  have  an  adequate 
set  of  permanent  dentition  for  conventional 
orthodontia  are  often  seen  who  have,  fol- 
lowing maximum  orthodontic  correction,  suf- 
ficient bony  defects  to  suggest  that  the  sta- 
bility of  the  orthodontic  correction  may  not 
be  retained  without  stabilization  either  by 
bone  grafting  or  by  a prosthetic  device. 

In  the  group  of  patients  who  are  first 
seen  between  the  ages  of  one  and  four  years 
management  may  be  difficult  since  the  child 
is  a little  too  old  for  the  infant  type  device 
which  fits  on  the  alveolus  and  too  young  for 
devices  to  be  attached  to  the  teeth.  In  those 
instances  where  the  maxillary  arches  appear 
to  be  collapsing  as  the  child  develops,  we 
have  elected  to  stabilize  the  segments  with 
bone  grafts  although  the  position  is  not 
ideal,  in  an  effort  to  minimize  further  col- 
lapse. It  is  sometimes  necessary  to  remove 
deciduous  incisors  or  canine  teeth  which 
have  erupted  in  order  to  obtain  adequate 
mucous  membrane  flaps  for  a secure  closure 
of  the  nasal  floor,  which  is  essential. 

At  the  present  time  our  series  of  maxil- 
lary bone  grafts  as  an  aid  in  cleft  palate  re- 
construction totals  approximately  70  cases. 
Although  there  has  been  no  mortality  some 
complications  have  occurred.  The  most  fre- 
quent has  been  mild  laryngeal  edema  sec- 
ondary to  anesthetic  intubation  which  usual- 
ly responds  to  a few  hours  in  a moisture 
tent.  In  one  patient,  however,  this  was  so 
severe  that  a tracheostomy  was  required.  In 
four  patients,  the  bone  graft  has  been  part- 
ly or  completely  lost  due  to  failure  to  get 
adequate  soft  tissue  cover  over  the  graft. 

Meanwhile,  however,  all  patients  are  being 
followed  carefully  in  growth  studies  in  order 
to  analyze  the  long-term  results  in  compari- 
son with  previous  regimens  of  management. 
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Cleft  Palate  in  the  Mouse 

Scientists  at  Temple  University  School  of  Medicine  have  been 
testing  certain  glucocorticoid  drugs  to  compare  their  tendency  to  pro- 
duce anomalies. 

Hydrocortisone,  prednisolone,  and  dexamethasone  all  produce 
cleft  palate  in  the  offspring  of  pregnant  mice  treated  during  the 
middle  of  the  gestation  period.  The  tests  sho-wed,  on  the  basis  of 
cleft  palates  produced,  that  dexamethasone  is  at  least  300  times  more 
teratogenic  than  hydrocortisone. 

The  investigators  have  suggested  in  an  article  in  Jan.  22  Science 
that  the  pharmacologic  characterization  of  all  glucocorticoids  should 
include  induction  of  cleft  palate  in  the  mouse  as  a simple  test  of 
teratogenic  activity. 


180 


Texas  State  Journal  of  Medicine 


Fibrinolytic  Agents  in  Treatment 
Of  Total  Hyphema  and  Secondary  Glaucoma 

RUFUS  A.  ROBERTS,  JR.,  M.D. 


Interest  in  treatment  of  total  hyphema  and 
secondary  glaucoma  has  been  revised  by 
advances  in  preparation  of  purified  fibrino- 
lytic agents.  The  author  has  experimented 
with  such  preparations  in  rabbits  and  with 
patients  in  clinical  practice.  He  reports 
unique  opportunities  for  clearing  blood  clots. 


RECENT  ADVANCES  in  the 
RESEARCH  & iNVESTisATioN  preparatioH  of  purified  fibrino- 

■ lytic  agents^-  ^ have  stimulated  a 
revival  of  interest  in  the  treat- 
ment of  total  hyphema  and  secondary  glau- 
coma.^-^°  Kushner^^  summarizes  the  treat- 
ment available  prior  to  1959.  My  experi- 
ences with  anterior  chamber  injections  of 
these  fibrinolytic  substances  experimentally 
in  rabbits  and  clinically  in  the  treatment  of 
total  hyphemas  and  secondary  glaucoma  are 
reported  herein. 


Animal  Studies 

Methods. — An  experimental  model  which 
reduplicates  the  clinical  situation  of  total 
hyphema  and  secondary  glaucoma  is  not 
available.  The  rabbit  remains  the  popular 
test  animal.  This  animal  has  the  inherent 
ability  to  resist  all  efforts  to  form  intra- 
cameral  clots,  regardless  of  the  method  of 
production  and  treatment,  by  spontaneous 
clearing  on  an  average  of  10  to  14  days.'^’^-"^® 
Quantitative  differences  in  the  rabbit  fibrin- 
olytic system  require  that  human  blood  be 
used  with  activator  preparations.^®  This  in- 
troduces another  variable  in  the  form  of  a 
foreign  protein.'^ 


Presented  before  the  Texas  Ophthalmological  As- 
sociation  and  the  Texas  Medical  Association  Section 
on  Ophthalmology  during  the  196U  TMA  Annual 
Session  in  Houston. 


The  first  studies  were  limited  to  evaluat- 
ing the  possible  toxicity  of  intracameral  in- 
jections of  highly  purified  streptokinase 
preparations  (600-700  enzyme  units  per 
gamma  nitrogen  with  only  trace  impurities 
on  immunochemical  analysis^).  Thromboly- 
sin,  a profibrinolysin  activator-fibrinolysin 
preparation  with  high  activator  content,® 
was  also  used.  Injections  were  administered 
in  22  eyes  of  albino  rabbits.  To  insure  that  an 
intact  endothelium  would  not  provide  a bar- 
rier to  possible  toxic  effects,  and  to  simulate 
a traumatized  eye,  after  entry  into  the  ante- 
rior chamber  at  the  limbus,  the  inner  corneas 
of  the  rabbits  were  excoriated  by  drawing  a 
Sato®®  knife-needle  across  the  surface.  Rab- 
bit anterior  chambers  were  then  filled  with 
streptokinase  in  the  dilutions  of  10,000  units 
per  ml.,  50,000  units  per  ml.,  100,000  units 
per  ml.,  200,000  units  per  ml.  and  500,000 
units  per  ml.  Thrombolysin  was  used  in  a 
concentration  of  1,250  units  per  ml.  as  re- 
ported by  Scheie.®  As  controls,  some  eyes 
were  injected  with  saline.  In  five  rabbits 
human  blood  was  injected  into  the  anterior 
chambers  and  permitted  to  clot.  Compari- 
sons were  made  between  irrigation  times  re- 
quired to  clear  chambers  irrigated  with 
Thrombolysin  as  opposed  to  saline.  Results 
were  followed  with  slit  lamp  examinations 
and  anterior  segment  photographs. 

Results. — Initially,  all  corneas,  including 
the  controls,  developed  cloudiness  secondary 
to  the  trauma  inflicted  with  the  knife-needle. 
There  was  a moderate  fibrin  response  in  the 
anterior  chamber.  Within  24  hours  the  cor- 
neal edema  and  the  anterior  chamber  fibrin 
had  begun  to  clear  and  by  the  end  of  seven 
days  (average),  clearing  was  complete.  At 
lower  concentrations  of  streptokinase,  per- 
manent opacities  did  not  occur  other  than 


Volume  61,  MARCH,  1965 


181 


O p. 
.2  ^ 


Q 


^ w 
p >, 

'Tj 
«+H  w 

^ CS 
§ 2 
.2  0) 

2'g. 

Q » 


^ X 

;-4  O' 

cT 

0)  o 
&£  03 
< ^ 


>. 

T3 

a;  c 

b ® 

a <u 
<v  0) 


^ c 

O'  (D 


A-  Q pli 

U ft  bfi 


Xi  ^ 

B o 


c^ 

.5 

o 

ft 

a> 


cy2 


05 


c 

O <D 
•r?  W 


'o 

ft 


f-^ 

O ' 

«M 

<1> 
ft  W 

'S  -S  ■ 

'P  ■ 

’h3  ^ ■ 


r2 

s 

; ^3 


o 


1^  ‘i' 
be  ^ 5 
”3  .2 

hJ  pH  V> 


d P 
VI  > 

^ o 

& s 

f-i 

m O 
> 

*43  a»  • 

O ?H 

4)  P 


OW  ‘rH 

«^H  «M 


o 

< 

c 


O) 

>J 


c^ 

S 

S 

o 

ft 

O) 

p 

4-5 

c/2 


p a 

s .2 

^ ,,  & 
o .2 
o P 

Oj  w 

P c 


ft  p 
d d 
o P 
o 


IS 

s 

S "2 


o 

O 


rii 

ID 

D 

3= 


be  p 

D . 
I-J  Pi. 


33  C 
W o 

«l 

12:  g 


r<  D 

O -P 
J C3 
&£. 


2 !=  c 
>-3  c«  .5 


C« 

g 

o 


c 

O <D 

■^1 

^ iS 

q;  ft 
ft  w 

IS 

42 


eC 


X 


T3 

C 

c^ 


«f4 

o; 

P 


O ’ 


ns 
, <s 


t: 

j*gs 


c« 

s 

p 

d 

-p  ^ 

P « 
P 43 

s ^ 


X 


•a  V 
p p 
si  be 


'S 

p 

.2" 

Q> 
p 
d 
a> 


0^ 
4-5 

* p — 

^ S:2; 

c ^ 

,P  P V)  P 
o 

^ X X 

^ ^ 44> 

^ C -r  00 


d 

P 

5 

ft 


o ' 


'TO 

<jS 

J d 


*^I  c^ 


ft 


C ZJ 

P o 

S 


40 


US 

<M 


0) 
-p 
a;  d 
P 


01 


p 

-_  . . P 

o 

4^ , 4:5  jO 

^ p X ^ 
>— 1 c^  ^ (N 


'O 

a> 

P 

d 

<D 


P 

(1) 

40 

s 

d 

4= 

o 


‘p 

■hg 

4-5 

P 00  . 

S ^ c 

4j  w 

01  P 
P P ^ 

o o o 
O *43  CO 


4^ 

C 


:2 


CS  ^ 

S o 

P 0) 


o 

CO 


<y 

40 


d 

40 

o 


P .2 


O 


4- 

P 


O 

P 

’p 

X 


d 


' ^ <1^ 
P o 'ft 
p o ft 
rs  P ^ 
CQ  --40 

13 

s 

IC  TO 
a) 

p 

o 

'o 

O 


§1 


’-  p 

si  g -g 

be  S 

r 05 
g 05  lO 


d 

40 

O 


P ^ 
d ^ 

4-5  ^ 
W 

P P 
o o 
O ' 


p • 


d 


X5 

o; 

P 

d 


p 

0) 

40 


d 

X 

O 


d 

‘p  ^ 

s 

P 2 
d 


P P 
o o 
O *43 


Q) 

> 

O 

P 


P 

P 

4) 

P S P 

s ..  s 

3 0) 

P ^ '2 

p ft 

4J  g 

4J  'S  'ft 
P CO  ^ 
D g C 

seg; 


p 

0) 

p 

p 

p 

y 

p p 


'TO 

0) 

P 

P 

0) 


P 

4> 

40 

S 

P 

o 


d 

bn 


p o 
d 

445  'w' 
CO 

P P 
O O 
O *43 


p 

y 

> 

y 

p 

P 


0) 

00  P 

a £ 

^ y 

m -p, 
M ^ 

^40 


ft 

44)  ^ 

^ p 


>> 

sS 

TO 

_ D 

•a  > 

(U  m .3. 
^ V 13 
si  .13  2 

4i  S D 

y ^ ft 

-C  V 
D 4->  to 

^ .a  o 
c a a 
5 o 
2 T3  "a 

c c 

U D 05 


a 

•Sf 

'a ' 
a ' 


P ‘ft 

c5  Si 


oi 

p 

O 

O 


.S 

p ^ 

.2  o 

44»  CD 


rS 

P 


_ i>  0^ 

P y <-P 


P 6 

S 


y 

13 

y 

d 

'd 

s 

S 

S 

y 

CD  Ph 

05  S 

t>  '3 

05  S 

S'® 

s 

y 

p 

-§ 

y 

p 

'£ 

o 

X 

X 

o 

o 

o 

O 

182 


Texas  State  Journal  of  Medicine 


minimal  proliferations  of  Descemet’s  mem- 
brane along  the  excoriations.  At  concentra- 
tions above  200,000  units  per  ml.  a perma- 
nent corneal  opacity  was  evident.  There  was 
no  evidence  of  any  effect  on  the  irises  or 
lenses. 

The  rabbit  anterior  chamber  clots  treated 
with  the  profibrinolysin  activator-fibrinoly- 
sin  preparation  Thrombolysin  cleared  com- 
pletely with  an  average  lavage  time  of  ten 
minutes.  Controls  treated  with  saline  still 
had  clots  at  the  end  of  this  time.  Similar 
results  were  obtained  by  Morton  and  Turn- 
bull.2i 

Clinical  Observations 

During  the  past  four  years,  reports  of 
only  11  patients  with  total  unresolving  hy- 
phemas and  uncontrolled  secondary  glauco- 
ma have  been  collected  (Table  1).  In  the 
beginning,  patients  were  treated  with  strep- 
tokinase injections  (500  units  per  ml.)  into 
the  anterior  chamber  in  the  hope  that  the 
clot  would  lyse  and  be  absorbed  (cases  1,  2). 
Later,  in  1960,  the  fibrinolysin  injections 
were  followed  by  lavage  of  the  anterior 
chamber  (cases  3,  4,  5).  In  1961,  Throm- 
bolysin was  used  for  irrigation  through  a 
blunt  no.  18  needle  as  outlined  by  Scheie^ 
(cases  6, 7).  Note  that  one  eye  was  cleared 
when  irrigated  with  balanced  saline  solution 
alone  (case  8).  Irrigation  was  preceded  by 
treatment  with  intravenous  urea  in  two  in- 
stances and  clots  cleared  with  minimal  sa- 
line lavage  (cases  9,  10). 

Discussion. — The  highly  purified  prepara- 
tions of  streptokinase  and  fibrinolysin  per- 
mit much  higher  dosage  in  lavage  of  trauma- 
tized eyes  with  massive  clots.  The  permissi- 
ble dosage  exceeds  those  used  by  O’Rourke,^® 
Smillie,"^  and  Friedman^^  with  older  prepa- 
rations. The  technique  which  evolved  using 
streptokinase  is  the  intracameral  injection 
of  500  units  per  ml.,  followed  in  24  to  48 
hours  by  the  lavage  of  the  liquefied  clot. 
Using  a profibrinolysin  activate r-fibrinoly- 
sin  preparation  as  outlined  by  Scheie,  Ash- 
ley, and  Weiner,^  an  equally  gratifying  re- 
sult can  be  obtained  with  the  great  advan- 
tage of  subjecting  the  patient  to  only  one 
procedure.  The  disadvantage  of  continuous 
lavage  is  that  it  increases  the  possibility  of 
inflicting  further  trauma,  contamination, 
and  resultant  endophthalmitis  (case  11).  An 
unexplored  area  which  offers  interesting 


possibilities  is  the  concurrent  use  of  osmotic 
hypotensive  agents  followed  by  saline  lav- 
ageio  (cases  9,  10). 

Summary 

Purified  preparations  of  streptokinase  and 
fibrinolysin  are  well  tolerated  when  injected 
into  the  anterior  chambers  of  rabbit  and 
human  eyes.  In  patients  with  massive  an- 
terior chamber  hemorrhages  and  uncontrolled 
secondary  glaucoma,  these  fibrinolytic  prep- 
arations offer  unique  opportunities  for  clear- 
ing the  blood  clots. 
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Early  Treatment 
Of  Common  Eye  Injuries 


SUCCESSFUL  MANAGEMENT 
CLINICAL  MEDICINE  of  commoii  Gye  injuries  depends 
greatly  on  the  initial  treatment. 
Review  and  evaluation  of  logical 
procedures  to  follow  in  such  emergencies  is 
therefore  important. 


Initial  Examination 

Obviously,  a pertinent  history  of  the  in- 
jury or  accident  must  be  taken  before  the 
examination  is  started. 

A vigorous  attempt  to  estimate  the  vision 
in  the  injured  eye  or  eyes  must  be  made  be- 
fore any  manipulation.  This  step  is  neces- 
sary to  let  the  patient  know  just  what  he 
sees  from  the  affected  eye  before  treatment. 
The  doctor  should  record  the  vision,  whether 
it  is  only  “perception  of  light,”  “counting  of 
fingers”  at  one  foot,  20/20  on  the  vision 
chart,  or  if  he  has  no  chart  available,  the 
reading  of  newspaper  headlines  at  18  inches. 
Vision  must  be  recorded  in  the  doctor’s  own 
handwriting  to  make  it  legally  acceptable 
before  many  courts. 

Frequently,  the  eyelids  are  so  swollen  or 
there  is  so  much  blepharospasm  and  light 
sensitivity  that  neither  the  true  vision  can 
be  estimated  nor  the  initial  examination  per- 
formed until  local  anesthetic  is  instilled.  A 
solution  of  0.5  percent  tetracaine  is  usually 
satisfactory. 


Superficial  Foreign  Bodies 

The  examination  may  be  performed  with 
the  patient  in  a reclining  chair  or  lying  on 
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an  examining  table,  in  a moderately  dark- 
ened room,  with  an  adjustable  spotlight  or 
flashlight  focused  on  the  affected  eye.  If  the 
brow  and  eyelids  are  not  affected,  the  cornea 
and  bulbar  conjunctiva  are  scanned  carefully 
with  magnifying  glasses.  If  nothing  is  found 
in  these  areas,  the  eyelids  are  everted  and 
often  small  particles  are  found  on  the  upper 
tarsus  or  in  the  cul-de-sac. 

If  the  patient  is  fortunate  enough  to  have 
only  a small  foreign  body  loosely  applied  to 
the  upper  tarsus,  it  may  be  irrigated  free  by 
flushing  with  normal  saline  solution,  and 
many  foreign  bodies  may  be  removed  from 
the  cornea  by  the  same  procedure.  If  the 
fragment  is  imbedded  in  the  tarsus,  a saline- 
wet  cotton  applicator  may  be  used  with  con- 
siderable success,  whereas  it  is  often  a dan- 
gerous procedure  on  the  cornea  because  of 
the  extra  abrasion  it  causes.  If  the  foreign 
body  is  deeply  imbedded  in  the  epithelium 
or  stroma  of  the  cornea,  a rounded  or  sharp 
spud  is  employed,  after  several  instillations 
of  a local  anesthetic.  The  object  is  to  effect 
the  removal  with  as  little  injury  to  the  sur- 
rounding tissues  as  possible.  The  extent  of 
the  resulting  crater  and  abrasion  can  be  out- 
lined by  the  instillation  of  a drop  of  2 per- 
cent fluorescein  or  the  use  of  a prepared 
sterile  fluorescein  strip,  followed  by  a copi- 
ous irrigation  with  normal  saline  solution. 
If  the  staining  area  is  large,  and  the  patient 
is  not  affected  by  glaucoma,  a drop  of  2 per- 
cent homatropine  will  relieve  the  after-pain 
to  a considerable  degree.  It  is  generally 
agreed  that  the  use  of  a plain  antiseptic  or 
antibiotic  ointment  and  closure  of  the  eye 
with  a dressing  is  conducive  to  rapid  heal- 
ing and  comfort.  The  use  of  a combined 
steroid  and  antibiotic  ointment  is  forbidden 
in  most  eye  centers  because  of  the  danger 
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Careful  examination  of  eye  injuries  prior  to 
any  treatment  is  extremely  important. 

Both  the  physician  and  patient  should  be 
aware  of  vision  existing  at  that  time. 
Treatment  varies  according  to  type  of  injury. 


of  viral  or  mold  contaminations  in  such  com- 
binations. 


Abrasions  of  Cornea 

Abrasions  of  the  cornea  may  be  detected 
only  by  using  fluorescein  solution  and  irriga- 
tion. The  history  is  often  vague  but  the  pa- 
tient complains  of  extreme  pain  and  the 
feeling  of  a foreign  body.  Sometimes,  the 
patient  will  admit  rubbing  his  eye  after  a 
fingernail  scratch  or  sand  having  blown  in 
his  eye.  If  the  edges  of  the  staining  area 
tend  to  be  irregular  and  branch  outward, 
the  possibility  of  a viral  involvement  such 
as  dendritic  keratitis  must  be  considered. 
Under  no  circumstances  should  steroids  be 
used.  In  fact,  it  would  be  safer  in  all  corneal 
injuries  to  use  plain  sulfa  or  antibiotic  oint- 
ment with  a dressing.  If  a viral  infection 
should  develop  after  the  second  or  third 
daily  dressing  the  treatment  should  be 
changed  to  idoxuridine  as  recommended,  a 
drop  in  the  affected  eye  every  hour  during 
the  day  and  every  two  hours  at  night.  The 
eye  has  to  be  atropinized  because  of  the 
iridocyclitis  and  some  days  later,  a mild 
steroid  may  be  added  to  the  treatment,  but 
never  at  the  inception.  Many  patients  have 
developed  such  a dense  corneal  opacity  from 
the  early  use  of  steroids  that  useful  vision 
has  been  lost. 


Contact  Lens  Injuries 

Comeal  abrasions  and  ulcerations  from 
the  use  of  contact  lenses  are  becoming  more 
common  as  the  use  of  such  lenses  increases. 
The  tearing,  photophobia,  and  pain  from 
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their  use  by  automobile  drivers  and  some 
airplane  pilots,  with  their  effect  on  vision, 
should  make  a person  shudder  when  he 
drives  on  a highway  or  goes  for  an  airplane 
ride.  Until  the  contact  lens  is  developed  to 
the  point  where  it  is  nonirritating  for  at 
least  eight  or  ten  hours,  its  use  should  be 
discouraged  or  forbidden  in  automobile  driv- 
ers and  airplane  pilots.  The  danger  is  not 
what  might  happen  to  the  driver  or  pilot 
using  them,  but  to  his  passengers  and  other 
people  on  the  road  or  in  the  air.  Nearly 
every  ophthalmologist  has  found  it  neces- 
sary to  hospitalize  an  occasional  wearer  of 
contact  lenses  because  of  severe  ulceration 
of  the  cornea  and  threatened  loss  of  the  eye. 
Progress  is  being  made,  however,  and  it  is 
predictable  that  comfortable  and  efficient 
lenses  will  be  developed  within  the  near  fu- 
ture which  may  conform  to  safety  require- 
ments. 

Clean  cuts  and  superficial  lacerations  of 
the  cornea  may  be  treated  as  abrasions  and 
will  heal  without  appreciable  scarring  if  an 
antibiotic  ointment  and  dressing  are  applied 
for  a few  days.  A scratch  from  a dirty  fin- 
gernail or  the  sharp  edge  of  a newspaper 
may  cause  serious  ulceration  and  scarring 
unless  the  infection  is  stopped  as  soon  as 
possible. 


Intraocular  Foreign  Bodies 

Intraocular  foreign  bodies  offer  an  emer- 
gency problem  with  extreme  implications. 
The  patient  usually  gives  a history  such  as 
hammering  on  metal  without  safety  glasses 
or  an  explosion  of  some  type  and,  in  the  case 
of  children,  fireworks  and  air  rifles  are  the 
main  agents  of  sight  impairment.  Every 
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EYE  INJURIES — Payne — continued 


effort  should  be  made  to  ascertain  the  vision 
of  the  affected  eye  before  the  examination 
is  performed.  Some  patients  have  little  or 
no  pain  from  a penetrating  foreign  body,  and 
no  visible  entrance  wound,  but  exhibit  a 
spastic  contraction  of  the  pupil  with  some 
irregularity.  A microscopic  perforation  of 
the  iris  in  the  periphery  with  a small  hem- 
orrhage in  the  anterior  chamber  may  be 
present.  Obviously,  the  pupil  must  be  di- 
lated and  the  fundus  examined  with  the 
ophthalmoscope.  An  immediate  x-ray  local- 
ization should  be  ordered  and,  if  positive, 
the  patient  should  be  referred  to  an  ophthal- 
mic surgeon  with  considerable  experience  in 
traumatic  surgery^ 


Contusions 

Contusions  of  the  orbital  rim  and  eye  are 
coexistent  and  one  seldom  occurs  without 
both  structures  being  involved.  Fortunately, 
the  rim  of  the  orbit  furnishes  a bony  pro- 
tection for  the  globe,  and  in  most  cases,  an 
immensely  swollen  and  ecchymotic  pair  of 
eyelids  will  not  necessarily  indicate  serious 
ocular  damage.  There  is  a possibility  that 
the  rim  of  the  orbit  may  be  fractured  with 
its  floor  involved  in  such  a way  that  the  eye- 
ball is  receded  and  falls  downward.  This 
may  cause  enophthalmos,  limitation  of  move- 
ment, and  double  vision.  X-ray  examination 
by  tomogram  studies  may  be  indicated,  fol- 
lowed by  restoration  of  the  orbital  floor  as 
soon  as  possible.  If  the  fractures  are  not 
repaired  within  a reasonable  time,  double 
vision  will  persist  and  get  worse  because 
fibrotic  changes  which  anchor  the  inferior 
ocular  muscles  within  the  antral  cavity  form 
a firm  union  with  the  surrounding  bone. 

Explosive  contusions  of  the  eye  differ 
from  nonperforating  blows  by  the  usual  in- 
volvement of  the  anterior  segment  due  to 
negative  pressure,  as  contrasted  with  in- 
volvement of  the  entire  globe  by  blows  from 
blunt  objects.  To  understand  contusions  of 
the  eye  we  must  remember  that  the  eye  con- 
sists of  an  almost  avascular  fibrous  tunic,  1 
mm.  or  less  in  thickness,  enclosing  the  uvea 
and  transparent  contents  of  the  globe.  The 
fibrous  envelope,  composed  of  transparent 
cornea,  opaque  sclera,  and  weak  mesh-like 
lamina  cribrosa  crossing  the  scleral  canal, 
suffers  changes  from  the  impact  of  blows 


or  explosions.  The  sclera  suffers  only  slight- 
ly, whereas  the  cornea  and  lamina  cribrosa 
may  have  irreversible  changes.  Edema  of 
the  corneal  epithelium  with  abrasions  is  a 
common  observation;  and  in  some  cases  in 
which  the  impact  is  severe,  wrinkling  of 
Descemet’s  membrane  may  persist  until  nor- 
mal intraocular  tension  is  regained. 

The  following  conditions  may  follow  ocu- 
lar contusions: 

1.  Edema  and  ecchymoses  in  the  eyelids. 

2.  Hemorrhages  in  the  conjunctiva. 

3.  Edema  and  erosions  of  the  corneal  epithelium. 

4.  Wrinkling  and  rupture  of  Descemet’s  mem- 
brane. 

5.  Edema  and  hemorrhage  in  the  limbus  corneae. 

6.  Hyphema  or  hemorrhage  into  the  anterior 
chamber. 

7.  Iridodialysis  and  radiating  lacerations  of  the 
iris. 

8.  Rupture  of  the  sphincter  pupillae  and  inver- 
sion of  the  iris. 

9.  Traumatic  iridocyclitis. 

10.  Paralysis  and  spasm  of  accommodation. 

11.  Subluxation  of  the  lens. 

12.  Cataract. 

13.  Hypotony  and  hypertony  (glaucoma). 

14.  Vitreous  hemorrhage. 

15.  Rupture  of  choroid;  choroidal  hemorrhages.  . 

16.  Commotio  retinae,  retinal  hemorrhages  and 
pigmentation. 

17.  Detachment  of  the  retina. 

18.  Rupture  of  the  lamina  cribrosa  and  injury 
to  the  optic  nerve. 

Treatment  of  contusions  of  the  eye  calls 
for  little  action  and  considerable  patience.  It 
is  surprising  how  many  contusions  heal  with- 
out complications  following  simple  cleansing, 
bandaging,  and  rest.  It  is  unnecessary  and 
often  dangerous  to  administer  atropine  solu- 
tions following  nonperforating  injuries.  Cool 
compresses  are  valuable,  and  the  patient 
should  have  the  benefit  of  sedatives  or  mild 
narcotics. 

Intraocular  foreign  bodies  should  be  sus- 
pected in  all  cases  of  blast  injury  and  the 
roentgen  ray  should  be  used  to  determine 
their  presence. 

If  the  injury  is  severe  the  patient  should 
be  hospitalized  or  confined  to  bed  until  the 
true  condition  is  known.  Some  ophthalmol- 
ogists advocate  the  use  of  trypsin  to  hasten 
the  absorption  of  blood.  If  a hemorrhage  in 
the  anterior  chamber  tends  to  form  a hard 
clot  and  resist  absorption  it  may  be  neces- 
sary to  remove  it  surgically.  If  the  lens  is 
dislocated  or  forms  a cataract,  an  extraction 
is  indicated.  An  extensive  iridodialysis 
should  be  corrected,  and  a detached  retina 
should  be  replaced. 
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Chemical  Burns 

Chemical  burns  of  the  eye  may  be  alkali 
or  acid  in  origin;  treatment  is  the  same, 
namely  the  quick  removal  of  the  agent  by 
generous  flushing  "with  tap  -water  and  the 
removal  of  particles  by  mechanical  means. 
There  is  no  time  to  think  of  neutralizing 
agents,  which  are  of  doubtful  benefit  in  any 
case.  To  remove  solid  particles  such  as  lime, 
the  instillation  of  a local  anesthetic  is  almost 
always  necessary.  The  after  treatment  con- 
sists of  atropinization,  cool  saline  compresses 
and  irrigations  when  needed.  Most  indus- 
trial physicians  and  ophthalmologists  be- 
lieve that  ointments  are  contraindicated  for 
the  first  24  hours  because  of  the  danger  of 
trapping  the  chemical  or  its  residue  in  the 
eye  tissue.  This  is  especially  true  in  the  case 
of  lime  from  plaster  or  cement.  The  later 
use  of  steroids  in  the  eye  is  hazardous  be- 
cause of  the  danger  of  invasion  by  molds  or 


viruses.  One  of  the  common  accidents  in- 
volving acid  may  occur  in  the  home  when 
the  patient  mistakes  eye  drops  for  stomach 
drops.  Usually  one  drop  in  only  one  eye  is 
enough  for  the  individual.  Again  the  treat- 
ment is  the  same  as  outlined.  It  is  often 
necessary  to  differentiate  chemical  burns  of 
the  eye  and  adnexa  from  allergies  and  ac- 
tinic burns.  The  history  is  a great  help  in 
these  cases  as  the  patient  often  knows  that 
he  is  sensitive  to  certain  agents  and  he 
knows  whether  he  has  had  an  overexposure 
to  the  sun  or  a sun  lamp. 

The  successful  treatment  of  common  eye 
injuries  depends  on  a reliable  history,  the 
estimation  of  vision,  the  examination  and 
diagnosis,  and  intelligent  treatment.  Long 
experience  is  invaluable  but  a constant  re- 
view of  the  literature  is  imperative  if  satis- 
faction is  to  be  achieved. 

Dr.  Payne,  17  East  72nd  Street,  New  York,  N.  Y. 
10021. 


Those  Crude  Colonists 

Uses  and  abuses  of  snuff  have  recently  been  studied  and  reported 
by  a British  physician  (Dec.  26  British  Medical  Journal). 

While  it  is  significant  that  Dr.  D.  F.  N.  Harrison  finds  commer- 
cial snuff  apparently  free  from  carcinogenic  agents,  his  article  is 
memorable  as  a delightful  collection  of  historical  data  on  a form  of 
tobacco  addiction  no  longer  in  vogue. 

At  least,  it’s  not  in  vogue  in  Great  Britain.  Dr.  Harrison  seems 
to  find  definite  evidence  of  revival  of  snuff  use  in  the  United  States 
since  the  U.  S.  Department  of  Agriculture  estimates  34,000,000  lbs. 
was  sold  in  1961.  Tennessee  is  the  chief  producer  and  user,  he  re- 
ports with  a touch  of  humor. 

Can  it  be  that  some  smokers  in  the  “colonies”  have  switched  to 
snuff  ? 
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Lethal  Midline  Granuloma 

Clinical  Aspects 


LETHAL  MIDLINE  granuloma  is 
CASE  REPORTS  tlio  Hamo  glvon  to  a progressive 

■ ulcerative  destruction  of  structures 
in  the  facial  midline  including  the 
nose,  sinuses,  and  orbits.  The  outcome  of 
this  disease  is  almost  invariably  fatal  despite 
strenuous  and  often  heroic  therapeutic 
measures.  By  no  means  common,  lethal  mid- 
line granuloma  has  been  of  increasing  inter- 
est to  otolaryngologists,  ophthalmologists, 
and  maxillofacial  surgeons  since  it  was  first 
described  by  McBride’^®  in  1897.  Scattered 
reports  concerning  the  entity  appeared  in 
the  literature  under  several  names  during 
the  next  30  years.  In  1933,  Stewart^^  col- 
lected and  reviewed  ten  cases  of  the  disease, 
including  five  of  his  own.  Since  then  more 
than  100  cases  of  midline  granuloma  have 
been  reported,  and  some  generalizations  can 
be  made.  The  disease  is  almost  twice  as  com- 
mon in  men  as  it  is  in  women.  Although  the 
ages  of  reported  patients  have  ranged  from 
12  to  71  years,  most  patients  have  been  be- 
tween 20  and  50  years  of  age  with  an  ap- 
proximate average  age  of  40.  Overwhelm- 
ingly, the  individuals  afflicted  with  this  dis- 
ease have  been  members  of  the  Caucasian 
race,  so  that  this  uncommon  disease  is  dou- 
bly rare  in  Negroes.  Ocular  involvement 
has  been  found  in  more  than  40  percent  of 
the  cases  described  in  the  literature.  Some 
pertinent  features  of  the  disease  in  general 
will  be  reviewed  herein  and  one  case  report 
given. 


Case  Report 

This  22-year-old  white  man  was  admitted  to  the 
hospital  with  a history  of  proptosis  of  the  right  eye 
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of  15  days’  duration.  He  had  always  had  poor 
vision  in  the  left  eye  without  any  apparent  squint. 
For  many  years  he  had  had  seasonal  “hay  fever” 
with  tearing  and  a runny  nose  from  August  through 
September.  Three  years  prior  to  admission  his  right 
eye  became  “swollen”  and  he  also  had  a severe  ex- 
acerbation of  his  hay  fever.  He  received  a number 
of  shots  from  an  allergist  and  the  difficulty  sub- 
sided. Four  months  later,  however,  because  of 
chronic  nasal  obstruction  he  required  a “sinus  op- 
eration” which  relieved  his  symptoms  briefly.  Two 
years  prior  to  admission  the  left  eye  became  swollen 
and  he  again  undei-went  “sinus  surgery”  with  brief 
relief  of  symptoms.  Because  of  recurrent  and  per- 
sistent nasal  obstruction,  however,  two  additional 
nasal  operations  were  soon  performed  but  without 
benefit.  One  month  prior  to  admission  the  right  eye 
became  swollen  for  a second  time  and  in  addition 
there  was  swelling  over  the  right  temporalis  muscle 
with  considerable  difficulty  in  opening  the  mouth. 

On  admission  the  patient’s  vision  in  the  right  eye 
was  20/20  and  the  left  eye  20/200,  not  improved 
with  lenses.  There  was  10  mm.  of  proptosis  on  the 
right  with  an  almost  total  external  ophthalmoplegia 
on  that  side.  The  entire  right  side  of  the  face  was 
swollen  and  indurated.  The  examination  of  the 
right  eye  itself  was  not  remarkable  and  apart  from 
the  amblyopia,  the  left  eye  also  appeared  normal. 
The  general  physical  examination  revealed  a per- 
forated nasal  septum  as  well  as  some  evidence  of 
recent  weight  loss. 

Laboratory  studies  included  a normal  hemogram, 
urinalysis,  and  chest  x-ray.  Serum  proteins,  urea, 
sugar,  and  protein-bound  iodine  were  all  normal. 
Skull  films  showed  nothing  but  chronic  pansinusitis. 
A lumbar  puncture  revealed  completely  normal 
spinal  fluid,  and  repeated  blood  cultures  were 
sterile.  Repeated  lupus  erythematosus  (LE)  cell 
preparations  were  negative,  liver  function  studies 
were  within  normal  limits,  and  serologic  tests  for 
syphilis  were  negative.  Bacteriologic  studies  of  ma- 
terial taken  from  the  nose  and  sinuses  failed  to 
reveal  fungi  or  acid-fast  bacilli. 

A review  of  pathologic  specimens  obtained  during 
the  course  of  his  earlier  hospitalizations,  as  well 
as  fresh  biopsy  material  taken  later  from  the  nose, 
orbit,  temporalis  muscle,  and  nasopharynx  revealed 
nothing  but  granulation  tissue,  fibrosis,  and  non- 
specific inflammation.  Thus,  efforts  to  explain  the 
patient’s  disease  on  the  basis  of  a specific  infecti- 
ous, endocrine,  or  neoplastic  process  were  not  suc- 
cessful. A diagnosis  of  orbital  pseudotumor  could 
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When  chronic  upper  respiratory  obstruction 
is  associated  with  unexplained  ulceration  and 
necrosis  of  nasopharyngeal  tissues,  lethal 
midline  granuloma  should  be  considered. 
Ocular  involvement  is  not  uncommon.  Steroid 
therapy  offers  the  best  chance  for  retarding 
facial  deformity  and  prolonging  life. 


JOHN  E.  EISENLOHR,  M.D. 


not  be  supported  on  the  basis  of  clinical  or  histo- 
logic evidence. 

In  spite  of  high  doses  of  steroids  and  antibiotics, 
the  patient’s  proptosis  progressed  rapidly.  He  de- 
veloped papilledema  on  the  right  and  shortly  there- 
after the  vision  in  this  eye  began  to  deteriorate. 
In  hope  of  saving  his  only  good  eye,  an  orbital  de- 
compression was  done.  At  the  time  of  surgery,  the 
temporalis  muscle  and  the  lateral  rectus  muscle 
were  enormously  thickened,  pale,  and  indurated. 
The  bone  of  the  lateral  orbital  rim,  however,  ap- 
peared normal.  The  procedure  was  not  successful 


and  the  patient’s  decline  seemed  more  rapid  fol- 
lowing surgery.  For  two  days  after  the  operation 
he  had  high,  spiking  temperatures  and  he  soon  lost 
light  perception  in  the  right  eye.  Curiously,  the 
skin  incision  made  over  the  grossly  abnormal  tem- 
poralis muscle  healed  normally  but  tbe  skin  over 
the  inferior  orbital  rim  began  to  ulcerate.  Eating 
and  breathing  became  progressively  more  difficult 
as  the  patient’s  jaw  became  virtually  fixed.  A 
tracheotomy  was  performed  with  some  respiratory 
relief  but  this  procedure  also  was  followed  by  a 
stormy,  febrile  postoperative  course.  In  addition  to 


Fig.  1.  Photograph  of  patient  token  just  prior  to  exentera-  Fig.  2.  Lateral  view  taken  at  the  same  time  as  Fig.  1. 

tion.  Note  swelling  of  entire  right  side  of  face,  and  necro-  The  skin  incision  made  for  the  orbital  decompression  has 

sis  of  tissue  along  the  inferior  orbital  rim.  healed  well. 
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Fig.  3.  View  of  the  orbit  token  at  time  of  exenteration. 
The  enormous  thickening  of  tissue  overlying  the  orbital 
rim  can  be  seen. 


60  to  70  mg.  of  prednisone  daily  plus  adrenocortico- 
trophic  hormone  (ACTH)  intramuscularly,  the  pa- 
tient received  a course  of  nitrogen  mustard  and 
later  x-ray  therapy  without  any  benefit.  Ultimately 
the  entire  contents  of  the  right  orbit  became  frank- 
ly necrotic  and  an  exenteration  was  done.  Two 
weeks  later  the  ulcerative  process  in  the  nasophar- 
ynx spread  to  a major  vessel,  and  exsanguination 
and  death  occurred.  At  autopsy,  necrosis,  granula- 
tion tissue,  and  gangrene  were  widespread  through- 
out the  nasopharynx,  the  temporalis  muscle,  and 
the  muscles  of  the  right  side  of  the  face. 

Review 

In  1933,  Stewart^-  arbitrarily  divided  the 
disease  process  into  three  stages  while  ad- 
mitting that  no  such  pathologic  division  ac- 
tually existed.  The  prodromal  stage,  which 
may  last  one  or  more  years,  consists  pri- 
marily of  nasal  stuffiness  with  a watery  or 
serosanguineous  nasal  discharge.  Often  dur- 
ing this  stage  patients  undergo  various  types 
of  nasal  surgery  in  an  effort  to  relieve  the 
obstruction,  and  a perforated  nasal  septum 
which  fails  to  heal  is  a common  feature  of 
this  period.  Ultimately,  the  serous  discharge 
becomes  more  profuse  and  purulent  as  the 


patient  enters  the  second  phase  of  the  dis- 
ease. Patches  of  necrotic  tissue  can  be  found 
within  the  nasal  cavity  and  rapidly  destruc- 
tive ulceration  spreads  to  involve  the  whole 
nose  and  pharynx.  The  destructive  process 
erodes  through  the  skin  from  within,  pro- 
ducing monstrous  fistulae.  A common  site 
for  the  appearance  of  the  initial  skin  lesion 
is  along  the  course  of  the  nasolacrimal  duct. 
Commonly  the  tongue  is  not  involved.  Ocu- 
lar involvement  as  a rule  results  from  ex- 
posure as  the  adnexae  literally  slough  away, 
or  is  the  result  of  direct  involvement  of  the 
orbital  contents  by  the  necrotic  granulomat- 
ous process.  The  final  stage  is  one  of  cach- 
exia and  death,  either  from  hemorrhage, 
meningitis,  or  inanition. 

Generally  these  patients  have  a surprising 
freedom  from  pain  in  spite  of  the  massive 
facial  destruction.  Spiking  fever  seems  to 
be  characteristic  of  the  later  stages  of  the 
disease  and  even  minor  surgical  procedures 
or  debridements  are  followed  by  a stormy 
postoperative  course.  Laboratory  data  pro- 
vide no  characteristic  patteni  and  typically 
all  blood  studies  are  within  normal  limits. 

The  diagnosis  then  of  lethal  midline  gran- 
uloma must  be  one  of  exclusion  after  a vig- 
orous effort  has  been  made  to  find  other 
causes  for  the  facial  destruction.  The  list  of 
diseases  to  be  included  in  the  differential 
diagnosis  is  lengthy.  Early  cases  were  pre- 
sumed to  be  luetic  or  tuberculous  in  origin 
until  these  diseases  were  excluded  by  appro- 
priate studies,  by  their  failure  to  respond  to 
therapy,  or  both.  Possibly,  some  cases  of 
malignant  syphilis  of  the  face  described  in 
the  pre-Wassermann  days  were  due  to  lethal 
midline  granuloma.  Fungus  infections,  leish- 
maniasis, yaws,  tularemia,  leprosy,  and  gran- 
uloma venereum  are  other  infectious  pro- 
cesses to  be  considered.  Malignant  tumors, 
especially  mycosis  fungoides  and  lympho- 
epithelioma  must  be  ruled  out.  Burston®  has 
commented  on  the  fact  that  a diagnosis  of 
lethal  midline  granuloma  tends  to  paralyze 
the  physician’s  initiative  in  seeking  other 
diagnostic  possibilities.  He  included  in  his 
review  of  nine  cases  diagnosed  as  lethal  mid- 
line granuloma  five  patients  who  were  later 
proved  to  have  another  disease.  Factitious 
or  self-induced  injuries  can  simulate  lethal 
midline  granuloma  and  must  be  considered 
among  the  diagnostic  possibilities. 

The  etiology  of  lethal  midline  granuloma 
remains  unknown.  It  has  been  character- 
ized as  a tumor  unlike  any  other  tumor,  or 
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an  infection  unlike  any  other  infection.  Nu- 
merous authors  have  proposed  what  is  per- 
haps the  most  attractive  suggestion  concern- 
ing etiology,  namely  that  lethal  midline 
granuloma  represents  an  aberration  in  the 
patient’s  immune  mechanism.  In  an  exten- 
sive review  published  in  1959,  Blatt  and  his 
groups  presented  evidence  favoring  this  lat- 
ter hypothesis  and  implicated  tissue  auto- 
antigens in  the  basic  pathogenesis  of  the 
disease.  The  group  postulated  that  a local 
injury  to  the  tissues  of  the  respiratory  tract 
by  some  noxious  agent,  such  as  a chemical 
irritant  or  an  infectious  organism,  is  the 
first  step  which  occurs.  The  damaged  tis- 
sues then  act  as  a foreign  substance  and 
evoke  the  production  of  specific  auto-anti- 
bodies by  the  host.  The  antigen  antibody 
interaction  which  ensues  results  in  an  in- 
flammatory response  and  more  altered  tis- 
sue, thus  establishing  a vicious  cycle  of  tis- 
sue destruction  and  antibody  formation. 
Support  for  this  concept  of  the  disease’s 
pathogenesis  is  found  in  the  common  obser- 
vation that  surgical  intervention  is  invaria- 
bly followed  by  at  least  a temporary  worsen- 
ing of  the  patient’s  condition.  This  certain- 
ly was  true  in  the  case  just  reported  and  can 
be  explained  by  the  release  of  large  amounts 
of  autoantigen  into  the  circulatory  system 
at  the  time  of  surgery.  Additional  support 
for  the  auto-immune  concept  of  the  disease 
comes  from  the  occasional  case  of  lethal  mid- 
line granuloma  which  responds  favorably  to 
steroid  therapy. 

Regrettably,  the  histologic  picture  pre- 
sented by  lethal  midline  granuloma  is  not 
diagnostic.  Indeed,  if  the  typical  pathologic 
feature  of  this  disease  could  be  character- 
ized it  would  be  the  monotony  with  which 
repeated  biopsy  specimens  reveal  nothing 
but  chronic  inflammation,  granulation  tis- 
sue, and  necrosis.  Stewart^^  described  his 
findings  as  a wave  of  granulation  tissue  ad- 
vancing irregularly  into  healthy  tissue  break- 
ing down  behind  as  it  advances  in  front. 
Spear^^  has  made  a careful  study  of  the 
histologic  picture  in  lethal  midline  granu- 
loma, including  the  case  presented  here,  and 
he  has  commented  on  the  great  variety  of  the 
lesions  studied.  Some  cases  have  presented 
a picture  reminiscent  of  Hodgkin’s  disease 
or  mycosis  fungoides,  whereas  other  areas 
with  necrosis  of  small  vessels  have  tended 
to  simulate  primary  vascular  disease.  Spear 
emphasized  the  often  overlooked  fact  that 
diffuse  systemic  lesions  are  often  present  in 


addition  to  the  predominant  areas  of  facial 
and  upper  respiratory  involvement.  He 
pointed  out,  however,  that  the  recent  ten- 
dency to  ally  cases  of  lethal  midline  granu- 
loma with  cases  of  Wegener’s  granuloma- 
tosis cannot  be  supported  histologically. 
Wegener’s  granulomatosis  is  characterized 
not  only  by  gangrenous  destructive  lesions 
of  the  nose,  sinuses,  and  oropharynx,  but 
also  by  glomerulonephritis  and  generalized 
periarteritis  nodosa.  The  intense  arteritis 
found  in  Wegener’s  granulomatosis  con- 
trasts sharply  with  the  bland  vascular 
necrosis  unaccompanied  by  a polymorpho- 
nuclear response  seen  in  cases  of  lethal  mid- 
line granuloma. 

Blatt  and  others-  felt  that  Wegener’s 
granulomatosis  and  lethal  midline  granu- 
loma were  merely  two  forms  of  the  same 
disease.  Kinney  and  his  groups  also  believed 
that  these  two  entities  were  part  of  a spec- 
trum of  related  diseases  ranging  from  pure 
necrosis  and  granuloma  formation  without 
vasculitis  to  a pure  vasculitis  without  gran- 
uloma formation. 

Conclusions 

The  prime  concern  in  the  management  of 
these  patients  must  be  a vigorous  and  ex- 
haustive effort  to  exclude  other  diagnostic 
possibilities.  X-ray  therapy  has  been  re- 
ported beneficial  in  certain  cases  as  has  the 
use  of  nitrogen  mustard  or  related  com- 
pounds. Antibiotics  have  not  been  helpful 
except  in  controlling  secondary  infections. 
The  effect  of  surgery  has  been  mentioned 
previously  and  operative  intervention  should 
not  be  undertaken  in  hopes  of  “cutting  out” 
all  diseased  tissue.  Debridement  of  frankly 
necrotic  areas  and,  during  the  occasional 
periods  of  quiescence,  attempts  at  recon- 
structing the  facial  defects  do  seem  justi- 
fied. The  adrenotropic  and  adrenocortical 
hormones  have  proved  the  most  effective 
weapons  to  date  and  high  doses  for  pro- 
longed periods  of  time  are  often  required. 
Their  efficacy  is  consistent  with  the  auto- 
immune concept  of  the  disease.  While  the 
ultimate  prognosis  remains  poor,  it  is  likely 
that  steroids  are  effective  in  retarding  the 
disease  process  and  in  reducing  the  degree 
of  facial  destruction. 

Summary 

The  diagnosis  of  lethal  midline  granuloma 
should  be  considered  whenever  chronic  up- 
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per  respiratory  obstruction  is  associated 
with  unexplained  ulceration  and  necrosis  of 
nasopharyngeal  tissues.  The  case  presented 
is  atypical  in  that  the  most  prominent  fea- 
ture of  the  terminal  illness  was  orbital  and 
facial  involvement  on  one  side  rather  than 
“midline”  granuloma  formation.  Ocular  in- 
volvement is  not  uncommon,  however,  and 
no  effort  should  be  spared  in  seeking  an 
alternative  diagnosis  which  is  more  amena- 
ble to  therapy.  The  etiology  of  this  process 
remains  obscure  and  the  prognosis  disheart- 
ening. Steroid  therapy  offers  the  best  chance 
of  retarding  facial  deformity  and  in  pro- 
longing life,  and  large  doses  should  be  un- 
hesitatingly employed.  Occasional  cases  have 
been  reported  in  which  the  destructive  proc- 
ess has  been  arrested  for  prolonged  periods. 
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National  Pediatrics  Group 
Recommends  PKU  Testing 

The  American  Academy  of  Pediatrics  has  recommended  that 
all  newborn  infants  be  tested  for  phenylketonuria  (PKU),  before 
they  are  discharged  from  the  hospital.  The  blood  test  must  not,  how- 
ever, be  performed  until  after  the  infant  has  been  on  milk  feedings 
for  24  hours.  Two  types  of  blood  tests  are  available — one  is  a bac- 
teriological assay  (the  Guthrie  test)  and  the  other  includes  chemical 
procedures. 

Commenting  on  the  recommendation.  Dr.  E.  H.  Christopherson, 
executive  director  of  the  Academy,  noted  that  the  Academy  takes  no 
position  on  making  screening  tests  mandatory  by  state  law,  although 
a few  states  have  passed  such  laws  on  PKU  testing. 

“The  Academy  believes  that  passing  laws  requiring  screening 
tests  or  any  other  procedure  is  not  an  effective  method  for  improv- 
ing health  care  services,”  Dr.  Christopherson  said.  “Rather  the  Acad- 
emy believes  that  such  procedures  are  best  worked  out  cooperatively 
on  a local  level — by  physicians,  hospitals,  and  health  departments.” 
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Retinal  Detachment  Operations 

Pathologic  Appraisal 


BRITTAIN  F.  PAYNE,  M.D. 


Progress  is  being  made  in  the  diagnosis  and 
surgical  treatment  of  retinal  detachments, 
although  the  operation  still  has  hazards. 
Currently  good  visual  results  rather  than 
anatomic  restoration  must  be  the  goal. 

I 1 SINCE  WORLD  WAR  II  improve- 

REviEw  ARTICLES  meiit  111  tlic  Understanding  and 

■ technique  of  surgical  treatment  for 
retinal  detachment  has  given  new 
hope  to  the  ophthalmic  surgeon.  Patients 
with  retinal  detachment  have  been  so  en- 
couraged by  favorable  reports  in  the  mass 
media  that  it  is  difficult  for  them  to  accept 
any  degree  of  failure.  The  patient  often  ex- 
pects the  affected  eye  to  be  as  good  or  better 
than  it  was  before  the  operation.  It  is  the 
surgeon’s  responsibility  to  warn  the  patient 
that  any  such  treatment  for  retinal  detach- 
ment is  hazardous,  regardless  of  where  or 
by  whom  the  operation  is  performed.  The 
patient  is  interested  in  regaining  his  sight 
and  is  not  concerned  with  a successful  ana- 
tomic result,  apparently  the  criterion  of 
many  eye  centers. 

Binocular  indirect  ophthalmoscopy  has 
added  considerable  facility  to  the  location  of 
small  retinal  lesions  which  might  have  been 
overlooked  with  the  monocular  indirect  or 
direct  examination.  Stronger  illumination 
with  modem  ophthalmoscopes  permits  the 
examiner  to  see  the  fundus  more  clearly  and 
sketch  the  area  more  accurately.  A meticu- 
lous drawing  adds  invaluable  knowledge  in 
the  repair  of  the  diseased  area. 

Many  uncomplicated  small  detachments 
can  be  treated  with  diathermy  alone.  Some 
areas,  consisting  of  minute  cystic  tears  with- 
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out  appreciable  fluid,  respond  well  to  photo- 
coagulation. The  surgeon  must  be  sure  that 
the  condition  will  not  be  worsened  by  pre- 
ventive photocoagulation  or  diathermy.  The 
extensive  or  large  retinal  detachment  seems 
to  respond  best  to  some  form  of  scleral 
shortening,  with  or  without  an  encircling 
band  or  tubal  support.  The  principal  ad- 
vances in  surgical  treatment  of  retinal  de- 
tachments since  1946  have  been  concerned 
with  integrated  anesthesia,  which  keeps  the 
patient  and  surgeon  at  ease;  free  and  easy 
view  of  the  area  with  the  binocular  head- 
light and  condensing  lens  while  the  operation 
is  in  progress;  use  of  the  scleral  shortening 
technique;  and  elective  employment  of  pho- 
tocoagulation. Unfortunately,  these  “new, 
improved”  measures  have  not  always  meas- 
ured up  to  expectations  as  shown  by  micro- 
scopic appraisal  of  the  few  eyes  which  have 
reached  the  laboratory.  A few  comments  on 
the  normal  retina  and  its  relation  to  the 
globe  are  necessary. 


Embryologic  Development  of  Retina 

In  embryologic  development,  the  retina  ex- 
tends from  the  margin  of  the  pupil  to  the 
outer  border  of  the  optic  nerve.  It  is  re- 
flected onto  its  outer  layer,  the  pigment 
epithelium,  and  it  also  extends  to  the  optic 
nerve.  The  union  of  the  retina  to  the  pig- 
ment epithelium,  both  being  a single  layer 
of  cells,  is  firm  on  the  iris  and  ciliary  body, 
but  posterior  to  the  ora  serrata  the  union  is 
merely  one  of  apposition  until  firm  fusion  is 
accomplished  at  the  margin  of  the  optic 
canal.  In  most  anatomic  specimens,  the  pig- 
ment epithelium  appears  more  firmly  united 
to  the  lamina  vitrea  of  the  choroid  than  to 
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the  layer  of  rods  and  cones  of  the  retina.  It 
is  obvious  that  the  retina  is  held  in  position 
by  pressure  from  the  vitreous  and  the  devel- 
oping nerve  fibers  ascending  into  the  optic 
canal  to  form  the  optic  nerve.  The  human 
eye  at  birth  has  an  approximate  anteropos- 
terior diameter  of  15  to  17  mm.  as  compared 
to  23  to  24  mm.  in  the  adult.  Unless  myopia 
develops,  growth  of  the  eye  almost  stops  at 
about  the  age  of  nine  years.  This  means  that 
the  retina,  pigment  epithelium,  lens,  and  per- 
haps the  vitreous  have  attained  most  of  their 
growth  by  this  time. 

The  anatomic  retina  consists  of  nine  lay- 
ers, except  at  the  fovea  and  ora  serrata, 
where  it  is  reduced  to  a single  layer  of  cells 
held  in  position  by  the  respective  limiting 
layers.  It  extends  from  the  ora  serrata  to 
the  optic  nerve  and  is  not  attached  firmly  at 
these  areas  but  lies  in  apposition  only  to  the 
underlying  choroid.  This  peculiarity  permits 
the  retina  to  expand  in  the  myopic  eye  by 
the  formation  of  conus  around  the  optic 
nerve  and  thinning  with  degeneration  in  the 
extreme  periphery  where  it  merges  with  the 
ciliary  epithelium.  The  retina  has  no  elas- 
ticity and  is  under  constant  strain  in  the 
myopic  eye.  The  vitreous  body  compensates 
in  myopia  by  liquefaction  and  is  subject  to 
an  undulating  current  as  the  eye  moves  to 
shift  its  gaze.  Since  the  vitreous  body  is 
firmly  attached  to  the  ciliary  epithelium 
just  anterior  to  the  ora  serrata,  the  junction 
with  the  retina  is  under  constant  strain 
throughout  life  and  it  is  in  this  area  that 
cystic  degeneration  from  wear  and  tear  oc- 
curs. Many  detachments  and  disinsertions 
of  the  retina  begin  in  this  vulnerable  area 
in  myopic  as  well  as  hyperopic  eyes. 

Traumatic  detachments  in  young  people 
respond  better  to  surgical  treatment  than 
those  occurring  in  older  persons. 

Hemorrhages  from  retinal  vessels  often 
produce  traction  bands  in  the  vitreous  which 
prevent  good  operative  results,  and  this  is 
especially  true  when  diabetes  mellitus  co- 
exists. Spontaneous  reattachment  of  the  re- 
tina has  occurred  in  only  one  adult  patient 
of  mine  in  the  past  30  years  and,  in  retro- 
spect, it  is  doubtful  that  the  original  diag- 
nosis was  correct. 

Cystic  degeneration  or  localized  retinitis 
which  progresses  to  an  actual  break  in  the 
retina,  permitting  fluid  and  vitreous  to  enter 
the  subretinal  space,  is  one  of  the  common 
causes  of  retinal  detachment. 


Pathologic  Appraisal 

In  the  pathologic  appraisal  of  eyes  re- 
moved after  unsuccessful  retinal  detachment 
operations  three  types  of  procedures  will  be 
reviewed : the  diathermy  procedure ; the 
scleral  resection  with  the  encircling  plastic 
tube;  and  the  buckling  of  the  sclera  with  a 
plastic  band  for  support. 

One  patient  had  two  diathermy  procedures 
and  a cataract  extraction  during  a two-year 
period.  Afterward,  an  atrophic  globe  with 
aphakia  and  complete  detachment  of  the  re- 
tina developed  in  the  treated  eye,  and  finally 
it  was  enucleated  because  of  chronic  uveitis, 
pain,  and  blindness.  When  the  bullous  de- 
tachment on  the  temporal  side  first  occurred, 
the  lateral  rectus  tendon  was  detached  to 
permit  a barrage  of  nonperforating  diather- 
my treatments  to  the  surrounding  area. 
The  subretinal  fluid  was  drained  by  means 
of  several  perforating  diathermy  punctures, 
mostly  in  the  horizontal  plane.  The  patient’s 
recovery  was  uneventful,  the  vision  was  im- 
proved, and  the  retina  was  reattached.  Un- 
fortunately, the  eye  remained  slightly  red 


Fig.  1.  Aphakic  globe  enucleated  after  congenital  cataract 
operations  followed  by  retinal  detachment.  There  is  scleral 
shortening  with  polyethylene  tube  eroding  the  fibrous  tunic; 
massive  hemorrhage  in  the  vitreous  is  limited  anteriorly  by 
thick  cyclitic  membrane. 
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and  inflamed,  and  about  six  months  later  a 
cataract  developed.  A cataract  operation  was 
performed  about  one  year  after  the  diather- 
my treatment.  The  retina  became  detached 
again  and  an  unsuccessful  diathermy  was 
performed ; the  patient  became  blind  in  that 
eye  and  gave  permission  for  the  enucleation. 

Macroscopic  examination  of  the  eye  shows 
an  almost  square-shaped,  thick-walled,  apha- 
kic globe  with  a complete  detachment  of  a 
cystic  retina.  The  iris  is  absent  on  one  side 
and  closely  adherent  to  the  cornea  on  the 
other  side.  The  vitreous  touches  the  thick- 
ened cornea  in  its  midportion  and  is  perme- 
ated by  a pink-staining  fluid,  which  also 
separates  the  irregular  cystic  retina  from 
the  choroid.  Posterior  to  the  ora  serrata,  at 
least  three  necrotic  perforations  in  the  thick- 
ened sclera  involving  the  long  posterior  cili- 
ary nerve  on  the  temporal  side  are  evident. 
These  injuries  to  the  nerve  undoubtedly 
caused  the  formation  of  cataract  and  the 
final  softening  of  the  globe. 

With  the  microscope  one  can  recognize  the 
chronic  inflammatory  reaction  in  the  entire 
uvea,  interstitial  keratitis,  necrotic  scleritis 


Fig.  2.  An  hourglass  eye  is  sectioned  in  the  horizontal 
plane  with  the  atrophic  retina  contained  in  a dense  cyclitic 
membrane  behind  the  crystalline  lens.  Hemorrhage  is  pres- 
ent in  the  vitreous  cavity  and  the  anterior  chamber.  The 
scleral  resection  constricts  the  globe  without  a plastic 
band  or  tube. 


from  diathermy,  and  generalized  cystic  de- 
generation of  the  retina  with  complete  de- 
tachment. 

Three  patients  were  treated  by  scleral  re- 
section with  an  encircling  plastic  tube,  and, 
subsequently,  enucleation  was  necessary  and 
the  specimens  were  examined.  The  first 
shows  the  typical  hourglass  outline  of  the 
sections.  The  patient  had  experienced  two 
discission  operations  for  congenital  catar- 
acts, and  six  months  after  the  second  proce- 
dure an  incomplete  detachment  of  the  retina 
was  observed.  The  patient  had  some  useful 
vision  and  the  surgeon  wisely  kept  the  child 
under  observation  for  a number  of  years. 
Finally,  the  parents  insisted  that  the  “new” 
shortening  operation  be  performed.  The  sur- 
geon refused  because  he  felt  that  another 
operation  would  be  disastrous ; the  child  was 
taken  to  one  of  the  large  publicized  centers 
in  another  city  where  the  operation  was  per- 
formed. After  two  weeks,  the  child  was  re- 
turned to  the  original  ophthalmologist  for 
postoperative  care  and  fitting  of  glasses. 
Unfortunately,  refraction  was  never  per- 
formed because  a massive  hemorrhage  de- 


Fig.  3.  A globe  showing  normal  features,  removed  because 
of  a tumor  adjacent  to  the  optic  nerve.  The  pupil  has 
been  dilated  and  the  lens  removed  in  fixation,  leaving  a 
ring  of  cortex.  (Compare  normal  features  with  pathologic 
findings  in  Figs.  1 and  2.) 
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veloped  behind  the  retina  and  later  there 
were  recurrent  hemorrhages.  Every  effort 
was  made  to  avoid  enucleation  in  spite  of  the 
blind  and  painful  eye.  The  hemorrhage  in 
the  posterior  segment  failed  to  improve  and 
the  eye  was  removed. 

Examination  of  the  enucleated  eye  shows 
irregular  thickening  of  the  fibrous  tunic 
with  constriction  on  either  side  by  a hollow 
plastic  tube,  approximately  2 mm.  in  diame- 
ter and  eroding  the  underlying  choroid.  The 
constriction  is  located  at  the  junction  of  the 
posterior  and  middle  thirds  of  the  globe;  it 
is  almost  exposed  to  the  surface  on  one  side 
and  is  covered  by  thickened  fibrous  tissue 
and  sclera  on  the  opposite  side.  The  speci- 
men is  aphakic,  and  the  anterior  chamber  is 
deep;  the  entire  anterior  uvea  is  pulled  in- 
ward by  a dense  cyclitic  membrane,  which 
includes  degenerated  retina  posteriorly.  A 
massive  hemorrhage  fills  the  area  posterior 
to  the  retina  and  cyclitic  membrane.  The 
choroid  is  broken  and  separated  by  artifact 
from  the  underlying  sclera. 

The  second  specimen  is  an  adult  myopic 
eye  in  which  a bullous  detachment  of  the 
retina  existed  and  the  encircling  procedure 
was  followed  with  a generous  scleral  buck- 
ling. Hemorrhages  in  the  vitreous,  elevation 
of  tension,  complete  detachment  of  the  re- 
tina, blindness,  and  pain  developed.  Enuclea- 
tion was  then  requested. 

A careful  study  of  the  specimen  shows 
that  the  tube  has  completely  eroded  the 
sclera  and  choroid  and  lies  against  the  de- 
generated retina  on  both  sides.  An  outline 
of  a second  larger  supporting  tube  is  present 
only  on  one  side,  near  the  ora  serrata.  The 
inflamed,  degenerated  retina  is  completely 
separated  from  the  choroid  by  a pink-stain- 
ing homogenous  fluid.  The  vitreous  has  been 
pushed  forward  by  albuminous  material  and 
hemorrhagic  debris.  The  entire  uvea  shows 
signs  of  edema  and  chronic  inflammation, 
with  colonies  of  lymphocytes  extending  into 
the  retina.  Schlemm’s  canal  is  closed  on  one 
side  and  the  comeal  epithelium  is  beginning 
to  separate  in  one  area.  Apparently,  the 
thin  sclera  of  the  myopic  eye  could  not  with- 
stand the  erosion  caused  by  the  tight-fitting 
inelastic  tube. 

The  enucleation  of  a third  specimen  fol- 


lowed an  expulsive  type  of  hemorrhage 
which  occurred  a short  time  after  the  tube 
and  buckle  operation  was  performed. 

The  specimen  shows  a dense  blood  clot 
filling  the  anterior  chamber  and  producing 
secondary  glaucoma.  The  remains  of  the  re- 
tina and  vitreous  have  been  pushed  against 
the  lens  forming  a membrane.  The  posterior 
segment  is  filled  with  serum  and  degener- 
ated blood.  The  encircling  tube  has  cut 
through  the  sclera  on  both  sides  and  is  lying 
against  the  choroid.  The  eye  was  removed 
because  of  pain  and  blindness. 

The  third  specimen  shows  a typical  hour- 
glass shaped  myopic  globe  in  which  the  en- 
circling band  has  been  removed  and  a dense 
thickened  cyclitic  membrane,  including  the 
retina,  has  detached  the  entire  ciliary  body. 
Posteriorly,  the  sclera  shows  calcified  ne- 
crotic areas  from  diathermy,  and  bone  for- 
mation is  present  anteriorly.  Pink-staining 
homogenous  material  lies  behind  the  retina 
and  covers  the  iris  and  pupil.  Although  the 
anterior  chamber  is  deep,  the  comeal  epi- 
thelium shows  signs  of  pressure,  probably 
due  to  the  iris  bombe.  Obviously,  the  pa- 
tient retained  the  eye  long  after  the  sight 
was  gone,  as  shown  by  the  hyperplastic 
cyclitic  membrane,  bone  formation,  and  oth- 
er features. 


Conclusions 

From  the  foregoing  study  it  may  be  con- 
cluded that: 

1.  Progress  is  being  made  in  the  diag- 
nosis and  treatment  of  retinal  detachments. 

2.  The  anatomy  of  the  eye  must  be  con- 
sidered at  all  times. 

3.  Tight-fitting  encircling  plastic  tubes  or 
bands  are  often  detrimental. 

4.  Plastic  material  is  not  tolerated  by 
ocular  tissues. 

5.  It  is  possible  that  the  outside  tuck  of  a 
partial  scleral  resection  will  be  satisfactory 
in  the  future. 

6.  Currently,  the  final  appraisal  of  retinal 
detachment  operations  indicates  that  we 
must  emphasize  good  visual  results  rather 
than  anatomic  restoration. 

I Dr.  Payne,  IV  East  72nd  Street,  New  York,  N.  Y. 
10021. 
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Acoustic  Neuroma 

Diagnosis  and  Treatment 


WOODROW  D.  SCHLOSSER,  M.D. 


Symptoms  of  unilateral  sensorineural  deaf- 
ness, tinnitus,  and  balance  problems  indicate 
a need  for  diagnostic  studies  for  possible 
acoustic  neuroma.  Early  diagnosis  can  re- 
duce postsurgical  mortality  and  morbidity 
associated  with  large  or  advanced  tumors. 

I 1 IDENTIFICATION  of  an  acoustic 

CLINICAL  MEDICINE  nouroma  in  advanced  cases  show- 
ing clearly  evident  neurologic 
signs  and  symptoms  is ‘not  diffi- 
cult. The  identification  of  an  early  or  small 
acoustic  neuroma,  however,  continues  to  be 
a difficult  diagnostic  problem.  As  evidence 
of  this,  otologists  frequently  examine  pa- 
tients with  a unilateral  sensorineural  deaf- 
ness who  have  been  treated  by  conservative 
means  for  many  years  before  the  diagnosis 
of  eighth  nerve  tumor  is  made.  Therefore, 
otologists  are  constantly  attempting  to  im- 
prove diagnostic  procedures  so  that  an 
earlier  diagnosis  of  this  condition  can  be 
made.  They  should  be  suspicious  and  seek 
to  make  the  earliest  possible  diagnosis  so 
that  the  mortality  and  morbidity  resulting 
from  surgical  removal  can  be  reduced  to  a 
minimum. 

Approximately  7 percent  of  all  intracran- 
ial tumors  are  acoustic  neuromas.  These  tu- 
mors range  from  small,  involving  only  the 
eighth  nerve  in  the  early  stages  of  develop- 
ment, to  large  masses  that  involve  the  cere- 
bellopontile  angle  and  other  cranial  nerve 
functions.  A tumor  about  1 cm.  in  diameter 
can  cause  a unilateral  sensorineural  hearing 
impairment  which  has  been  present  from 
one  to  nine  years.  Thus,  the  duration  of  the 
hearing  loss  is  not  a precise  indication  of 
tumor  size. 
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Therefore,  the  otologist’s  suspicions  should 
be  aroused  immediately  by  any  unilateral 
sensorineural  hearing  impairment.  The  pre- 
senting symptoms  vary  from  patient  to  pa- 
tient. Tinnitus  may  or  may  not  have  pre- 
ceded the  hearing  loss.  Dizziness  or  a sensa- 
tion of  imbalance  may  also  be  the  primary 
presenting  symptom.  Thus,  there  is  the  pos- 
sibility of  various  combinations  of  these 
three  primary  symptoms  when  the  patient 
is  first  seen.  There  apparently  is  no  predic- 
table time  sequence  in  the  symptomatology 
which  eventually  involves  a unilateral  hear- 
ing loss,  tinnitus,  and  dizziness  or  other  bal- 
ance problems. 

The  ear,  nose,  and  throat  findings  in 
these  cases  are  most  often  unremarkable. 
Unilateral  sensorineural  hearing  loss  with  a 
disproportionate  reduction  in  speech  dis- 
crimination is  the  most  common  symptom  of 
an  early  acoustic  neuroma.  Further  audio- 
logic testing  generally  reveals  the  absence 
of  loudness  recruitment  and  a low  Sisi  test 
score,  although  signs  of  end  organ  involve- 
ment may  be  present  in  a small  portion  of 
acoustic  neuroma  cases.  The  Bekesy  audio- 
meter test  demonstrates  obvious  tone  decay 
for  a continuous  tone,  that  is,  a type  3 or 
type  4 pattern.  Parenthetically,  a Bekesy 
audiometer  is  not  essential  to  the  demon- 
stration of  tone  decay.  The  tone  decay  test 
as  described  by  Carhart  or  modified  by 
Rosenberg*"’  can  be  done  with  a single  chan- 
nel audiometer  and  a stopwatch,  and  with 
adequate  masking  of  the  contralateral  ear. 
Essentially,  this  test  involves  a determina- 
tion of  the  extent  of  tone  decay  for  a con- 
tinuously applied  pure  tone  at  a given  fre- 
quency. Downward  threshold  shifts  in  ex- 
cess of  30  db  should  make  the  examiner  sus- 
picious of  a retrocochlear  auditory  deficit. 

In  all  cases  showing  a unilateral  sensori- 
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neural  deficit  without  strong  evidence  for 
an  end  organ  lesion,  caloric  tests  should  be 
performed.  In  cases  of  early  acoustic  neu- 
roma, the  results  for  the  deafened  ear  will 
generally  show  an  extremely  reduced  or  ab- 
sent nystagmus.  If  any  one  of  the  otologic 
or  audiologic  test  procedures  be  positive  for 
acoustic  neuroma,  the  patient  should  be  hos- 
pitalized for  further  and  more  extensive  in- 
vestigation than  is  possible  in  the  office. 

Hospital  studies  should  routinely  consist 
of  radiographic  views  of  the  temporal  bone 
in  various  projections.  Of  particular  value 
is  the  Stenvers  view  which  permits  visuali- 
zation of  internal  auditory  meatuses.  Should 
these  pictures  be  nonrevealing,  tomograms 
of  the  internal  auditory  meatus  may  be  an 
aid  in  diagnosis  because  with  increased  size 
of  the  acoustic  tumor  there  is  a widening 
and  erosion  of  the  inteimal  auditory  canals. 
A spinal  tap  may  also  be  of  value  in  reveal- 
ing the  presence  of  a space-occupying  body  by 
demonstrating  an  elevation  of  protein  levels. 
If  suspicions  are  further  aroused  by  the  di- 
agnostic procedures,  a partial  air  encephalo- 
gram is  another  means  of  visualizing  the 
cerebellopontile  angle  to  detect  the  presence 
of  a space-taking  lesion.  This  is  a neuro- 
surgical procedure  involving  partial  replace- 
ment of  the  cerebral  spinal  fluid  with  air. 
Through  proper  positioning  of  the  patient, 
the  air  can  be  made  to  deposit  itself  in  the 
angle  to  produce  higher  contrast  on  the  film 
in  and  around  the  angle. 

The  preceding  discussion  makes  it  obvi- 
ous that  the  early  diagnosis  of  an  acoustic 
neuroma  falls  within  the  realm  of  otology. 
This  is  especially  true  since  the  earliest 
manifestations  of  these  tumors  are  most  fre- 
quently referable  to  the  auditory  or  statico- 
kinetic  systems  alone.  Thus,  any  patient 
with  a unilateral  sensorineural  hearing  loss 
of  the  type  previously  described,  even  with- 
out tinnitus  or  dizziness,  should  have  the 
benefit  of  the  diagnostic  procedures  outlined 
in  order  to  demonstrate  or  rule  out  an  acous- 
tic tumor. 

It  is  not  uncommon  for  the  neurosurgical 
and  x-ray  studies  to  be  negative  the  first 
time  they  are  performed.  It  may  be  neces- 
sary for  some  patients  to  undergo  this  bat- 
tery of  tests  several  times  if  otologic  symp- 
toms persist.  With  time,  the  tumor  may 
enlarge  until  the  fifth  cranial  neiwe  is  in- 
volved. This  is  manifested  by  a peculiar  or 
tickling  sensation  on  the  side  of  the  face 


down  to  the  comer  of  the  mouth.  Some  pa- 
tients also  describe  a numbness  of  the  side 
of  the  tongue.  At  times  there  will  be  pares- 
thesia of  the  circumauricular  area.  Dem- 
onstration of  corneal  anesthesia  is  also  of 
significance  and  spontaneous  nystagmus  to 
the  side  of  the  tumor  often  is  seen,  even 
with  a small  mass.  Seventh  nerve  involve- 
ment is  extremely  rare.  It  is  amazing  how 
large  a tumor  can  become  with  stretching 
of  the  seventh  nerve  without  obvious  facial 
weakness  or  paralysis. 


Case  Reports 

Case  1. — Fig.  1 shows  the  audiogram  for  a pa- 
tient who  had  complained  of  a hearing  loss  for  at 
least  five  years.  The  tinnitus  which  she  described 
was  a clicking  sound  and  had  been  present  only 
for  the  previous  year.  She  did  not  have  any  rota- 
tional vertigo,  but  did  experience  a loss  of  balance 
from  time  to  time.  There  was  also  occasional  shoot- 
ing pain  in  the  right  side  of  her  face  which,  when 
frequent,  was  extremely  annoying.  The  audiologic 
tests  revealed  a unilateral  sensorineural  loss  with 
complete  absence  of  the  speech  discrimination  func- 
tion. A fixed  frequency  Bekesy  test  resulted  in  a 
typical  type  3 audiogi-am  with  extensive  tone  decay. 
On  the  basis  of  these  findings,  the  patient  was 
hospitalized  for  neurosurgical  studies.  X-rays  of 
the  temporal  bone  showed  no  bony  erosion  of  the  in- 
ternal auditory  meatus.  Spinal  fluid  proteins  were 
only  slightly  elevated.  Air  studies  were  performed 
and  revealed  no  space-occupying  lesion.  All  studies 
were  negative  except  the  audiologic  tests. 

I still  suspected  that  a retrocochlear  lesion  would 
be  found,  but  the  neurosurgeons  could  not  confii'm 
this  diagnosis.  They  therefore  recommended  that 
the  patient  return  in  several  months  for  a repeti- 
tion of  the  neurosurgical  studies.  In  the  interim, 
the  audiologic  test  results  remained  the  same.  The 
patient  continued  to  complain  of  occasional  tinnitus 
and  loss  of  balance  with  increased  pain  over  the 
right  ear.  At  times,  there  was  also  a severe  and 
sharp  pain  in  her  head. 

The  patient  was  readmitted  to  the  hospital  and 
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this  time  her  spinal  tap  showed  an  extreme  eleva- 
tion of  the  protein  constituents.  X-rays  again  in 
the  Stenvers  projection  showed  no  dilatation  of  the 
internal  auditory  canal.  However,  tomograms  taken 
from  the  Stenvers  position  did  show  in  one  projec- 
tion abnormal  dilatation  of  the  internal  auditory 
meatus.  The  minimal  air  study  again  showed  no 
space-taking  lesion.  Because  of  the  dilatation  of 
the  internal  auditory  canal,  a postoccipital  crani- 
otomy was  performed  and  a large  acoustic  tumor 
was  removed. 

This  case  illustrates  the  difficulties  in  making  a 
definitive  diagnosis  of  acoustic  neuroma  by  x-rays 
and  air  studies  in  spite  of  positive  audiologic  find- 
ings. The  tomogram  in  the  Stenvers  projection  in 
a single  plane  finally  showed  the  erosion  of  the 
internal  auditory  canal. 

Case  2. — This  patient  also  had  a unilateral  sen- 
sorineural deafness  with  reduction  in  speech  dis- 
crimination. She  first  became  aware  of  a hearing 
loss  one  year  previously.  The  hearing  impairment 
was  discovered  suddenly  while  she  was  using  the 
telephone.  There  was  no  indication  of  hearing  loss 
prior  to  this  time;  however,  she  had  been  annoyed 
by  an  intermittent  ringing  tinnitus  for  seven  years, 
and  by  dizziness  (aggravated  by  turning  or  moving 
about)  for  the  same  period  of  time.  After  chang- 
ing position,  there  was  a short  period  of  rotational 
vertigo  in  addition  to  the  tinnitus.  She  also  noted 
some  imbalance  when  going  up  or  down  steps. 

A Bekesy  audiogram  showed  a typical  type  3 
pattern  and  the  caloric  test  showed  a diminished 
response  in  the  involved  ear.  There  was  no  comeal 
anesthesia.  The  patient  was  admitted  for  further 
study.  On  x-ray  studies,  the  internal  auditory 
meatuses  were  well  visualized  and  within  normal 
limits.  However,  the  partial  air  encephalogram 
demonstrated  a space-occupying  lesion.  A postocci- 
pital craniotomy  was  performed,  and  a moderately 
sized  acoustic  neuroma  was  found  and  removed. 
Fortunately,  the  seventh  nerve  could  be  spared  and 
there  was  a remarkable  postsurgical  recovery. 

Case  S. — During  October,  1961,  the  patient  had  a 
virus  infection  and  was  ill  for  about  a week  with 
fever,  fatigue,  and  generalized  aching.  About  one 
week  later,  she  began  to  develop  a throbbing  pain 
in  her  head.  These  symptoms  continued  and,  as  a 
result,  the  patient  had  skull  x-rays  which  were  de- 
scribed as  negative.  She  had  experienced  no  ear- 
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ache  until  four  weeks  prior  to  my  examination. 
Then,  she  began  to  feel  a pain  in  the  back  of  her 
ears  and  a sensation  of  fullness.  The  only  thing 
that  relieved  the  symptoms  was  heat.  At  no  time 
did  the  patient  complain  of  tinnitus  or  vertigo. 
However,  because  of  this  otalgia  of  undetermined 
etiology,  the  patient  was  hospitalized  for  more  ex- 
tensive study.  X-rays  of  the  skull  were  repeated 
and  again  were  within  normal  limits.  However, 
tomograms  of  the  internal  auditory  meatus  in  the 
Stenvers  view  clearly  demonstrated  erosion  of  the 
external  auditory  canal. 

On  Jan.  26,  1963,  using  the  lateral  temporal  ap- 
proach and  the  assistance  of  a neurosurgeon,  an 
acoustic  neuroma  was  found  and  removed.  In  this 
case,  we  did  not  have  any  definitive  otologic  symp- 
toms typical  of  an  eighth  nerve  tumor,  yet  we  found 
a moderately  sized  tumor.  This  patient  complained 
more  of  cephalalgia  than  anything  else.  Hospitali- 
zation for  further  studies  was  essential  to  the  diag- 
nosis. This  case,  of  course,  is  unusual  and  certain- 
ly is  not  typical  of  most  acoustic  neuroma  cases. 


T reatment 

The  posterior  fossa  approach  is  the  most 
common  surgical  technique  for  acoustic  neu- 
roma, and  the  one  primarily  used  by  the 
neurosurgeon.  It  has  been  used  for  many 
years.  However,  the  translabyrinthine  ap- 
proach for  small  tumors  was  used  by  Panse"^ 
and  Zange*  many  years  ago.  Because  this 
approach  was  tried  before  the  operating  mi- 
croscope offered  good  visualization  and  high 
illumination,  the  procedure  was  abandoned. 
Cushing-  has  reported  that  Quix  in  1911  re- 
moved a small  tumor  via  the  translabyrin- 
thine approach.  However,  Cushing  goes  on 
to  say: 

It  is,  however,  within  the  realm  of  possibility  that 
in  the  case  of  a very  early  and  minute  tumor  large- 
ly limited  to  the  internal  canal  the  translabyrin- 
thine operation  may  in  time  become  the  operation 
of  choice,  but  this  will  necessitate  far  more  pre- 
cocious and  more  exact  diagnoses  than  we  as  yet 
are  capable  of. 
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House  at  first  used  the  lateral  temporal 
approach  and  more  recently  has  been  using 
the  translabyrinthine  technique.  I do  not 
feel,  however,  that  this  is  necessarily  the 
best  approach  for  a large  tumor,  and  I ad- 
vocate a combined  approach  for  these  cases. 
The  rationale  for  the  translabyrinthine  ap- 
proach is  the  preservation  of  the  seventh 
nerve.  However,  should  the  seventh  nerve 
be  damaged,  the  work  of  Dott^  in  grafting  a 
nerve  1 cm.  or  more  beyond  its  exit  from 
the  pons  is  noteworthy.  This  procedure  is  a 
most  tedious  one  and  I believe  that  every 
effort  should  be  made  to  spare  the  seventh 
nerve.  Patients  with  moderately  sized  tu- 
mors removed  through  one  of  these  tech- 
niques can  and  do  maintain  good  function 
of  the  seventh  nerve.  Damage  to  the  seventh 
nerve  adds  horrors  to  the  postoperative  ef- 
fect on  the  patient  and  avoidance  of  this 
complication  is  worth  the  time  and  energy 
spent  in  preserving  intact  nerve  function. 


Summary 

In  summary,  then,  the  diagnosis  of  an 
acoustic  neuroma,  especially  an  early  or 
small  one,  is  an  otologic  task.  Every  patient 
showing  a unilateral  sensorineural  hearing 
loss  should  be  suspected  of  having  an  acous- 
tic tumor  until  proved  otherwise.  The  pa- 
tient should  have  the  benefit  of  every  avail- 
able diagnostic  tool  or  technique  to  make  or 
rule  out  this  diagnosis.  Studies  should  in- 
clude neurosurgical  consultations,  spinal  tap, 
x-ray,  tomograms,  and  air  studies,  when  in- 
dicated. If  an  early  diagnosis  can  be  made 
and  the  tumor  removed  without  the  compli- 


cations of  facial  paralysis,  many  disabling 
neurologic  and  psychologic  postoperative 
deficits  and  disorders  can  be  avoided  or  min- 
imized. Pronounced  postoperative  complica- 
tions generally  occur  when  the  diagnosis  is 
not  an  early  one,  and  the  tumor  enlarges  to 
involve  and  stretch  the  seventh  nerve  until 
its  fibers  are  spread  thinly  over  the  capsule 
of  the  tumor.  When  this  occurs,  it  is  diffi- 
cult or  impossible  to  spare  this  nerve. 

Whenever  the  symptoms  of  unilateral  sen- 
sorineural deafness,  tinnitus,  and  balance 
problems  are  present  in  a patient,  the  otol- 
ogist should  counsel  his  patient  and  insist 
upon  his  cooperation  in  further  studies.  If 
the  neurological  studies  are  negative  and  the 
patient  continues  to  have  the  same  signs  and 
symptoms,  the  neurological  examination 
should  be  repeated  again  within  six  months. 
This  is  the  only  way  of  making  early  diag- 
nosis of  acoustic  neuroma  which  can  spare 
the  patient  many  additional  disabling  de- 
fects. By  making  an  early  diagnosis,  too,  we 
can  do  much  to  reduce  postsurgical  mortal- 
ity and  morbidity  associated  with  advanced 
or  large  tumors. 
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Nonpenetrating  Abdominal  Injuries 

Early  Recognition  and  Management 


J.  R.  GANDY,  M.D. 


Nonpenetrating  abdominal  injury,  often  com- 
plicated by  associated  trauma,  remains  a 
challenging  diagnostic  and  surgical  problem. 

I 1 PENETRATING  ABDOMINAL 

REviEw^R^LEs  wounds  mean  underlying  visceral 
damage  and  require  surgical  inter- 
vention.  Equally  lethal,  nonpene- 
trating abdominal  injuries  may  be  under- 
estimated. With  no  visible  signs  of  injury 
to  the  abdominal  wall,  one  may  conclude 
that  a flow  was  not  heavy  enough  to  produce 
visceral  injury.  Other  injuries  may  draw 
attention  from  less  obvious  abdominal  symp- 
toms. Patients  may  have  no  pain  or  shock 
on  admission  to  the  hospital.  If  an  associ- 
ated injury  should  require  emergency  pro- 
cedure, general  anesthesia  may  mask  the 
developing  abdominal  signs  for  many  hours. 
The  alarming  increase  in  mortality  resulting 
from  delayed  operation  is  pointed  out  in 
many  reports. 

Causes  of  abdominal  trauma  are  varied. 
Sixty  years  ago,  abdominal  trauma  was  fre- 
quently caused  by  a kick  from  a horse.  To- 
day, the  automobile,  successor  to  the  horse, 
is  the  most  common  cause  of  trauma,  fre- 
quently because  of  steering  wheel  impact. 
The  second  most  common  cause  is  falling. 
Yet  patients  injured  in  automobile  accidents 
and  by  falls  are  seldom  neglected.  They  are 
taken  by  ambulance  to  the  hospital  and  re- 
ceive careful  attention.  However,  according 
to  Welch  and  Giddings,  40  percent  of  the 
nonpenetrating  injuries  of  the  abdomen  fall 
into  a miscellaneous  category.  Here  trauma 
may  be  considered  inconsequential  and  seri- 
ous injury  overlooked.  Usually  a small  blunt 
instrument  is  the  offender.  A wheelbarrow 
handle,  switch  couple,  or  baseball  are  ex- 
amples. 
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The  unexpected  injury  can  be  more  dan- 
gerous because  the  rectus  muscles  and  fas- 
ciae when  braced  have  rebound  and  flexi- 
bility. When  they  are  flaccid,  they  allow 
easy  compression  of  the  viscera  against  the 
unyielding  bony  vertebral  column. 

Obviously,  the  impact  of  the  small  blunt 
object  can  be  expected  to  produce  more  lo- 
calized trauma  than  the  rapid  deceleration 
occurring  in  vehicular  collisions  and  falls 
from  heights,  although  these  last  will  cause 
many  more  “multiple  organ”  and  associated 
injuries. 

Associated  injuries,  a result  of  a greater 
destructive  force,  multiply  diagnostic  prob- 
lems. The  patient  whose  conscious  state  is 
clouded  by  a head  injury  may  not  perceive 
abdominal  pain.  Fractured  lower  ribs  on 
either  side  may  give  sufficient  abdominal 
pain  and  spasm  to  mask  the  findings  of  an 
associated  splenic  or  liver  injury.  Patients 
with  fractured  lumbar  vertebral  transverse 
processes  may  have  kidney  trauma.  The  as- 
sociation of  pelvic  fractures  with  ruptured 
bladder  is  well  known.  Judgment  and  pro- 
fessional skill  are  required  for  successful 
treatment  of  these  associated  injuries. 

Types  of  Injuries 

Most  common  injuries  are  to  fixed  organs: 
liver,  kidneys,  spleen,  and  urinary  bladder. 
The  most  frequent  sites  of  intestinal  tract  in- 
juries are  near  points  of  fixation:  ligament 
of  Treitz,  the  ileocecal  junction,  and  the  area 
adjacent  to  the  attached  portions  of  the 
large  intestine.  Rupture  of  the  diaphragm 
with  herniation  of  the  stomach,  large  intes- 
tine, etc.,  into  the  chest  is  less  common 
(probably  frequently  unrecognized)  and  must 
always  be  kept  in  mind.  Rupture  is  usually 
on  the  left  side  and  frequently  is  associated 
with  injury  to  the  spleen  and  the  left  kid- 
ney. Avulsion  of  the  mesentery  of  the  small 
bowel  or  mesenteric  thrombosis  is  frequent 
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enough  to  be  routinely  searched  for  when 
the  abdomen  is  opened.  Rupture  of  the  pan- 
creas and  stomach  is  less  common.  Retro- 
peritoneal rupture  of  the  duodenum  is  less 
rare  but  so  often  fatal  if  unrecognized  that 
it  deserves  special  mention.  Mortality  is  ap- 
proximately 50  percent.  The  patient  may  be 
asymptomatic  for  several  hours,  until  there 
has  been  sufficient  retroperitoneal  leak. 
Testicular  pain  from  irritation  of  the  nerve 
retroperitoneally  may  be  a symptom.  The 
small  intestine  has  been  found  wedged  be- 
tween two  vertebras,  causing  obstruction, 
and  there  are  reports  of  rupture  of  the  gall- 
bladder, hepatic  ducts,  Meckel’s  diverticu- 
lum, and  the  bowel  within  a hernia,  and  of 
the  pregnant  uterus.  Chylous  ascites  has 
also  been  encountered  after  injury  as  well 
as  hemorrhage  in  the  adrenals  and  rupture 
of  major  blood  vessels  which  may  possibly 
be  repaired. 

Diagnosis 

Diagnosis  of  nonpenetrating  injuries  is 
based  upon  careful  history  taking,  physical 
examination,  and  laboratory  examinations. 
If  it  is  impossible  to  obtain  a history  from 
the  patient  because  of  severe  shock,  or  un- 
consciousness, then  history  of  the  injury 
with  as  much  detail  as  possible  should  be 
obtained  from  witnesses.  It  is  important  to 
know  if  the  nature  of  violence  was  localized 
or  widespread.  Was  it  over  the  lower  ribs, 
perhaps  involving  the  liver,  spleen,  or  kid- 
neys? Is  there  injury  to  the  vertebral  col- 
umn or  pelvis  so  that  retroperitoneal  hemor- 
rhage or  bladder  injury  may  be  present? 
Was  there  a localized  blow  which  might 
suddenly  have  compressed  a distended  loop 
of  jejunum  passing  across  the  front  of  the 
vertebral  bodies  or  might  have  torn  mesen- 
teric vessels?  Has  the  person  vomited  and 
did  the  vomitus  contain  blood  ? Has  he  void- 
ed since  the  accident?  Is  there  a previous 
history  of  ulceration  of  the  gastrointestinal 
tract,  such  as  gastric  or  duodenal  ulcer?  A 
scarred  area  may  be  more  subject  to  sub- 
cutaneous rupture.  A carefully  taken  history, 
without  delay  of  shock  therapy,  may  give  a 
valuable  lead  to  required  early  therapy. 

Physical  examination  should  determine 
immediately  if  there  are  associated  or  mul- 
tiple injuries.  Any  associated  injury  which 
requires  immediate  obvious  care  such  as  the 
control  of  hemorrhage  or  splinting  of  a 


compound  fracture  should  be  dealt  with 
first.  An  immediate  deteraiination  should 
be  made  even  if  the  patient  is  in  apparent 
shock.  Lowered  blood  pressure  is  a late  sign, 
not  an  early  sign  of  shock,  and  if  the  acci- 
dent is  of  such  a nature  that  shock  may  be 
expected,  shock  treatment  should  be  started 
immediately,  without  waiting  for  the  blood 
pressure  to  fall.  The  pulse  is  frequently  slow 
for  some  time  after  injury.  This  should  not 
give  a false  sense  of  security.  Usually  the 
person  will  be  in  shock  when  first  seen  and 
will  require  plasma  expanders  immediately, 
with  properly  checked  blood  to  be  adminis- 
tered as  soon  as  it  can  be  obtained.  In  cases 
of  severe  hemorrhage,  intravenous  blood  ad- 
ministered under  pressure,  or  furnished 
through  all  four  extremities,  or  through  a 
cannula  introduced  into  a large  vein  by 
means  of  a cut-down,  or  even  intra-arterial 
transfusion  may  be  the  only  means  of  cor- 
recting shock  in  the  patient. 

As  soon  as  feasible  after  the  patient  has 
been  evaluated  for  shock  and  other  associ- 
ated injuries,  a thorough  examination  of  the 
abdomen  should  be  carried  out.  At  the  first 
examination,  abdominal  tenderness  at  any 
site  may  be  an  important  lead.  At  this  time, 
there  is  often  no  muscle  rigidity,  which 
later  may  mask  tenderness.  Localized  rigid- 
ity of  the  abdominal  wall  from  the  retro- 
peritoneal hematoma  may  be  just  as  great 
as  from  an  intraperitoneal  injury,  but  usu- 
ally does  not  come  on  as  early.  Rebound 
tenderness  if  present  strongly  suggests  an 
intraperitoneal  injury.  Contusion  of  the  ab- 
dominal wall  should  be  looked  for,  since 
this,  usually  with  increasing  hemorrhage, 
may  point  to  severe  intra-abdominal  injury. 
On  the  other  hand,  in  more  minor  cases, 
contusion  of  the  abdominal  wall  only  may 
produce  apparent  intra-abdominal  signs.  Ob- 
literation of  liver  dullness,  shifting  dullness, 
pain  in  the  right  shoulder,  and  an  abdomen 
quiet  to  auscultation  are  important  if  pres- 
ent. Frequent  re-examinations  by  the  same 
surgeon  are  required  since  changes  in  the 
findings  can  better  be  evaluated  by  the  same 
person.  A rectal  examination  should  be  car- 
ried out,  and  if  blood  is  found  on  the  ex- 
amining finger,  a sigmoidoscopic  examina- 
tion should  be  done  if  feasible.  Catheteriza- 
tion of  the  urinaiy  bladder  should  be  car- 
ried out,  and  it  should  be  noted  if  there  is 
any  difficulty  in  inserting  the  catheter  or 
if  blood  is  present  in  the  urine.  It  may  be 
important  if  there  is  no  urine  obtained  at 
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all.  In  certain  instances  the  passing  of  a 
Levin  tube  into  the  stomach  may  be  of  value 
especially  if  blood  is  aspirated  in  the  gastric 
contents.  A Levin  tube  should  always  be 
passed  in  the  unconscious  patient  for  gastric 
decompression.  It  is  essential,  of  course,  that 
early  and  vigorous  treatment  of  shock  if  it 
should  be  present,  be  instituted  and  con- 
tinued while  a diagnostic  work-up  is  being 
done. 

The  urinalysis  should  be  done  as  soon  as 
possible  if  one  can  be  obtained  by  voiding; 
if  not,  a catheter  should  be  passed  into  the 
urinary  bladder,  and  the  specimen  should  be 
obtained.  If  blood  is  present  in  the  urine, 
it  is  evidence  of  injury  to  the  urinary  blad- 
der or  kidney.  The  catheter,  if  used,  should 
be  left  in  place  in  order  to  follow  the  urin- 
ary output  as  an  aid  to  resuscitation.  An 
output  of  less  than  25  cc.  hourly  will  proba- 
bly indicate  uncompensated  shock  or  dehy- 
dration. 

A complete  blood  count  should  be  done  as 
soon  as  feasible.  Blood  should  be  typed  and 
cross  matched  and  a transfusion  should  be  ‘ 
available  if  it  is  suspected  that  such  will  be 
needed.  Hematocrit  and  hemoglobin  deter- 
minations should  be  done  and  repeated  at 
intervals  for  evaluation,  since  hemoglobin 
and  hematocrit  as  single  determinations  are 
misleading,  and  sometimes  several  hours  will 
elapse  with  adequate  hydration  before  the 
true  level  of  cell  dilution  is  reflected. 

Of  most  value  is  the  leukocyte  count, 
which  becomes  rapidly  elevated  in  most  in- 
stances of  intraperitoneal  hemorrhage  and 
as  a result  of  chemical  peritonitis  from  up- 
per gastrointestinal  spillage.  Equivocal  ele- 
vations or  normal  early  counts  must  be  dis- 
counted completely,  if  signs  and  symptoms 
of  intra-abdominal  injury  are  sufficient  to 
justify  exploration. 

X-ray  examination  of  the  abdomen  is  most 
useful  in  patients  where  this  procedure  is 
not  contraindicated.  An  x-ray  film  positive 
for  free  air  in  the  peritoneal  cavity  is  im- 
portant. A negative  finding  does  not  rule 
out  rupture  of  a hollow  viscus.  It  is  routine 
to  take  this  film  in  the  upright  position,  but 
many  patients  cannot  tolerate  this  position. 
It  is  wise  to  order  routinely,  if  the  patient 
can  tolerate  the  three  positions,  the  scout 
films  of  the  abdomen,  namely  the  KUB,  the 
upright,  and  the  left  lateral  decubitus,  and 
in  such  patients  who  cannot  tolerate  the  up- 
right position,  the  left  lateral  decubitus  po- 
sition can  be  used  to  replace  the  vertical 


position  of  the  abdomen  and  is  of  compara- 
ble accuracy  in  demonstrating  free  air  in 
the  peritoneal  cavity.  It  should  be  kept  in 
mind,  of  course,  that  it  may  take  several 
minutes  for  air  to  reach  the  highest  point 
in  the  abdomen  after  change  of  position,  and 
this  period  of  time  should  be  allowed  for 
before  the  film  is  taken.  X-ray  examination 
for  bony  injuries  of  the  trunk,  ribs,  verte- 
bra, transverse  processes,  and  pelvis  are,  of 
course,  important  but  should  not  be  ordered 
indiscriminately,  since  carrying  out  these 
extensive  x-ray  examinations  might  endan- 
ger the  patient’s  life  with  the  amount  of 
added  trauma  necessary  to  move  the  patient 
into  the  various  positions  required  to  ob- 
tain proper  films.  If  you  have  ever  watched 
the  amount  of  exposut'e  and  moving  of  a 
patient  that  an  x-ray  technician  seems  to 
require  to  obtain  films  of  various  areas,  you 
can  well  understand  the  contraindication  of 
this  much  exposure  to  the  severely  injured 
patient. 

In  rare  instances,  the  abdominal  film 
fails  to  visualize  any  free  air  under  the  dia- 
phragm, but  one  is  struck  with  the  clear- 
ness of  outline  of  one  psoas  muscle  as  com- 
pared to  the  psoas  muscle  on  the  opposite 
side.  Closer  inspection  may  show  areas  of 
less  density  which  could  be  air  bubbles.  This 
means  retroperitoneal  rupture  of  the  duo- 
denum and  an  absolute  indication  for  early 
operation. 

With  fracture  of  the  lower  ribs,  upper 
lumbar  transverse  processes,  or  bodies  of 
the  upper  lumbar  vertebra,  kidney  injury 
must  be  considered.  With  fracture  of  the 
pelvis  one  must  look  for  bladder  or  urethral 
injury.  In  either  instance,  a portable  x-ray 
examination  is  useful  and  can  be  done  at  the 
bedside  with  little  disturbance  to  the  badly 
injured  person.  The  intravenous  pyelogram 
may  be  a help  in  determining  a kidney  in- 
jury in  certain  instances.  This  should  be 
done  within  the  first  two  hours  if  possible. 
Further  films  at  one-half  and  one  hour  or 
longer  may  give  an  excellent  cystogram  or 
show  extravasation  from  the  bladder  or  pos- 
terior urethra. 

If  there  is  a possibility  of  bladder  or  ure- 
thral injury,  an  attempt  should  be  made  to 
pass  a 16  F.  soft  rubber  catheter.  Ob- 
taining clear  urine  does  not  necessarily 
mean  that  the  bladder  and  urethra  are  in- 
tact. Gross  blood  may  mean  severe  contu- 
sion without  rupture.  Inability  to  pass  a 
catheter  may  be  due  to  a stricture  of  the 
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urethra,  or  an  obstructing  prostate,  and  not 
to  a ruptured  urethra.  When  passed,  the 
catheter  is  clamped,  and  intravenous  pyelog- 
raphy done.  If  this  cystogram  proves  un- 
satisfactory, the  catheter  is  undamped  and 
contrast  material  is  injected  retrograde.  In- 
stilling a measured  amount  of  fluid  and  not- 
ing whether  all  is  returned  as  a test  of  lower 
urinary  tract  rupture  is  condemned. 

Abdominal  Paracentesis 

Abdominal  paracentesis  may  be  carried 
out  in  each  quadrant  of  the  abdomen.  When 
positive,  this  may  be  helpful  in  establishing 
a diagnosis;  however,  a negative  paracen- 
tesis may  lead  to  a false  sense  of  security. 
It  has  been  our  observation  that  the  abdomi- 
nal paracentesis  is  probably  the  least  valu- 
able and  least  dependable  of  all  of  the  lab- 
oratory diagnostic  aids. 

Time  of  Operation 

Definite  evidence  of  hollow  viscus  injury 
requires  operation  as  soon  as  the  patient  can 
undergo  surgery.  Until  it  can  be  carried 
out,  there  is  no  situation  in  medicine  de- 
manding more  careful  and  frequent  observa- 
tion and  balanced  judgment.  The  respon- 
sibility should  be  on  the  surgeon  who  saw 
the  patient  first,  if  possible,  and  the  patient 
should  be  seen  frequently  by  the  same  sur- 
geon. Often  little  is  shown  at  first — for  ex- 
ample, not  much  peritoneal  irritation,  no 
severe  general  reaction,  no  disturbances  of 
blood  pressure — but  if  the  signs  progress, 
that  is,  if  the  pulse  rate  increases,  the  he- 
matocrit drops,  peritoneal  irritation  in- 
creases or  spreads,  or  vomiting  or  distention 
develops,  we  must  consider  any  of  these  as 
greater  evidence  of  intra-abdominal  injury 
and  cause  for  re-evaluation  of  the  need  of 
exploring  at  that  moment.  After  all  methods 
of  examination  indicated  have  been  carried 
out  promptly,  and  the  surgeon  has  examined 
the  patient  several  times,  there  will  be  some 
instances  in  which  the  findings  are  still  in- 
definite but  cause  anxiety.  Then  the  most 
conservative  procedure  for  an  experienced 
surgeon  may  be  to  do  a laparotomy  on  the 
ground  of  suspicion  only. 

Operation 

A thoracoabdominal  injury  requires  sta- 
bilization of  the  intrathoracic  physiology 


before  proceeding.  The  sucking  chest  must 
be  sealed  to  relieve  mediastinal  flutter.  A 
major  area  of  paradoxical  respiration  may 
require  traction.  A tension  pneumothorax 
will  need  immediate  needle  aspiration.  Pneu- 
mothorax or  atelectasis  may  have  shifted 
the  mediastinum  sufficiently  so  that  an  ab- 
dominal procedure  is  likely  to  be  lethal  un- 
less the  cardiorespiratory  disturbances  have 
been  relieved  first.  Adequate  blood  replace- 
ment must  be  at  hand,  for  release  of  ab- 
dominal pressure  by  incision  may  result  in 
immediate  extreme  hemorrhage,  particularly 
in  case  of  liver  injury.  All  patients  taken  to 
the  operating  room  should  have  a gastric 
intubation  and  gastric  drainage  prior  to 
surgery.  An  indwelling  catheter  is  indi- 
cated, and  unless  there  is  some  contraindi- 
cation the  legs  should  be  wrapped  in  Ace 
bandages  from  the  base  of  the  toes  to  the 
mid-thigh. 

Intratracheal  anesthesia  is  probably  the 
safest,  and  the  choice  of  the  anesthetic  agent 
should  be  left  to  the  anesthesiologist.  Spinal 
anesthesia  is  indicated  rarely,  since  one  can 
never  be  certain  what  part  of  the  abdomen 
may  have  to  be  entered  or  how  prolonged  a 
procedure  may  be  required.  Local  anesthesia 
rarely  has  any  place.  A free  airway  and 
adequate  oxygenation  are  most  important. 

The  surgical  incision  must  be  a generous 
one  and  give  easy  access  to  the  entire  abdo- 
men. A midparamedial  incision  which  can 
be  extended  superiorly  or  interiorly  is  the 
one  of  choice.  Extension  into  the  thorax  can 
occasionally  be  useful  and  necessary.  The 
frequency  of  multiple  injury  demands  a 
complete  abdominal  exploration  with  evalu- 
ation of  the  entire  abdominal  contents  as 
well  as  the  diaphragm,  thorough  evaluation 
of  the  entire  duodenum,  and  pancreas.  No  ex- 
ploration is  complete  without  thorough  eval- 
uation of  the  retroperitoneal  space.  These 
patients  are  not  cases  to  stand  heroic  pulling 
on  retractors  by  assistants  or  constant  shift- 
ing of  place  and  direction  of  retractors. 

The  simplest  repair  of  intestinal  perfora- 
tion which  avoids  constriction  is  best  for 
the  hollow  viscera.  Resection  should  be  done 
for  extensive  lacerations,  transections,  and 
mesentei’ic  vascular  damage.  In  small  bowel 
cases,  primai'y  anastomosis  is  mandatory, 
but  the  colon  may  be  exteriorized  for  ob- 
structive type  resection  and  later  anastomo- 
sis. Tears  of  the  duodenum  should  be  su- 
tured, if  possible.  If  suture  is  not  feasible 
the  method  employed  will  depend  upon  the 
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injury  to  the  duodenum.  In  at  least  one  case 
a Whipple  resection  was  reported  in  the 
management  of  a severe  tear  of  the  duode- 
num. Rents  in  the  mesentery  must  be  closed 
to  avert  internal  strangulations. 

The  spleen  should  be  removed.  After  rapid 
determination  of  the  damage,  it  is  delivered 
from  its  bed  as  the  most  effective  method 
for  temporary  control  of  the  hemorrhage, 
whereupon  the  deliberate  isolation  of  the 
pedicle  can  proceed. 

Liver  injuries  are  best  treated  by  mat- 
tress suturing  with  wet  plain  absorbable 
surgical  gut  or  absorbable  gelatin  sponge, 
either  gelfoam  or  surgical,  sutured  into  the 
defect.  Resection  of  part  of  the  lobe  may 
be  necessary.  Drainage  is  always  desirable 
to  conduct  any  leaking  bile  from  the  ab- 
dominal cavity. 

Adequate  toiletry  and  in  general  primary 
closure  is  the  procedure  of  choice.  The  sim- 
plest and  fastest  abdominal  wall  closure  in 
the  face  of  shock  is  desirable. 

Postoperative  Treatment 

General  postoperative  care,  with  particu- 
lar emphasis  on  restoring  a normal  blood 
and  red  cell  volume,  should  be  given.  Re- 
peated hematocrit  readings  for  the  first  72 
hours  are  the  best  guide  for  blood  require- 
ment. Patients  should  not  be  allowed  to 
struggle  along  in  a state  of  compensated 
shock.  Nothing  favors  prompt  healing  and 
restoration  of  a normal  physiology  as  much 
as  blood,  adequate  fluids,  and  electrolytes. 

An  aggressive  program  toward  avoidance 
of  pulmonary  complications  should  be  car- 
ried out  such  as  a cough  regimen,  inter- 
costal procaine  hydrochloride  block,  emul- 
sant  therapy,  bronchoscopic  aspiration,  and 
prophylactic  tracheotomy  when  indicated. 
Nasogastric  suction  and  appropriate  anti- 
biotics are  indicated. 

Many  severely  injured  patients  have  a 
stormy  postoperative  course.  Peritonitis  and 
wound  infections  are  not  uncommon  and  can 
be  minimized  only  by  early  adequate  sur- 
gery. Eviscerations  should  be  watched  for 
carefully  and  because  of  the  speed  necessary 
in  completing  the  operation,  careful  closure 
of  the  incision  sometimes  is  not  carried  out 
as  well  as  it  might  be,  and  postoperative 
hernia  occurs  more  commonly  in  this  pro- 
cedure than  in  others.  Such  complications 
as  atelectasis  and  pulmonary  embolism 


should  be  treated  as  in  their  incidence  in 
any  other  general  surgical  case. 

Comment 

With  the  advent  of  fast-moving  vehicles 
and  high-powered  machines,  patients  admit- 
ted to  hospitals  with  multiple  injuries  and 
often  with  nonpenetrating  abdominal  in- 
juries are  increasing. 

The  challenge  is  to  (1)  recognition  of  the 
presence  of  visceral  injuries  and  hemor- 
rhage, (2)  keeping  the  patient  alive  by  re- 
suscitative  measures,  and  (3)  repair  of  the 
injured  structures. 

In  the  presence  of  associated  injuries, 
especially  of  the  thorax,  the  only  relatively 
safe  opportunity  for  the  general  anesthetic 
will  be  early.  Certainly  massive  hemorrhage 
can  only  worsen  the  condition  of  the  patient, 
as  will  developing  peritonitis,  should  a wait- 
ing policy  be  adopted. 

In  the  absence  of  any  completely  reliable 
x-ray  or  laboratory  diagnostic  procedures, 
the  final  responsibility  for  bringing  the  pa- 
tient to  early  exploration  still  rests  with  the 
surgeon.  A small  percentage  of  negative  ex- 
plorations would  seem  preferable  to  mortal- 
ities from  misdiagnoses. 

Perforation  of  the  duodenum  and  delayed 
hemorrhage  from  rupture  of  the  spleen  are 
two  conditions  most  difficult  to  recognize 
among  the  nonpenetrating  injuries  to  the 
abdomen.  These  require  the  most  careful 
consideration  and  observation  and  should  be 
borne  in  mind  by  the  surgeon  attending  any 
such  injury. 
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Problems  and  Challenges 
In  Public  Health 

CHARLES  E.  SMITH,  M.  D. 


^ ~ THE  ELEMENTS  of  our  present 
REVIEW  ARTICLES  pi’oblem  EreEs  of  public  health  are 

■ much  as  they  were  nearly  100 
years  ago.  When  Dr.  Thomas  M. 
Logan  established  the  California  State  Board 
of  Health  in  1870,  it  was  the  second  in  the 
nation.  He  plunged  it  into  a program  of 
vital  statistics;  epidemiology  with  emphasis 
on  control  of  communicable  diseases,  includ- 
ing venereal  diseases;  sanitation  of  public 
institutions;  alcoholism;  dental  health;  men- 
tal health ; maternal  and  child  health ; and 
quality  of  medical  care. 

Dr.  Logan  was  cofounder  of  the  California 
Medical  Association  and  in  1873  was  the 
President  of  the  AMA.  In  his  presidential 
address,"  he  discussed  the  needs  of  public 
health  or,  as  he  termed  it,  “state  medicine!” 
He  urged  appointment  of  a physician  secre- 
tary of  public  health  with  cabinet  status,  the 
establishment  of  state  boards  of  health,  and 
full-time  local  health  officers.  He  pointed 
out  that  these  local,  state,  and  national  health 
officers  should  be  “our  best-qualified  mem- 
bers” who  will  enter  into  full-time  public 
service,  “provided  a sufficient  pecuniary 
consideration  be  appropriated  ...  to  render 
them  independent  of  private  practice.” 

While  the  components  of  our  public  health 
responsibilities  were  envisioned  nearly  a 
century  ago,  implementation  was  slow.  Then 
in  the  1920s  and  through  the  1940s  we  iden- 
tified public  health  as  the  “basic  six,”  staffed 
with  the  health  officer,  public  health  nurse, 
sanitary  inspector,  and  clerk.  With  chamber 
of  commerce  score  sheets,  we  appraised  com- 
munity accomplishments  and  awarded  prizes 
accordingly.  In  retrospect,  that  was  a rea- 
sonably simple  and  understandable  era.  Also, 
compared  with  the  exciting  present,  it  was 
dull  and  drab. 

Explosive  New  Era 

Equilibrium  was  abruptly  ended  by  two 
explosions,  the  explosion  of  scientific  knowl- 

Presented  before  the  April,  1961,,  meeting  of  the 
TMA  Section  on  Public  Health. 


edge  and  the  corollary  explosion  of  popula- 
tion. Clark  Kerr,  Ph.D.,  president  of  the 
University  of  California,  in  a 1962  address, 
recalled  that  the  15th  century  Nuremberg 
Chronicle  left  four  blank  pages  at  the  end 
to  record  the  outstanding  achievements 
of  learning  from  that  period  to  doomsday. 
Instead,  the  scientific  “harvests”  are  dou- 
bling every  ten  years  so  that  computers  are 
required  to  produce  “Index  Medicus.”  Medi- 
cine-public health  now  wipe  out  epidemic 
scourges  and  suppress  to  low  levels  a whole 
spectrum  of  deaths  from  bacterial  pneu- 
monia to  congenital  heart  disease.  This  tre- 
mendous increase  in  medical  knowledge  has 
been  a major  factor  in  producing  our  corol- 
lary explosion  in  total  population  skewed 
into  new  and  complex  distributions  of  age, 
sex,  race,  and  social  structure.  Even  in  the 
past  decade,  the  problems  we  see  on  the  iso- 
lation ward  have  changed  amazingly  from 
the  classical  childhood  diseases.  Now,  the  ma- 
jor problem  is  typified  by  the  elderly  patient 
who  has  a fractured  hip,  and  develops  second- 
ary infection  with  antibiotic  resistant  sta- 
phylococci or  gram-negative  bacilli.  He  prob- 
ably also  had  a bacterial  pneumonia,  from 
which  exotic  antibiotics  saved  him,  but  he 
goes  through  months  of  rear-guard  actions  as 
new  lesions  develop,  amputations  and  urinary 
tract  infections  recur.  This  illustrates  the 
need  for  community  home  nursing  and  re- 
habilitation programs  which  can  take  pa- 
tients out  of  hospitals  where  the  risk  of 
nosocomial  infections  is  high.  Thus  we  ai'e 
confronted  with  problems  far  more  compli- 
cated than  when  diphtheria  or  typhoid  were 
rampant  and  immunization,  pasteurization, 
and  chlorination  provided  our  clean-cut  solu- 
tions. We  must  not  relax  our  vigilance  against 
those  epidemic  foes ; “sinwival  is  the  first  law 
of  nature”  and  Nature  plays  no  favorites.  In 
the  Darwinian  evolutionary  pattern,  influ- 
enza virus  mutates  to  variants  not  covered 
by  vaccine.  DDT  no  longer  suffices  in  the 
conquest  of  the  louse,  fly,  or  Anopheles  mos- 
quito, and  even  plasmodia  develop  chloro- 
quine  resistance.  Sulfonamide  prophylaxis. 
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Public  health  problems  today  comprise  com- 
plexities of  science,  sociology,  government, 
technology,  communications,  administration, 
and  education  which  the  mind  can  scarcely 
grasp.  Imaginative  new  approaches  must  be 
tried,  but  they  must  rest  on  the  oldest  help  of 
all  — human  compassion  and  understanding. 


which  controlled  meningococcus  meningitis 
in  military  populations  in  World  War  II,  is 
being  nullified  by  the  emergence  of  sulfadia- 
zine-resistant meningocci,  a possibility  we 
confidently  proclaimed  would  never  happen. 
Our  scientific  short  cuts  are  demolished  and 
we  are  forced  back  to  fundamental  principles 
of  environmental  control  and  active  immuni- 
zation. Epidemiology  is  the  unique  discipline 
of  public  health  with  its  consideration  of  all 
interrelating  factors  of  the  etiological  agent, 
host,  and  environment,  and  providing  altern- 
ative strategy  or  tactics  in  attacking  disease. 

We  have  considered  only  a few  of  a vast 
array  of  examples  which  document  our  suc- 
cesses in  solving  previous  problems  but  which 
rarely  are  static  and  perversely  evoke  even 
more  complex  sequelae.  The  medical  knowl- 
edge which  we  are  accumulating  so  rapidly 
necessitates  more  and  more  arduous  and  cost- 
ly education  of  physicians,  and  a tremendous 
number  of  equally  intelligent  and  highly  edu- 
cated scientific  and  technical  personnel.  Ex- 
pensive as  these  medical  resources  are,  the 
public  demands  their  services.  Like  freedom 
and  education  they  are  deemed  a right  in 
our  democratic  society.  Also,  with  lives 
spared  in  the  younger  ages,  more  elderly 
survive  to  the  age  when  long-time  disability 
and  illness  increase  enormously.  These  de- 
mands produce  major  socioeconomic  stresses, 
as  witness  the  controversies  on  the  financing 
of  medical  care  of  the  aged,  and  even  sniping 
at  physicians’  attitudes.  Last  year,  the  Cali- 
fornia State  Board  of  Health  barred  three 
useless  cancer  treatments  and  one  so-called 
cancer  diagnostic  test.  When  the  Board  took 
final  action,  the  room  looked  more  like  a 
political  convention.  There  were  banners, 
placards,  sashes,  hat  bands,  and  similar 
trapping  bearing  scathing  denunciations  in 
all  variations  of  themes  on  “The  Medical 
Trust”  and  “Greedy  Doctors.” 

Our  public  image  frequently  is  being  as- 
saulted. Instead  of  approbation,  respect,  and 
affection,  so  often  we  now  are  castigated 
with  bitter  opprobrium.  Dr.  Roger  Egeberg, 
the  new  dean  of  the  University  of  Southern 


California  School  of  Medicine,  addressed  our 
incoming  U.  C.  School  of  Public  Health  grad- 
uate students  on  “Medical  Care.”  He  made 
the  point  that  the  old  horse  and  buggy  doc- 
tor, aside  from  purges  and  diaphoretics,  had 
little  to  offer  but  love  and  understanding. 
Now  the  modern  physician  is  so  busy  keep- 
ing up  with  new  discoveries  and  applying 
them  with  all  their  complexities  to  an  ever- 
mounting  patient  load  that  he  has  no  time  to 
hold  the  patient’s  hand  at  the  bedside.  He 
needs  any  spare  time  in  the  library.  Thus, 
the  pressures  of  providing  the  tremendous 
values  of  modern  scientific  medicine  diminish 
the  opportunity  for  explanation  and  under- 
standing which  are  greatly  missed.  Today’s 
doctor  is  so  busy  saving  lives  he  also  has  dif- 
ficulty attending  the  hopeless  patient  with 
compassion  and  support.  The  doomed  termi- 
nal cancer  patient  is  prey  to  the  charlatans 
and  quacks  whose  very  attention  may  allevi- 
ate pain.  Dr.  LaforeU  made  the  very  telling 
point,  “For  there  are  no  ‘hopeless’  patients, 
only  ‘hopeless’  doctors.” 

Physician  to  the  Community 

The  health  department,  which  serves  as 
physician  to  the  community,  is  caught  in 
this  vise  of  constantly  mounting  problems 
with  less  time  to  solve  them.  Indeed,  with 
community  health  problems  centering  in- 
creasingly in  chronic  diseases,  Papanicolaou 
screening,  crippled  children’s  services  and 
now  emerging  programs  in  mental  deficien- 
cies, the  “jurisdictions”  of  public  health  and 
private  practice  are  increasingly  blurred. 
The  successes  of  dramatic  community-wide 
Sabin  oral  vaccine  programs  document  the 
dividends  of  cooperation  between  organized 
medicine  and  the  total  community  which 
public  health  typifies. 

There  are  health  problems  of  the  environ- 
ment to  which  our  explosion  of  knowledge 
brings  increasingly  complex  demands.  Here 
the  reciprocal  responsibilities  of  the  preven- 
tive medicine  specialist  in  public  health  in- 
tertwine with  those  of  his  confreres  in  pri- 
vate practice  with  the  major  responsibility 
resting  on  the  public  health  specialist.  I 
mentioned  the  increasing  resistance  of  in- 
sects to  DDT.  Parathion,  with  far  less  toxic 
tolerance,  is  rapidly  superseding  DDT  as  an 
agricultural  chemical.  A number  of  epidem- 
ics of  serious  illness  have  resulted.  There 
was  an  epidemic  of  parathion  poisoning 
among  peach  pickers  of  the  San  Joaquin 
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Valley  last  summer.  There  were  94  cases 
diagnosed  by  classical  clinical  signs  and 
symptoms.  However,  the  health  department 
staff  did  not  stop  with  them.  By  checking 
cholinesterinase  levels,  the  prevalence  of 
subclinical  exposures  could  be  determined. 
It  is  an  axiom  of  epidemiological  methodol- 
ogy in  both  infectious  and  noncommunicable 
diseases  that  the  clinical  disease  treated  by 
the  private  practitioner  is  only  the  visible 
portion  of  a figurative  toxic  iceberg.  To  ac- 
curately appraise  the  condition,  the  health 
department  epidemiologist  is  equally  con- 
cerned with  quantitating  the  vastly  larger 
submerged  “subclinical”  or  “inapparent” 
portion  of  this  iceberg.  Just  as  the  tubercu- 
lin test  determines  the  prevalence  of  total 
experience  with  the  tubercle  bacillus,  so  the 
cholinesterinase  test  does  for  toxic  parathion. 
When  the  “well”  peach  pickers  from  the 
same  orchards  were  tested,  68  percent  had 
abnormal  cholinesterinase  levels.  Of  persons 
in  adjacent  motels  and  trailers  who  had  not 
even  picked  peaches,  35  percent  had  abnor- 
mally low  cholinesterinase  value.  As  a result 
of  this  and  other  studies,  the  Department  of 
Agriculture  is  rewriting  its  regulations  with 
respect  to  the  frequency  of  spraying  with 
parathion,  and  extending  the  interval  be- 
tween spraying  and  thinning  or  picking  of 
peaches.  These  pesticides  and  complemen- 
tary weed  killers  so  essential  in  agriculture 
represent  only  a miniscule  proportion  of  the 
host  of  new  chemicals  contaminating  our 
environment.  The  4,000,000,000  pounds  of 
detergents  used  annually  may  make  reused 
water  foam  from  the  faucet  like  the  head  on 
old  steam  beer.  Some  scientists  raise  eye- 
brows about  potential  long-term  carcinogenic 
effects.  As  Dr.  Thomas  Logan  foresaw  in 
the  1870’s  and  the  AM  A continues  to  under- 
score, public  health  must  direct  environ- 
mental control.  For  this  reason  we  rallied 
when  politicians  without  health  orientation 
sought  to  wrest  the  federal  responsibility  for 
safeguarding  our  water  supplies  from  the  U. 
S.  Public  Health  Service.  Alarmingly,  this 
legislation  passed  the  Senate.  While  it  died 
in  the  House,  undoubtedly  it  will  be  reintro- 
duced. The  battle  still  is  with  us. 

The  public  health  responsibilities  conse- 
quent to  our  penetration  of  the  atom  have 
brought  the  tremendous  problems  of  the  safe 
handling  of  radiation  emitters  and  the  dis- 
posal of  fission  products  and  all  manner  of 
radioactive  wastes.  The  political  as  well  as 


the  health  considerations  of  fall-out  are 
blatantly  familiar  to  us  all. 

Air  pollution  with  the  tremendous  prob- 
lems of  emissions  from  internal  combustion 
engines  impels  our  groping  for  solutions. 
Foodstuffs,  dried  and  frozen,  including  foil- 
wrapped  turkey  rolls,  fruits  and  vegetables 
with  residual  sprays  of  complex  new  chemi- 
cals— all  present  a legion  of  questions  which 
make  our  old  problems  of  pressure  cooking 
to  prevent  botulism  seem  like  child’s  play. 
Indeed,  even  this  “solved”  problem  of  botu- 
lism comes  back — in  the  spectral  garb  of 
canned  tuna  and  Great  Lakes  smoked  fish — 
to  haunt  us. 

Thus,  the  problems  of  the  environment 
which  we  used  to  encompass  comfortably 
with  Imhoff  tanks  and  trickling  filters,  with 
a bow  t o Chick  Sales  and  properly  con- 
structed pit  privies,  chlorination,  food  inspec- 
tions, and  pasteurization  suddenly  threaten 
to  get  completely  out  of  hand.  Our  only  hope 
is  to  match  technologically  produced  prob- 
lems with  equally  imaginative  and  radical 
new  approaches  with  psychologists  teamed 
with  toxicologists,  radiation  physicists,  sani- 
tary engineers,  sanitary  science  generalists, 
yes,  and  health  educators,  epidemiologists, 
and  computer- sophisticated  biostatisticians 
constituting  our  public  health  team. 

Community  organization  and  community 
planning  now  have  become  major  problems. 
The  tidy  full-time  county  health  unit  with 
the  minimum  of  30,000  people  and  a budget 
of  $30,000  to  $40,000  no  longer  is  realistic. 
Certainly  the  budget  is  not.  Authorities  in 
administration  point  out  that  in  the  New 
York  City  complex  there  are  1,400  govern- 
mental units  in  three  different  states,  each 
with  its  own  governing  body,  procedures,  and 
regulations.  Most  authorities  consider  a pop- 
ulation range  from  50,000  to  100,000  as  min- 
imal to  optimal  for  providing  community 
health  services ; above  500,000  requires  de- 
centralization. However,  Surgeon  General 
Terry^  recently  cited  several  new  approaches. 
Thus,  in  the  Miami  complex,  large  scale  func- 
tions like  water,  mass  ti’ansport,  control  of 
air  pollution,  sewage  and  refuse  disposal  are 
coordinated  in  a regional  agency,  while  per- 
sonal services  such  as  personal  health,  schools, 
police  and  fire  protection  are  the  responsibil- 
ities of  local  governments.  Here  the  respon- 
siveness of  the  public  health  service  to  the 
individual  citizen,  like  the  tie  of  the  physi- 
cian to  his  personal  patient,  is  essential. 


208 


Texas  State  Journal  of  Medicine 


Coordination  Is  Major  Job 

The  problems  of  how  to  coordinate  hos- 
pitals with  medical  education  and  compi*©- 
hensive  medical  services  for  welfare  recipi- 
ents and  then  with  preventive  medical  serv- 
ices are  being  experimented  with  in  many 
parts  of  the  country.  What  to  centralize  and 
what  to  decentralize  to  foster  democratic 
responsibility,  and  how  medical  practice,  wel- 
fare and  public  health,  official  and  volun- 
tary agencies,  federal,  state  and  local  levels 
converge  and  where  they  diverge,  must  vary 
from  region  to  region.  Thus,  after  preach- 
ing for  many  decades  that  every  Californian 
should  be  ser\?ed  by  a full-time  health  de- 
partment directed  by  a full-time  physician- 
health  officer,  we  realized  we  could  not  have 
full-time  health  officers  throughout  our 
state.  The  mountain  counties  are  so  sparsely 
populated  that  they  will  not  support  such  a 
pattern.  However,  during  vacations,  literal- 
ly millions  of  Californians  flee  to  the  moun- 
tain areas  to  escape  the  harrassment  of  city 
stresses  and  of  fogs  and  smogs.  Recognizing 
its  responsibilities,  our  state  health  depart- 
ment, using  its  public  health  assistance  funds, 
contracts  with  these  counties  to  provide  gen- 
eral supervision  and  assigns  a full-time  nurse 
and  sanitarian  to  the  local  part-time  health 
officer.  They  are  responsible  to  him  just  as 
he  is  to  his  county  supervisors.  This  local 
responsibility  is  essential.  Our  Bureau  of 
Public  Health  Contract  Service  provides  ex- 
pert consultative  services  for  these  units  and 
even  has  a public  health  social  worker  on  its 
bureau  staff.  Moreover,  it  can  mobilize  and 
throw  into  action  all  of  the  resources  of  the 
State  Health  Department  in  the  event  of  an 
emergency.  Such  experimentation  in  admin- 
istering health  services  is  an  essential  re- 
sponsibility of  present  day  public  health. 

Another  major  responsibility  is  education 
and  training  for  public  health.  Federal  train- 
eeships, project  grants,  and  formula  grants 
were  evaluated  and  endorsed  by  the  Second 
National  Conference  of  Public  Health  Train- 
ing in  1963.  Many  recommendations  of  this 
Conference  appear  in  the  Public  Health 
Training  Act  of  1964  (PL  88-497).  With 
support  of  all  public  health.  Congress  averted 
a crisis. 

Not  only  is  there  need  for  academic  prepa- 
ration but  also  for  continuing  education.  Our 
burgeoning  knowledge  means  that  no  school 
of  medicine  or  of  public  health  can  possibly 
include  in  its  curriculum  the  exciting  and 


momentous  discoveries  even  now  in  process 
of  experimentation  and  publication.  All  of 
us  must  continue  to  postgraduate  profes- 
sional study.  It  is  in  this  concept  that  the 
California  School  of  Public  Health  promised 
the  Western  State  Health  Officers  it  would 
establish  a program  of  continuing  education 
in  public  health  if  federal  aid  was  provided 
to  schools  of  public  health.  Thanks  to  the 
support  of  all  public  health  groups,  such  leg- 
islation was  enacted.  The  resultant  program 
of  both  U.  C.  schools  with  the  American  Pub- 
lic Health  Association  provides  continuing 
education  at  the  professional  level  for  the 
public  health  workers  of  the  12  western 
states. 


That  the  Torch  May  Pass 

The  greatest  need  of  public  health  is 
mounting  an  integrated  attack  on  these  vast 
problems,  thus  passing  the  torch  of  social 
progress  to  the  next  generation.  To  meet 
this  need  the  American  Public  Health  Asso- 
ciation and  the  National  Health  Council 
sponsor  a National  Commission  on  Com- 
munity Health  Services,  operating  through  a 
series  of  task  forces  and  community  self- 
studies.  These  commissioners  and  task  force 
members  are  drawn  from  the  full  spectrum 
of  professional,  political,  and  economic  back- 
grounds. All  have  strong  convictions  and, 
despite  diverse  viewpoints,  mutual  respect. 
The  findings  and  broad  recommendations  of 
this  Commission  inevitably  must  be  applied 
with  attention  to  local  circumstances.  They 
should  be  guidelines  for  community  health 
programs  of  the  next  25  years.  Then  by 
1989,  the  problems  of  1964  will  seem  as  un- 
complicated as  those  of  1937  look  to  us  now. 
It  is  our  basic  responsibility  and  our  goal  to 
apply  ourselves  with  diligence,  dedication, 
and  inspiration  so  that  there  will  be  an  alert 
and  inquiring  generation  in  1989  to  be  health- 
ily concerned  and  prepared  to  launch  its  na- 
tional study  of  the  needs  for  Century  21. 
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Clinicopathologic  Conference 

Harlen  Pollock,  M.D.;  Thomas  S.  Curry,  M.D.;  C.  R.  Baxter,  M.D.; 

R.  C.  Jones,  M.D.;  R.  McClelland,  M.D.;  and  J.  B.  Flume,  M.D. 


Case  Presentation 

I ] DR.  HARLEN  POLLOCK:  A 68- 

cpc  year-old  white  diabetic  woman  was 

■ admitted  to  Parkland  Hospital  Oct. 

17,  1964.  A mass  had  been  present 
in  her  left  breast  for  six  months;  she  had 
lost  20  pounds  during  that  time  and  attrib- 
uted the  weight  loss  to  voluntary  dietary  re- 
striction. There  had  been  no  pain,  bleeding, 
discharge  from  the  nipple,  or  other  symp- 
toms referable  to  the  breast. 

The  past  history  was  noncontributory  ex- 
cept for  diabetes  mellitus  for  three  years, 
which  was  controlled  with  oral  hypoglyce- 
mics.  A subtotal  hysterectomy  was  per- 
formed 27  years  ago  for  menorrhagia. 

Physical  examination  showed  an  obese 
white  woman  with  blood  pressure  of  125/65 
mm.  of  Hg.,  pulse  80,  temperature  98.6  F. 
The  only  significant  positive  finding  was  a 
5 cm.  mass  in  the  upper  outer  quadrant  of 
the  left  breast.  The  mass  was  firm,  non- 
tender, and  fixed  to  the  overlying  skin  with 
an  early  peau  d’orange  effect.  Slight  ery- 
thema was  noted  over  the  area  of  the  mass 
when  the  patient  was  sitting.  No  axillary 
or  supraclavicular  nodes  were  palpable. 

An  electrocardiogram  showed  a first  de- 
gree atrioventricular  block.  Chest  x-ray  and 
bone  survey  were  obtained  and  will  be  de- 

This  is  the  twelfth  and  last  in  a series  of  clinico- 
pathologic conferences  presented  by  the  University 
of  Texas  Southwestern  Medical  School,  Dallas.  Dr. 
C.  T.  Ashworth,  professor  and  chairman  of  the  De- 
partment of  Pathology,  has  served  as  guest  editor 
for  the  series. 

Dr.  Harlen  Pollock,  resident  in  surgery,  gives  the 
case  presentation,  and  radiological  findings  are  pro- 
vided by  Dr.  Thomas  S.  Curry,  Department  of  Radi- 
ology. Clinical  discussions  are  by  Drs.  C.  R.  Baxter 
and  R.  McClelland,  assistant  professors  of  surgery; 
and  R.  C.  .Jones,  instructor  in  surgery.  Dr.  J.  B. 
Flume,  assistant  professor  of  pathology,  presents 
the  pathologic  findings. 


scribed.  Liver  function  studies  were  within  j 
normal  limits  except  for  a persistently  ele-  ] 
vated  level  of  alkaline  phosphatase  (31  to  39  i 
Bodansky  units).  A liver  scan  was  normal.  f 
A rounded  calcified  density  was  noted  in  j 
the  right  upper  quadrant  when  a kidney-  | 
ureters-bladder  film  was  made.  An  oral  | 
cholecystogram  showed  this  density  to  be  j 
unrelated  to  the  gallbladder  or  kidney.  * 

On  Oct.  22  the  patient  underwent  a left  » 
radical  mastectomy  after  needle  biopsy  of  f 
the  breast  mass  showed  scirrhous  carcinoma  j 
on  frozen  section.  The  final  pathological  | 
diagnosis  was  the  same  and  there  was  me-  f 
tastatic  tumor  in  23  of  29  lymph  nodes  | 
found  in  the  specimen.  The  postoperative  j 
course  was  unremarkable  and  the  patient  j 
was  discharged  on  the  eighth  postoperative  I 
day.  j 

One  month  following  discharge,  a dull  | 
pain  began  in  her  right  hip  joint  and  be-  I 
came  progressively  more  severe  until  ambu- 
lation was  impossible.  About  one  week  later 
she  had  a syncopal  attack  and  was  examined 
in  the  emergency  room.  At  this  time  she  ^ 
was  irrational  and  lethargic.  Her  blood  sug-  i 
ar  level  was  50  mg.  per  100  ml.,  and  treat- 
ment with  50  percent  solution  of  glucose  in-  i 
travenously  produced  no  immediate  response.  j. 
She  was  observed  for  several  hours;  she  J 
gradually  improved  and  was  discharged.  I 

On  Dec.  11  she  was  readmitted  with  an  ab-  v 
scess  of  her  left  upper  arm,  and  she  showed 
considerable  physical  and  mental  deteriora- 
tion. She  had  become  bedridden  because  of 
severe  pain  in  the  right  hip  with  poor  re- 
sponse to  analgesics.  She  was  weak  and  there  | 
was  evidence  of  weight  loss.  Subcutaneous  | 
nodules  were  palpable  in  the  left  chest  wall,  | 
cervical  region,  and  upper  abdomen.  The  ab-  2 
scess  was  incised  and  drained.  The  blood  I 
urea  nitrogen  (BUN)  was  28  mg.  per  100  I 
ml.,  serum  calcium  9.5  mg.  per  100  ml.,  in-  I 
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The  patient  had  an  advanced  lesion  of  the 
breast,  which  was  treated  by  radical  mastec- 
tomy. Several  aspects  of  management  of 
breast  cancer  are  reviewed  in  this  conference. 


organic  serum  phosphorus  5.5  mg.  per  100 
ml.,  and  serum  alkaline  phosphatase,  49 
units  per  100  ml. 

Roentgenograms  revealed  a pathological 
fracture  of  the  right  hip,  and  a course  of 
external  radiation  to  this  area  was  begun. 
In  addition,  oral  estrogen  therapy  (Estinyl 
0.5  mg.  b.i.d.)  was  initiated. 

During  the  next  three  days  the  patient 
had  intermittent  episodes  of  severe  vomit- 
ing which  did  not  respond  to  therapy.  She 
was  responsive  but  confused.  No  focal  neu- 
rological signs  were  found.  Fundi  were  not 
visualized  due  to  bilateral  cataracts.  Abnor- 
mal extracellular  fluid  deficit  was  replaced 
by  isotonic  fluids.  The  BUN  was  39  mg.  per 
100  ml.,  sodium  136  mEq.  per  liter,  chloride 
96  mEq.  per  liter,  and  carbon  dioxide  26 
mEq.  per  liter.  On  Dec.  22  the  patient  re- 
mained nauseated.  Estrogen  therapy  was 
discontinued,  and  supportive  measures  were 
initiated.  At  this  time  the  sodium  was  137 
mEq.  per  liter,  BUN  47  mg.  per  100  ml., 
chloride  99  mEq.  per  liter,  potassium  3.7 
mEq.  per  liter,  carbon  dioxide  30  mEq.  per 
liter,  and  calcium  20  mg.  per  100  ml.  The 
patient  became  more  obtunded,  progress- 
ing to  frank  coma  the  following  evening.  A 
therapeutic  regimen  of  further  extracellular 
fluid  volume  replacement,  systemic  steroids, 
and  intravenous  bisodium  phosphate  was 
begun.  A total  of  34  gm.  of  sodium  biphos- 
phate was  administered  intravenously  in  wa- 
ter during  a ten-hour  period.  Prednisone 
was  given  intravenously  (50  mg.  initially 
and  another  50  mg.  four  hours  later).  Fluid, 
intake  in  this  period  consisted  of  2,000  cc. 
of  lactated  Ringer’s  solution,  1,000  cc.  of  5 
percent  dextrose  and  water,  and  2,000  cc.  of 
water  containing  the  sodium  biphosphate. 
The  next  morning  the  patient  showed  no 
clinical  improvement ; however,  serum  calci- 
um had  fallen  to  11.5  mg.  per  100  ml.  Phos- 


phorus was  9.5  mg.  per  100  ml.,  sodium  141 
mEq.  per  liter,  chloride  102  mEq.  per  liter, 
carbon  dioxide  25  mEq.  per  liter,  potassium 
4.7  mEq.  per  liter,  and  serum  pH  was  7.52. 
Urine  output  continued  to  be  over  100  cc. 
per  hour.  Total  urine  calcium  excretion  dur- 
ing the  period  of  treatment  was  325  mg. 
The  patient  continued  to  deteriorate  and 
later  that  morning  death  occurred  from  sud- 
den respiratory  arrest. 


Radiologic  Findings 

DR.  TOM  CURRY:  The  initial  radio- 
graphic  evaluation  of  this  patient  consisted 
of  chest  films,  a metastatic  bone  survey,  and 
mammograms.  The  mammograms  demon- 
strated a lesion  in  the  lateral  aspect  of  the 
left  breast,  measuring  approximately  3 cm. 
(Fig.  1).  The  margins  of  the  lesion  were 
ill-defined,  with  strands  of  increased  density 
extending  from  the  lesion  into  the  breast 
parenchyma.  The  vascularity  of  the  breast 
was  increased,  and  there  was  moderate  soft 
tissue  thickening  of  the  skin  of  the  left 
breast  around  the  lesion.  There  was  no  evi- 
dence of  calcification  within  the  tumor  mass. 
The  mammographic  findings  were  inter- 
preted as  carcinoma  involving  the  left 
breast.  The  initial  chest  films  were  within 
normal  limits. 

The  initial  bone  survey  revealed  no  sig- 
nificant abnormality  except  for  questionable 
areas  of  increased  density  in  the  sacrum  and 
innominate  bones.  These  were  not  conclu- 
sively indicative  of  metastatic  bone  disease 
at  that  time.  In  a follow-up  bone  survey  two 
months  later,  however,  areas  believed  to  rep- 
resent definite  osteoblastic  metastases  were 


Fig.  1.  Preoperative  mammogram  shows  a 3 cm.  lesion 
in  the  lateral  aspect  of  the  left  breast  with  character- 
istics of  malignancy  (ill-defined  borders,  stranding,  in- 
creased vascularity,  and  skin  thickening). 
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found  in  the  pelvis  and  both  femurs  (Fig. 
2).  There  was  also  a pathological  intertro- 
chanteric fracture  of  the  right  femur.  Films 
also  demonstrated  multiple  areas  of  de- 
creased density  in  both  femurs,  considered 
to  be  osteolytic  metastases  from  carcinoma 
of  the  breast. 

Chest  films  at  this  time  demonstrated 
multiple  linear  densities  involving  primarily 
both  lower  lung  fields,  which  were  not  as 
thick  as  corresponding  blood  vessels;  and 
they  showed  little  branching  (Fig.  3).  These 


Fig.  2.  Anteroposterior  view  of  pelvis,  Dec.  16,  shows  gen- 
eralized osteoblastic  metastases  and  an  intertrochanteric 
fracture  of  the  right  femur. 


Fig.  3.  Postoperative  chest  film  shows  the  absence  of  the 
left  breast  and  stranding  in  both  lung  tields  consistent 
with  lymphangitic  spread  of  tumor. 


findings  were  interpreted  as  pulmonary 
lymphangitic  spread  of  carcinoma.  Along 
the  extreme  right  lateral  chest  margin  were 
several  ill-defined  soft  tissue  densities.  Be- 
cause of  their  faintness,  these  densities  could 
not  be  satisfactorily  interpreted.  They  could 
have  been  caused  by  fortuitous  confluence  of 
soft  tissue  outline,  patchy  pneumonitis,  or 
actual  metastatic  tumor. 

An  oral  cholecystogram  showed  a normal- 
ly functioning  gallbladder  without  stones. 
The  oval  calcific  density  observed  on  the 
KUB  film  in  the  right  upper  quadrant  lay 
outside  the  outline  of  both  the  gallbladder 
and  the  kidney  and  is  believed  to  represent 
vascular  calcification. 

In  conclusion,  there  was  radiographic  evi- 
dence both  of  osteoblastic  and  osteolytic  me- 
tastases of  carcinoma  of  the  breast  to  the 
pelvis  and  femurs,  with  pathological  frac- 
ture of  the  right  hip.  The  chest  films  dem- 
onstrated surgical  absence  of  the  left  breast 
and  changes  interpreted  as  pulmonary  lym- 
phangitic spread  of  carcinoma.  There  was 
inconclusive  evidence  of  small  tumor  nodules 
in  the  right  lateral  lung  field. 


Clinical  Discussion 

DR.  C.  R.  BAXTER : This  case  illustrates 
many  interesting  points  in  the  management 
of  carcinoma  of  the  breast.  In  summary, 
this  elderly  lady  had  a long  history  of  a 
breast  mass.  Initial  examination  revealed 
an  advanced  lesion  with  skin  edema  and  de- 
pendent redness,  but  no  definite  evidence  of 
distant  metastases.  In  retrospect,  distant 
metastases  were  probably  present  at  the 
time  of  radical  mastectomy  and  were  the 
basis  for  the  severe  hypercalcemia  which 
developed  later.  But  these  were  not  detected 
and  surgery  was  performed  for  this  rather 
advanced  local  lesion.  The  basis  for  this  de- 
cision was  “not  to  deny  a chance  for  cure,” 
even  though  the  prognosis  admittedly  was 
poor. 

Dr.  Jones,  ignoring  the  subsequent  find- 
ings, would  you  discuss  these  initial  findings 
in  terms  of  expected  “five  years’  suiwival” 
for  this  patient? 

DR.  R.  C.  JONES:  According  to  the  Co- 
lumbia classification  of  breast  carcinoma,  a 
stage  A breast  cancer  is  confined  to  the 
breast.  Stage  B lesions  have  involvement  of 
the  axillary  nodes;  however,  the  nodes  are 
less  than  2.5  cm.  in  diameter.  Stage  C breast 
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cancer  has  any  one  of  five  grave  signs  indi- 
cating fairly  advanced  carcinoma  of  the 
breast.  These  signs  include  edema  of  less 
than  one-third  of  the  skin  of  the  breast,  ul- 
ceration of  the  skin,  fixation  of  the  tumor 
to  the  chest  wall,  axillary  node  involvement 
with  nodes  measuring  greater  than  2.5  cm., 
and  fixation  of  the  axillary  nodes  to  over- 
lying  skin  or  deeper  structures.  This  patient 
would  be  classified  clinically  as  having  stage 
C involvement,  since  she  had  edema  of  less 
than  one-third  of  the  skin  of  the  breast. 
Stage  D carcinoma  indicates  far  advanced 
disease  and  would  be  categorically  inopera- 
ble. Stage  D would  include  any  two  of  the 
five  grave  signs  mentioned;  or  any  one  of 
the  following:  edema  involving  more  than 
one-third  of  the  skin  of  the  breast,  satellite 
skin  nodules,  inflammatory  carcinoma,  su- 
praclavicular node  metastasis,  peristemal 
node  metastasis,  lymphedema  of  the  arm,  or 
any  evidence  of  distant  metastases.  The  ab- 
normal elevation  of  alkaline  phosphatase 
which  was  detected  initially  certainly  could 
have  been  due  to  bone  metastasis.  This  lab- 
oratory finding  has  not  been  used  as  a con- 
traindication to  radical  mastectomy,  how- 
ever, since  several  other  things  besides  bone 
metastasis  may  cause  such  an  elevation. 

The  dependent  redness  and  edema  sug- 
gested inflammatory  carcinoma,  and  many 
consider  this  a contraindication  to  radical 
mastectomy.  Both  redness  and  edema  of  the 
skin  of  the  breast  are  required  for  the  diag- 
nosis of  inflammatory  carcinoma.  The  red- 
ness is  almost  erysipeloid.  Axillary  nodes 
are  almost  always  involved  early  in  inflam- 
matory carcinoma,  and  there  is  an  increased 
incidence  of  bilateral  breast  involvement. 
Histologic  sections  of  the  affected  area  in 
inflammatory  carcinoma  almost  always  re- 
veal tumor  cells  within  the  lymphatic  and 
blood  vessels  of  the  skin  and  underlying  tis- 
sue. The  involvement  usually  extends  far  in 
each  direction,  and  for  this  reason,  the  mas- 
tectomy incision  usually  cuts  through  the 
tumor  cells,  resulting  in  early  local  recur- 
rence. Inflammatory  carcinoma  occurs  in 
only  about  2 percent  of  all  breast  carcino- 
mas, and  no  one  has  had  extensive  experi- 
ence with  the  entity.  Nevertheless,  five-year 
survivals  of  true  inflammatory  carcinoma  of 
the  breast  are  extremely  rare. 

Simple  redness  of  the  skin  over  a tumor 
does  not  necessarily  indicate  inflammatory 
carcinoma  of  the  breast.  The  redness  may 
instead  be  due  to  beginning  ulceration  of 


the  skin  which  in  itself  is  not  a contraindi- 
cation to  radical  mastectomy.  True  inflam- 
matory carcinoma  of  the  breast  probably 
should  be  treated  by  radical  mastectomy 
only  if  it  is  very  early  and  if  there  is  no 
massive  axillary  node  involvement.  Even  in 
these,  the  advisability  of  surgery  is  debata- 
ble. Preoperative  and  postoperative  irradi- 
ation and  hormone  therapy  in  conjunction 
with  radical  mastectomy  have  not  improved 
the  five-year  survival  rate  of  inflammatory 
carcinoma. 

At  the  initial  stage  of  consideration  of 
our  patient,  the  lesion  was  not  thought  to 
be  inflammatory  carcinoma. 

DR.  BAXTER : For  preoperative  evalua- 
tion, the  Columbia  classification  is  an  excel- 
lent one,  since  it  is  based  upon  clinical  cri- 
teria instead  of  retrospective  tissue  exami- 
nation. In  groups  A and  B,  radical  mastec- 
tomy cure  rates  have  not  been  improved 
upon  by  other  methods  of  treatment.  In  Dr. 
Haagensen’s  series,^  group  A lesions  treated 
by  radical  mastectomy  have  a five-year  sur- 
vival of  between  90  and  92  percent;  while 
for  group  B lesions  it  is  approximately  60 
percent,  in  group  C lesions  it  falls  to  39  per- 
cent, and  in  group  D lesions  it  is  about  25 
percent. 

With  this  low  salvage  of  far  advanced  le- 
sions, many  believe  that  preoperative  irradi- 
ation may  be  of  benefit.  Dr.  McClelland, 
would  you  have  considered  preoperative  ir- 
radiation in  this  patient? 

DR.  McClelland  : Before  proceeding 
with  radical  mastectomy,  preoperative  irra- 
diation followed  by  radical  mastectomy  four 
to  six  weeks  later  might  have  been  consid- 
ered. There  has  been  reluctance  in  this  coun- 
try to  employ  preoperative  irradiation  for 
carcinoma  of  the  breast  because  of  the  delay 
in  surgery  and  poor  wound  healing  which 
result.  However,  recently  several  reports 
have  recommended  preoperative  irradiation 
in  certain  cases.  Ash  and  associates-  had  a 
five-year  survival  of  42  percent  with  locally 
advanced  disease,  using  preoperative  radio- 
therapy, as  opposed  to  only  a 16  percent 
five-year  survival  achieved  in  the  same  stage 
with  conventional  postoperative  irradiation. 
Tice^  also  reported  favorably  on  a small 
series  of  cases  treated  with  standard  250  kv. 
preoperative  irradiation,  although  his  series 
was  of  unselected  patients  and  consisted  of 
those  with  both  far  advanced  and  minimal 
disease  of  the  breast.  White  and  others^ 
state  that  with  cobalt  60,  preoperative  irra- 
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diation  does  not  interfere  with  wound  heal- 
ing if  radical  mastectomy  is  not  done  until 
six  weeks  later.  Their  series  also  indicated 
a reduction  of  local  recurrence  after  pre- 
operative irradiation  and  radical  mastectomy 
compared  with  postoperative  irradiation, 
and  their  five-year  survival  in  the  group 
treated  with  preoperative  irradiation  was 
67.6  percent  in  contrast  to  56.6  percent  for 
those  treated  by  radical  mastectomy  followed 
by  irradiation.  However,  a lower  incidence 
of  histologically  positive  lymph  nodes  in 
the  preoperatively  irradiated  group  renders 
doubtful  the  significance  of  the  different 
local  recurrence  and  survival  rates  in  the 
two  groups. 

Delarue"’  believes  that  radiation  in  locally 
advanced  cases  may  destroy  microscopic  dis- 
ease in  the  zone  of  extending  infiltration, 
so  that  subsequent  surgical  excision  can  be 
performed  with  less  likelihood  of  local  re- 
currence. Any  persisting  viable  cancer  cells 
may  be  imprisoned  in  a layer  of  scar  tissue. 

Previously  reported  results  from  the  use 
of  preoperative  irradiation  might  be  im- 
proved upon  considerably  with  the  use  of 
modern  supervoltage  techniques  which  allow 
greater  dosages  without  harm  to  the  patient. 

DR.  BAXTER : One  of  the  most  interest- 
ing aspects  of  this  case  is  the  occurrence  of 
hypercalcemia  with  metastatic  malignant 
disease.  Although  hypercalcemia  has  been 
reported  with  a wide  variety  of  malignan- 
cies, it  is  most  frequently  encountered  with 
carcinoma  of  the  breast,  kidney,  lung,  mul- 
tiple myeloma,  lymphoma,  and  leukemia. 
The  mechanism  of  hypercalcemia  in  many 
cases  of  neoplastic  disease  is  not  clear.  Hy- 
percalcemia without  bone  lesions,  and  the 
return  of  the  serum  calcium  level  to  normal 
after  removal  of  the  tumor,  occur  in  some 
instances.  This  suggests  that  the  tumor 
produces  a parathormone-like  substance,  or 
that  the  parathyroid  is  stimulated  to  hy- 
perfunction by  a mucopolysaccharide  which 
forms  a calcium -phosphorus  complex.  In 
animals  with  transplanted  tumors  local  bone 
dissolution  may  occur  without  bone  invasion. 

Far  and  away  the  most  common  neoplasm 
accompanied  by  hypercalcemia  is  carcinoma 
of  the  breast.  Jessiman  and  others*^  showed 
that  approximately  20  percent  of  women 
with  metastatic  breast  carcinoma  with  or 
without  skeletal  involvement  develop  hyper- 
calcemia. The  incidence  of  hypercalcemia 
depends  upon  the  use  of  prophylactic  meas- 


ures to  prevent  its  occurrence.  For  example 
in  one  series  of  290  patients  the  incidence 
was  above  30  percent  before  prophylactic 
measures,  and  10  percent  when  these  were 
routinely  employed. 

Hypercalcemia  may  occur  spontaneously 
or  after  any  foiTn  of  therapy,  particularly 
hormones.  Most  frequently  it  is  associated 
with  the  use  of  estrogens,  but  has  also  been 
reported  after  roentgen  therapy,  use  of  an- 
drogens (probably  after  conversion  to  estro- 
gen), after  all  types  of  ablative  therapy 
(oophorectomy,  adrenalectomy,  or  hypophy- 
sectomy)  and  following  ACTH  administra- 
tion. 

Sudden  hypercalcemia  may  be  more  often 
due  to  side  effects  of  estrogen  therapy  than 
to  effects  of  direct  neoplastic  disease  on  cal- 
cium metabolism.  The  toxic  side  effects  of 
estrogen  therapy  include  gastrointestinal 
upset  with  vomiting,  and  salt  retention  ede- 
ma. These  may  result  in  moderate  extra- 
cellular fluid  deficiency  and  cause  reduced 
urine  output.  Since  calcium  excretion  paral- 
lels both  sodium  excretion  and  urine  volume, 
calcium  retention  occurs.  This  sequence  is 
almost  invariably  present  in  reported  cases. 
Jessiman  and  others®  report  that  calcium 
mobilization  is  increased  when  there  is  de- 
creased excretion  of  calcium,  thus  rapidly 
leading  to  hypercalcemia. 

The  signs  and  symptoms  of  hypercalcemia 
associated  with  malignant  disease  are  iden- 
tical with  those  of  nonmalignant  causes. 
They  are  highly  variable  and  are  not  always 
related  to  the  degree  of  hypercalcemia.  Usu- 
ally there  is  a history  of  anorexia,  nausea, 
vomiting,  and  constipation ; polyuria  and 
polydipsia,  and  thirst. 

Central  nervous  system  symptoms  are  of- 
ten present  and  may  suggest  intracranial 
metastasis  as  they  did  in  our  patient.  The 
neuromuscular  signs  of  hypercalcemia  are 
lethargy,  drowsiness  and  stupor,  and  atonia 
of  muscle  with  decreased  or  absent  reflexes. 
Weakness,  malaise,  and  muscular  fatigue 
also  may  be  present  but  are  often  attributed 
to  the  primary  illness.  The  diagnosis  re- 
quires the  laboratory  demonstration  of  ele- 
vated serum  calcium  level.  Serum  phosphor- 
us and  alkaline  phosphatase  levels  may  be 
normal.  Electrocardiographic  changes  in  hy- 
percalcemia in  humans  are  seldom  diagnostic. 

With  regard  to  prevention  of  hypercal- 
cemia in  metastatic  cancer  of  the  breast,  in- 
take of  between  5 and  6 liters  of  fluids  per 
day,  avoidance  of  diet  with  excessive  calcium 
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as  in  milk,  butter,  cheese,  and  ice  cream, 
and  avoiding  high  vitamin  D or  vitamin  A 
intake  are  essential  measures  to  be  taken. 
Prevention  of  precipitating  factors,  such  as 
nausea,  vomiting,  and  diarrhea  is  also  nec- 
essary. 

When  hypercalcemia  is  detected,  regres- 
sion can  be  effected  in  more  than  half  the 
cases  by  establishing  a diuresis  by  forced 
fluid  intake,  and  the  discontinuance  of  hor- 
mone therapy.  An  additional  20  percent  of 
cases  can  be  controlled  by  the  addition  of 
prednisone  in  doses  of  30  to  50  mg.  per  day. 
However,  the  patients  who  develop  hyper- 
calcemic  crises  require  additional  therapy 
which  is  both  hazardous  and  may  not  pro- 
duce a favorable  outcome. 

Dr.  McClelland,  will  you  discuss  this  type 
of  therapy,  and  its  use  in  this  patient? 

DR.  McClelland  : when  hypercalcemia 
occurs  in  cancer  of  the  breast,  either  spon- 
taneously or  after  therapy  with  sex  hor- 
mones, vigorous  treatment  is  indicated  be- 
cause of  the  possibility  of  sudden  cardiac  or 
respiratory  arrest  with  calcium  levels  over 
17  to  18  mg.  per  100  ml.  Most  of  these  pa- 
tients have  extracellular  fluid  volume  deficit 
as  a result  of  nausea  and  vomiting,  and  of 
the  polyuria  which  accompanies  hypercal- 
cemia. The  first  steps  in  treatment  are 
cessation  of  hormone  therapy,  fluid  replace- 
ment, establishment  of  diuresis,  and  corti- 
costeroid therapy. 

Following  serum  electrolytes,  the  BUN, 
carbon  dioxide  combining  power,  and  blood 
pH  are  important  in  these  patients  for  a 
number  of  reasons.  Patients  with  nausea 
and  severe  vomiting  frequently  develop  hy- 
pokalemic, hypochloremic  alkalosis,  necessi- 
tating the  administration  of  potassium  (as- 
suming urine  output  is  adequate) . If  there 
is  renal  insufficiency,  the  administration  of 
potassium  intravenously  must  be  done  cau- 
tiously, if  at  all,  and  serum  potassium  levels 
must  be  checked  frequently.  Potassium  defi- 
cit may  compound  the  harmful  neuromuscu- 
lar and  cardiac  effects  of  the  high  calcium 
levels.  Also,  a metabolic  alkalosis  induced 
by  excessive  vomiting  cannot  be  adequately 
corrected  until  the  potassium  deficiency  is 
corrected. 

In  hypercalcemic  patients  persistent  aci- 
dosis increases  ionized  calcium  levels  while 
alkalosis  may  result  in  calcium  precipita- 
tion and  acute  renal  insufficiency.  If  hyper- 
calcemia in  the  range  of  18  to  20  mg.  per 
100  ml.  occurs,  the  patient  may  become  men- 


tally obtunded  and  a dangerous  hypercal- 
cemic crisis  may  be  expected.  In  such  cases, 
sudden  cardiac  or  respiratory  arrest  may 
occur. 

In  resistant  hypercalcemia  it  may  be  nec- 
essary to  employ  a chelating  agent  in  addi- 
tion to  the  therapeutic  measures  already 
mentioned.  For  lowering  only  moderately 
elevated  serum  calcium  in  ambulatory  pa- 
tients, sodium  phytate  (6-diazo,  5-oxo,  1-nor- 
leucine  or  DON),  and  potassium  acid  phos- 
phate given  orally  have  proved  useful.  In 
cases  unresponsive  to  lesser  therapy,  the 
disodium  salt  of  edathamil  (EDTA),  given 
intravenously  produces  a transient  decrease 
in  serum  calcium  and  may  dissolve  metas- 
tatic calcium  deposits,  particularly  in  the 
kidney.'’'  Large  doses  of  this  substance,  how- 
ever, may  cause  renal  tubular  damage  and 
hematuria  and  it  should  be  used  in  moderate 
doses  over  several  hours,  especially  when 
renal  function  is  impaired.  Other  chelating 
agents  which  are  helpful  in  severe  cases  are 
isotonic  sodium  acid  phosphate  buffer,  sodi- 
um citrate,  and  sodium  sulfate  solutions. '■  * 
These  solutions  should  be  given  intravenous- 
ly no  faster  than  1 liter  every  10  to  12  hours, 
since  there  is  a possibility  of  sudden  precipi- 
tation of  calcium  causing  renal  insufficien- 
cy, cardiac  arrhythmia,  and  death  if  the 
chelating  solutions  are  given  too  rapidly. 

Intravenous  chelating  agents  are  neces- 
sary only  in  severe  cases,  or  when  coma  is 
present,  or  when  calcium  levels  are  persist- 
ently above  18  to  20  mg.  per  100  ml.  in  spite 
of  more  conservative  therapy.  Most  patients 
respond,  according  to  Jessiman  and  others® 
to  infusion  of  fluids,  cessation  of  calcium 
intake,  discontinuance  of  estrogens  or  an- 
drogens, and  high  doses  of  intravenous  ad- 
renal cortical  hormones.  ACTH  is  contra- 
indicated  according  to  Jessiman  and  others.® 
Urine  output  should  be  maintained  at  2,000 
cc.  or  more  per  day,  especially  when  chelat- 
ing agents  are  used. 

Peritoneal  dialysis  or  hemodialysis  may  be 
used  to  lower  serum  calcium  levels,  but  the 
result  is  transient  and  calcium  rapidly  re- 
bounds to  high  levels.®  However,  when  more 
conservative  methods  are  ineffective  and  the 
patient  is  persistently  oliguric,  dialysis  may 
be  the  only  safe  and  effective  method  to 
lower  serum  calcium  levels.  Certainly  large 
fluid  infusions  and  chelating  agents  would 
be  dangerous  in  persistent  oliguria. 

The  mortality  rate  of  hypercalcemia  sec- 
ondary to  metastatic  malignant  disease  re- 
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mains  high  (about  33  percent)  in  spite  of 
all  attempts  at  treatment.  This  mortality 
rate  may  be  lowered,  perhaps,  by  a high 
index  of  diagnostic  suspicion  and  prompt 
institution  of  proper  therapy. 

DR.  BAXTER : The  administration  of 
phosphate  in  our  case  was  followed  by  a 
striking  decrease  in  serum  calcium  level  but 
with  a low  urinary  calcium  excretion  of  only 
325  mg.  This  suggests  that  a rapid  deposi- 
tion of  calcium  occurred.  The  administra- 
tion of  sulfates  or  phosphates  at  the  rate 
employed  in  this  case  might  readily  raise 
the  phosphorus  level  so  that  the  solubility 
coefficient  for  this  calcium-phosphorus  ratio 
is  exceeded.  Roughly  calculated,  this  value 
surpassed  the  level  of  75,  at  which  extra- 
osseous  metastatic  calcification  occurs.  A 
rapid  rate  of  administration  also  shifted  the 
arterial  pH  to  the  alkaline  side,  facilitating 
precipitation  of  calcium.  The  use  of  Na2HP04 
instead  of  the  recommended  sodium  mono- 
phosphate is  unwise. 

The  patient  did  not  exhibit  ventricular 
tachycardia  or  respiratory  difficulty,  and 
the  atonia  previously  exhibited  was  de- 
creased. Thus,  whatever  the  mechanism  of 
death,  it  was  certainly  unusual  for  hyper- 
calcemia. At  any  rate,  the  case  emphasizes 
the  dangers  of  phosphate  and  the  need  for 
slow  administration  of  divided  dosages  in 
the  therapy  of  hypercalcemia  in  metastatic 
breast  cancer.  Dr.  Flume,  will  you  present 
the  autopsy  findings? 


Pathological  Findings 

DR.  J.  B.  FLUME : At  postmortem  ex- 
amination, the  mastectomy  scar  over  the 
left  chest  wall  Avas  well  healed  and  there  was 
no  recurrence  of  tumor.  There  was  a small, 
poorly  healed  incision  in  the  upper  left  arm 
where  the  abscess  had  been  drained. 

Nodules  of  metastatic,  poorly  differenti- 
ated carcinoma,  histologically  similar  to  that 
in  the  original  breast  cancer  (Figs.  4 and  5) 
were  present  in  the  dura  mater.  Metastatic 
cancer  was  also  found  in  the  left  axillary 
lymph  nodes,  supraxlavicular  nodes  bilater- 
ally, lumbar  vertebrae,  both  femurs,  pelvis, 
thyroid,  lungs,  posterior  lobe  and  stalk  of 
pituitary  gland,  and  in  the  left  eye. 

The  tumor  metastases  in  the  lungs  were 
located  especially  in  the  lymphatics  (Fig.  6) 


both  on  the  pleural  surfaces  and  within  the 
substance  of  the  lungs.  Virtually  all  of  these 
lymphatics  were  plugged  with  tumor  cells 
and  there  were  a few  small  nodules  up  to  1 
cm.  in  diameter  beneath  the  pleurae.  This 
amount  and  distribution  of  tumor  in  the 
lungs  undoubtedly  reduced  pulmonary  com- 
pliance, causing  poor  ventilation  as  well  as 
poor  mixing  of  air  in  the  lungs,  resulting 
in  some  degree  of  hypoxia. 

The  tumor  metastases  in  the  bones  were 
extensive  and  were  accompanied  by  both 
osteolytic  and  osteoblastic  reactions  (Fig.  7) . 
In  some  areas  these  had  caused  bone  trabe- 
culae to  be  thickened.  These  latter  changes 
histologically  reflect  upon  the  increased  al- 
kaline phosphatase  level  seen  in  this  patient. 

The  occurrence  of  hypercalcemia  in  pa- 
tients with  malignant  disease  is  well  known, 
and  has  been  reported  with  almost  every 
type  of  malignant  neoplasm.  As  already  em- 
phasized, it  is  especially  frequently  associ- 
ated with  carcinoma  of  the  breast.  Not  only 
may  hypercalcemia  occur  with  bone  metas- 
tases, but  it  also  occurs  independently  of 
metastases. The  exact  mechanism  by  which 
this  hypercalcemia  occurs  is  not  well  under- 
stood. It  has  been  variously  attributed  to 
excessive  release  of  calcium  by  destructive 
metastatic  bone  lesions,  to  vitamin  D activ- 
ity of  the  tumor  cells,  to  production  of  para- 
thormone-like material  by  the  tumor  cells, 
or  to  parathyrotropic  activity  by  the  tumor. 
None  of  these  have  been  proved,  although 
recently  a substance  with  parathormone- 
like activity  has  been  demonstrated  in  six 
cases  by  Tashjian  and  associates,  using  im- 
munochemical methods. In  most  patients, 
probably  no  single  mechanism  is  responsi- 
ble for  the  increase  in  serum  calcium,  but 
rather  it  may  be  the  result  of  several  factors. 
In  our  OAAm  patient,  factors  which  might 
have  been  responsible  for  hypercalcemia  in- 


Fig.  4.  Metastatic  tumor  in  axillary  lymph  node  from 
radical  mastectomy. 

Fig.  5.  Section  of  primary  tumor  showing  scirrhous  car- 
cinoma. 

Fig.  6.  Tumor  cells  in  small  lymphatic  channels  of  lungs. 

Fig.  7.  Metastatic  tumor  in  bone  with  osteoblastic  re- 
action. 

Fig.  8.  Metastatic  calcification  involving  myocardial  fibers 
and  wail  of  blood  vessel  (bottom). 

Fig.  9.  Normal  parathyroid.  Note  oxyphil  cells  in  upper 
left  corner. 
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eluded  the  possibility  of  some  intrinsic 
parathormone-like  or  parathyrotropic  prop- 
erty of  the  tumor  tissue,  osteolytic  bone 
metastases,  excessive  release  of  calcium 
from  bones  because  of  inactivity  and  immo- 
bilization, and  estrogen  therapy.  The  rapid 
elevation  in  serum  calcium  following  initia- 
tion of  hormone  therapy  makes  the  last  fac- 
tor seem  especially  significant  in  our  case. 
While  hypercalcemia  is  a well  known  com- 
plication of  estrogen  therapy  for  metastatic 
breast  cancer,  the  mechanism  of  its  action 
is  not  known.  Both  excessive  mobilization 
of  calcium  and  decreased  excretion  are 
thought  to  occur. 

In  our  patient,  there  was  metastatic  calci- 
fication in  the  heart  (Fig.  8),  blood  vessels, 
spleen,  liver,  pancreas,  and  kidney.  These 
deposits  were  rather  extensive  and  were 
thought  to  be  of  relatively  recent  origin.  All 
of  these  calcific  deposits  could  have  been 
secondary  to  the  patient’s  terminal  hyper- 
calcemic  crisis,  because  it  is  known  that  they 
can  occur  in  a very  short  period  of  time. 

The  parathyroid  glands  were  normal  both 
grossly  and  microscopically  with  no  evidence 
of  parathyroid  hyperplasia  (Fig.  9). 

The  exact  cause  of  death  in  this  patient 
was  not  evident  at  autopsy.  It  seems  unlike- 
ly that  it  was  the  result  of  hypercalcemia 


alone,  since  the  serum  calcium  was  decreas- 
ing during  the  period  just  prior  to  death. 
The  relatively  abrupt  death  suggests  a car- 
diac basis.  Multiple  factors  might  have  been 
at  play.  Among  these,  there  was  evidence 
favoring  a role  for  both  hypoxia,  because  of 
pulmonary  metastases,  and  increased  sensi- 
tivity of  the  myocardial  conduction  system, 
because  of  hypercalcemia  and  the  actual  dep- 
osition of  calcium  within  the  myocardium. 
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Harry  M.  Shytles,  Sherman,  who  resigned  September,  1964. 

9.  Vacancy  created  by  resignation  in  August,  1964,  of  Dr. 
John  B.  Truslow,  Galveston,  who  moved  from  the  state. 
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Stanley  Olson,  Houston  (1965). 

May  Owen,  Fort  Worth  (1967). 

Henry  Renfert,  Jr.,  Austin  (1967). 

Stephen  Lewis,  Galveston  (1965). 

Charles  W.  Yates,  Rosenberg  (1967). 

Committee  on  Hospital  Accreditation  (standing) 
Ray  L.  Shepperd,  Chairman,  Burnet  (1966). 
Maynard  Hart,  El  Paso  (1965). 

Hugh  F.  Rives,  Jacksonville  (1967). 

R.  E.  Speegle,  Garland  (1967). 

William  F.  Ross,  San  Benito  (1966). 

Drue  O.  D.  Ware,  Fort  Worth  (1967). 

Roy  S.  Bucy,  Linden  (1965). 

A.  F.  Herff,  Jr.,  San  Antonio  (1965). 

Donald  E.  Fletcher,  Wichita  Falls  (1966). 

Committee  on  Nursing  Home  Accreditation  (special) 
Ralph  L.  Coffelt,  Chairman,  Waco.^o 
Lloyd  J.  Gregory,  Jr.,  Houston. 

Arvil  Ponton,  Alpine. 

Marshall  D.  Turnbull,  Abilene. 

R.  R.  Botkin,  San  Antonio. 

Robert  E.  Higgs,  Wichita  Falls. 

Oliver  M.  Phillips,  Port  Worth. 

Martin  L.  Edwards,  Sr.,  Hawkins. n 
Vacancy. 

Charles  B.  Dryden,  Jr.,  Wichita  Falls 
(ex  officio). 

Committee  on  Nursing  (standing) 

William  D.  Seybold,  Chairman,  Houston  (1967). 
Thomas  J.  Coleman,  Fort  Worth  (1966). 

E.  Russell  Hayes,  Dallas  (1965). 

Hi  E.  Newby,  Del  Rio  (1966). 12 
Robert  W.  Shirey,  Hillsboro  (1965). 

Emmett  N.  Wilson,  Jr.,  Pearsall  (1967). 

Robert  W.  Grace,  Dallas  (1965). 

Merle  W.  Delmer,  San  Antonio  (1966). 

Virginia  H.  Boyd,  Abilene  (1967). 

Council  on  Medical  Jurisprudence 

John  M.  Smith,  Jr.,  Chairman,  San  Antonio 
(1965). 

Joe  T.  Nelson,  Weatherford  (1965). 

Haden  E.  McKay,  Humble  (1967). 

Tom  Duke,  Amarillo  (1966). 

Robert  L.  Daily,  Wichita  Falls  (1966). 

Courtney  M.  Townsend,  Paris  (1966). 

Doyle  W.  Ferguson,  Dallas  (1967). 

Committee  on  Military  and  Veterans  Affairs 
(standing) 

Milton  V.  Davis,  Chairman,  Dallas  (1965). 

James  C.  Whittington,  Fort  Worth  (1967). 
Richard  H.  Harrison,  III,  Bryan  (1967). 

James  E.  Watson,  Jr.,  Houston  (1966). 

Ivey  E.  Lamberth,  Tyler  (1965). 

George  W.  Tate,  Longview  (1966). 

Joseph  V.  Land,  Crockett  (1966). 

Thomas  G.  Glass,  Jr.,  San  Antonio  (1965). 
Andrew  J.  Magliolo,  Dickinson  (1967). 

Council  on  Medical  Service  and  Insurance 

Charles  D.  Bussey,  Chairman,  Dallas  (1965). 
William  E.  Sharp,  Baytown  (1965). 

John  E.  Ballard,  San  Angelo  (1965). 

C.  F.  Jorns,  Houston  (1966). 

J.  G.  Rodarte,  Temple  (1966). 

10.  Appointed  Chairman  August,  1964. 

11.  Appointed  August,  1964,  to  fill  a vacancy. 

12.  Appointed  Feb.  17,  1965,  to  fill  unexpired  term  of  Dr. 
Walter  B.  King,  Jr.,  Waco,  who  resigned  Jan.  16,  1965. 


Vacancy  (1967). 

Robert  F.  Gossett,  San  Antonio  (1967). 

Committee  on  Association  Insurance  Programs 
(standing) 

Alford  R.  Hazzard,  Chairman,  Austin  (1965). 

G.  J.  Pruitt,  Lufkin  (1965). 

A.  L.  Hewitt,  Lubbock  (1967). 

C.  C.  Shotts,  San  Antonio  (1967). 

Donald  S.  Gibbs,  Fort  Worth  (1966). 

Charles  W.  Klanke,  Houston  (1966). 

Laurance  Nickey,  El  Paso  (1966). 

Coynmittee  on  Professional  Insurance  (standing) 

A.  W.  Bronwell,  Chairman,  Lubbock  (1965). 

R.  E.  Read,  Lufkin  (1965). 

Bill  Robins,  Houston  (1967). 

Vacancy  (1966).i4 

Edward  G.  Naslund,  Amarillo  (1966). 

E.  A.  Cox,  Wichita  Falls  (1966). 

Porter  K.  Mason,  Dallas  (1965). 

William  F.  Pipes,  San  Antonio  (1967). 

Frank  L.  Bynum,  Fort  Worth  (1967). 

Committee  on  Health  Insurance  (standing) 

A.  Rex  Kirkley,  Chairman,  Dallas  (1965). 

William  M.  Sherrill,  Houston  (1965). 

Jack  L.  Eidson,  Weatherford  (1965). 

E.  A.  Maxwell,  San  Antonio  (1967). 

Norman  West,  Hillsboro  (1967). 

Mario  E.  Ramirez,  Roma  (1967). 

George  L.  Walmsley,  Baytown  (1966). 

John  Douglas,  Austin  (1966). 

Billy  B.  Markette,  San  Antonio  (1966). 

Subcommittees  of  Committee  on  Health  Insurance: 
Committee  on  Liaison  with  Blue  Shield  (standing) 
Everett  C.  Fox,  Chairman,  Dallas  (1965). 

R.  W.  Kimbro,  Cleburne  (1965). 

Harvey  Renger,  Hallettsville  (1965). 

Olin  B.  Gober,  Temple  (1967). 

R.  H.  Bell,  Palestine  (1967). 

J.  B.  Copeland,  Austin  (1967). 

E.  A.  Rowley,  Amarillo  (1966). 

Denton  Kerr,  Houston  (1966). 

James  A.  Hallmark,  Fort  Worth  (1966). 

Appointees  of  Hospitals-Insurance-Physicians  Joint 
Advisory  Committee 
Charles  D.  Bussey,  Dallas  (1965). 

William  M.  Sherrill,  Houston  (1965). 

Ernest  A.  Maxwell,  San  Antonio  (1965). 

Committee  on  Workmens  Compensation  Insurance 
(standing) 

Edward  T.  Smith,  Chairman,  Houston  (1965). 

J.  B.  Chester,  Dallas  (1965). 

Richard  C.  Bellamy,  Liberty  (1967). 

Ralph  E.  Donnell,  Jr.,  Abilene  (1966). 

James  L.  Mims,  Jr.,  San  Antonio  (1966). 

Edward  F.  Thomas,  Amarillo  (1966). 

W.  Harry  Ledbetter,  Wichita  Falls  (1967). 

Robert  W.  Milam,  McAllen  (1967). 

William  0.  Hargrove,  Fort  Worth  (1965). 

Council  on  Public  Relations  and  Public  Service 

Glenn  D.  Carlson,  Chairman,  Dallas  (1965). 

G.  M.  McCaskey,  Corpus  Christ!  (1965). 

J.  T.  Ainsworth,  Houston  (1967). 

Van  D.  Goodall,  Clifton  (1966). 

13.  Vacancy  created  by  resignation  of  Dr.  David  O.  Johnson, 
Austin,  Sept.,  1964. 

14.  Vacancy  created  by  resignation  of  Dr.  Patrick  H.  Pap- 
pas, Lubbock,  Jan.  16,  196.5. 
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Carroll  T.  Adriance,  Galveston  (1967). 

Ben  M.  Primer,  Sr.,  Austin  (1965). 

0.  E.  Harper,  Abilene  (1966). 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Chairman,  Houston  (1967). 

C.  J.  Ruilmann,  Austin  (1965). 

John  Dupre,  Levelland  (1965). 

Edward  J.  Lefeber,  Galveston  (1965). 

Elizabeth  Gentry,  Austin  (1967). 

Ernest  W.  Keil,  Temple  (1966). 

Marvin  Tavarez,  McAllen  (1967). 

John  M.  Church,  Fort  Worth  (1966). 

A.  Bryan  Spires,  Jr.,  Taylor  (1966). 

Committee  on  Disaster  Medical  Care  (standing) 

Ben  A.  Merrick,  Chairman,  Dallas  (1967). 

Joe  R.  Shaeffer,  San  Antonio  (1965). 

T.  June  Melton,  Midland  (1965). 

W.  D.  Nicholson,  Freeport  (1965). 

J.  L.  Johnson,  Amarillo  (1966). 

0.  A.  Fly,  Jr.,  Houston  (1967). 

Joseph  Selman,  Tyler  (1966). 

Robert  A.  Dennison,  Jr.,  Austin  (1967). 

Charles  R.  Queen,  Edinburg  (1966). 

Committee  on  Medicine  and  Religion  (standing) 
Edwin  Goodall,  Chairman,  Breckenridge  (1967). 
Frank  Cohen,  Fort  Worth  (1967). 

John  P.  McGraw,  Houston  (1967). 

Robert  F.  Boverie,  El  Paso  (1966). 

J.  Layton  Cochran,  San  Antonio  (1966). 

Norman  E.  Halbrooks,  Tyler  (1966). 

Joseph  F.  Peters,  Jr.,  Alvarado  (1965). 

Robert  J.  Kellar,  Weslaco  (1965). 

Grant  F.  Begley,  Fort  Worth  (1965). 

Milford  O.  Rouse,  Dallas  (ex  officio). 

Travis  Smith,  Abilene  (ex  officio). 

Howard  O.  Smith,  Marlin  (ex  officio). 

Committee  on  Transportation  Safety  (standing) 
Heinrich  Lamm,  Chairman,  Harlingen  (1965). 

Otto  Lippmann,  Austin  (1965). 

William  H.  Neil,  Fort  Worth  (1965). 

Boyd  D.  Alexander,  Waco  (1967). 

Charles  H.  Wilson,  Wichita  Falls  (1966). 

Vernon  V.  Goss,  Tyler  (1966). 

Dean  C.  Kipp,  Dallas  (1967). 

Oren  H.  Ellis,  Jr.,  El  Paso  (1966). 

Vacancy  (1967). 

Committee  on  Industrial  Health  (standing) 

Robert  J.  Potts,  Chairman,  Dallas  (1966). 

Robert  A.  Wise,  Houston  (1965). 

G.  V.  Launey,  Dallas  (1965). 

John  C.  Parsons,  San  Antonio  (1965). 

Jesse  G.  Burdick,  Pasadena  (1967). 

F.  W.  Wilson,  Port  Arthur  (1966). 

E.  E.  Baden,  Raymondville  (1966). 

E.  Ross  Kyger,  Jr.,  Fort  Worth  (1967). 

Vacancy  (1967). 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Chairman,  Floresville  (1966). 
Lorence  W.  Feller,  Fredericksburg  (1965). 

Charles  A.  Pigford,  Houston  (1965). 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1966). 

J.  E.  Peavy,  Austin  (1966). 

George  L.  LeBeau,  Jr.,  Wichita  Falls  (1967). 
William  H.  Wade,  El  Paso  (1967). 

Thomas  Romo,  Jr.,  San  Antonio  (1965). 

Ivan  W.  Kuhl,  McAllen  (1967). 

Committee  on  Rural  Health  (standing) 

Curtis  R.  Haley,  Chairman,  San  Augustine  (1966). 


J.  G.  Sanders,  Bremond  (1965). 

Charles  L.  Bishop,  Ganado  (1965). 

Lloyd  Sherrill,  Ozona  (1967). 

George  V.  Pazdral,  Somerville  (1967). 

Dennis  W.  Short,  Commerce  (1966). 

Erwin  G.  Pink,  Frisco  (1966). 

Harry  Tubbs,  Post  (1967). 

Ed.  W.  Schmidt,  Pecos  (1965). 

Committee  on  School  Health  (standing) 

Edwin  L.  Rippy,  Chairman,  Dallas  (1967). 

Charles  D.  McMillan,  Paris  (1965).'‘5 
A.  G.  Arrant,  Abilene  (1965). 

John  W.  Stack,  Mesquite  (1966). 

E.  E.  Addy,  Jr.,  Cisco  (1966). 

R.  M.  Hampton,  Pampa  (1966). 

R.  L.  Penn,  Jr.,  Midland  (1965). 

Percy  E.  Luecke,  Jr.,  Dallas  (1967). 

James  W.  Caldwell,  McAllen  (1967). 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Chairman,  Dallas  (1965). 

Herbert  C.  Allen,  Jr.,  Houston  (1965). 

John  W.  Middleton,  Galveston  (1965). 

Howard  R.  Dudgeon,  Waco  (1967). 

Robert  E.  Leslie,  El  Campo  (1966). 

William  J.  McGanity,  Galveston  (1966). 

P.  C.  Talkington,  Dallas  (1967). 

Committee  on  Athletics  (standing) 

Robert  G.  McCorkle,  Chairman,  Houston  (1966). 
Harry  W.  Slade,  Waco  (1966). 

Charles  Sadler,  Amarillo  (1967). 

J.  Frank  Beall,  Nacogdoches  (1965). 

Louis  Levy,  Fort  Worth  (1966). 

Vacancy  (1965).i® 

William  Horn,  Jr.,  Fort  Worth  (1967). 

Dan  Spivey,  Lufkin  (1967). 

W.  Cone  Johnson,  Temple  (1965).i" 

Committee  on  Cancer  (standing) 

Howard  R.  Dudgeon,  Chairman,  Waco  (1965). 
Tom  B.  Bond,  Fort  Worth  (1965). 

John  F.  Thomas,  Austin  (1965). 

William  S.  Brumage,  Austin  (1967). 

W.  Q.  Budd,  Amarillo  (1966). 

Jabez  Galt,  Dallas  (1966). 

A.  K.  Morris,  Baytown  (1967). 

Norman  H.  Jacob,  Jr.,  San  Antonio  (1966). 

R.  H.  Chappell,  Texarkana,  Ark.-Tex.  (1967). 
Committee  on  Cardiovascular  Diseases  (standing) 

Robert  E.  Leslie,  Chairman,  El  Campo  (1965). 

S.  W.  Thorn,  Houston  (1965). 

W.  Frank  McKinley,  Marlin  (1967). 

William  B.  Adamson,  Abilene  (1966). 

John  R.  Derrick,  Galveston  (1966). 

K.  C.  Sherman,  Harlingen  (1967). 

John  M.  Verosky,  El  Paso  (1966). 

James  E.  Kreisle,  Austin  (1967). 

T.  T.  Walton,  Jr.,  Bryan  (1965). 

Committee  on  Maternal  Mortality  (standing) 

William  J.  McGanity,  Chairman,  Galveston 
(1966). 

J.  C.  Rucker,  Jacksonville  (1965). 

Donald  M.  Gready,  Houston  (1965). 

Fred  W.  Lurting,  Big  Spring  (1965). 

Stephen  W.  Cobb,  Dallas  (1965). 

R.  P.  McDonald,  Fort  Worth  (1967). 

15.  Appointed  March  1,  1965,  to  fill  vacancy  created  by  res- 
ignation of  Dr.  R.  K.  Arnett,  Lufkin,  Dec.  28,  1964. 

16.  Vacancy  created  by  resignation  of  Dr.  Alfred  E.  Voigt, 
El  Paso.  Dee.  3.  1961. 

17.  Appointed  Sept.  21.  1964,  to  fill  a vacancy. 
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Henry  C.  McGrede,  Jr.,  Longview  (1967). 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1967). 

J.  S.  Lancaster,  Austin  (1966). 

William  E.  Strozier,  San  Antonio  (1966). 

Emmett  K.  Blewett,  Austin  (1966). 

James  R.  Morgan,  El  Paso  (1967). 

Matthew  H.  Talty,  Jr.,  Houston  (1965). 

John  B.  Miller,  Brownsville  (1967). 

John  E.  Kirschvink,  Taylor  (1966). 

Peggy  Joyce  Whalley,  Dallas  (ex  officio). 

Carl  F.  Moore,  Austin  (ex  officio). 

Lt.  Col.  Charles  E.  Gibbs,  Lackland  AFB 
(ex  officio). 

Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Chairman,  Dallas  (1965). 

Ivan  Bruce,  La  Marque  (1965). 

George  Constant,  Victoria  (1965). 

P.  C.  Palasota,  Abilene  (1967). 

Leroy  A.  Boriack,  Corpus  Christ!  (1966). 

Holland  C.  Mitchell,  Waco  (1966). 

Charles  H.  Brown,  Wichita  Falls  (1966). 

Vacancy  (1967). 

H.  L.  McCauley,  Jr.,  Fort  Worth  (1967). 

Dorothy  Wyvell,  Midland  (ex  officio). 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Chairman,  Houston  (1965). 
E.  E.  Anthony,  Jr.,  Fort  Worth  (1965). 

C.  C.  Shullenberger,  Houston  (1965). 

J.  Allen  Chamberlin,  Houston  (1967). 

Lloyd  R.  Hershberger,  San  Angelo  (1967). 

Elbert  DeCoursey,  San  Antonio  (1966). 

J.  R.  Maxfield,  Jr.,  Dallas  (1966). 

Committee  on  Nutrition  (standing) 

Ralph  G.  Greenlee,  Chairman,  Midland  (1965). 
William  Levin,  Galveston  (1965). 

D.  J.  Sibley,  Austin  (1965). 

Robert  S.  Nelson,  Houston  (1967). 

Per  H.  Langsjoen,  Temple  (1966). 

William  J.  Block,  San  Antonio  (1966). 

Charles  Robinson,  Fort  Worth  (1966). 

Charles  M.  Manhoff,  San  Antonio  (1967). 

Walter  A.  Sievers,  Gonzales  (1967). 

Committee  on  Rehabilitation  (standing) 

Edward  Krusen,  Jr.,  Chairman,  Dallas  (1965). 
Oscar  Selke,  Houston  (1966). 

Ridings  E.  Lee,  Dallas  (1965). 

Ira  Budwig,  El  Paso  (1967). 

18.  Vacancy  created  by  resignation  of  C.  B.  Goolsbv,  Crockett, 
Jan.  13,  1965. 


D.  J.  Turell,  Houston  (1966). 

Robert  A.  Murray,  Temple  (1966). 

Wade  H.  Lewis,  San  Antonio  (1965). 

Franklin  W.  Yeager,  Corpus  Christ!  (1967). 
Robert  E.  Key,  Fort  Worth  (1967). 

Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Chairman,  Galveston  (1966). 
R.  B.  Morrison,  Austin  (1965). 

James  L.  Reagan,  Beeville  (1965). 

Samuel  Topperman,  Tyler  (1967). 

Richard  F.  Allison,  Sanatorium  (1967). 

David  McCullough,  San  Antonio  (1966). 

Daniel  E.  Jenkins,  Houston  (1966). 

Howard  Barkley,  Houston  (1967). 

Charles  A.  LeMaistre,  Dallas  (1965). 

Scientific  Section  Officers 

Digestive  Diseases 

Marcel  Patterson,  Chairman,  Galveston. 

O.  Roger  Hollan,  Secretary,  San  Antonio. 

General  Practice 

George  A.  Burgess,  Chairman,  Eagle  Pass. 

Nelson  L.  Schiller,  Secretary,  Austin. 

Internal  Medicine 

Horace  E.  Cromer,  Chairman,  Austin. 

Hugh  H.  Hanson,  Secretary,  Houston. 

Obstetrics  ayid  Gynecology 

Wayne  F.  Baden,  Chairman,  Temple. 

Garland  H.  Lang,  Secretary,  Midland. 
Ophthalmology 

Everett  R.  Veirs,  Chairman,  Temple. 

Harold  E.  Hunt,  Secretary,  Paris. 

Otolaryngology 

Ben  T.  Withers,  Chairman,  Houston. 

Thomas  W.  Folbre,  Secretary,  San  Antonio. 
Pathology 

Jack  P.  Abbott,  Chairman,  Houston. 

George  Race,  Secretary,  Dallas. 

Pediatrics 

David  M.  Mumford,  Chairman,  Houston. 

William  S.  Conkling,  Secretary,  Navasota. 

Public  Health 

William  R.  Ross,  Chairman,  San  Antonio. 

Charles  A.  Pigford,  Secretary,  Houston. 

Radiology 

George  F.  Crawford,  Chairman,  Beaumont. 
Winston  E.  Riley,  Secretary,  Corpus  Christi. 
Surgery 

R.  H.  Baskin,  Chairman,  Waco. 

A.  0.  Singleton,  Secretary,  Galveston. 


Volume  61,  MARCH,  1965 


223 


Wk^t  >-H 

mm, 

N THE  BANKS  of  a twisting  little  river,  many  years  ago 
white  men  discovered  an  Indian  village.  The  beautiful  surroundings 
made  it  easy  to  see  why  this  site  had  been  chosen  for  a settlement. 
It  was  a practical  location,  too,  for  newcomers  as  well  as  natives, 
both  for  the  establishment  of  a military  post  and  for  a center  of 
commerce.  Soon  it  became  the  setting  for  both,  and  before  the 
beginning  of  the  19th  century,  San  Antonio  was  a thriving  town 
of  3,000  people. 

Next  month,  when  members  of  Texas  Medical  Association  re- 
turn to  the  Alamo  City  for  the  98th  Annual  Session,  they  will  find 
the  community  still  thriving,  now  with  a population  of  587,718, 
the  third  largest  city  in  the  state  and  the  17th  in  the  nation. 

[For  details  of  the  Annual  Session,  see  program  section,  p.  241. 
For  housing  registration  instructions,  see  insert  opposite  p.  240.] 

Physicians  in  San  Antonio  for  the  meeting  April  29-May  2 will 
find  that  San  Antonio,  while  always  in  step  with  progress,  never 
loses  her  beauty  and  charm.  Will  Rogers  once  named  San  Antonio 
along  with  New  Orleans,  Boston,  and  San  Francisco  as  the  only 
four  cities  in  the  United  States  with  real  atmosphere.  0.  Henry 
described  her  as  “owlish,  polyglot  San  Antonio.”  “Like  a rare 
wine”  is  artist  Buck  Schiewetz’  simile  for  San  Antonio. 

“If  curiosities  were  quills,  San  Antonio  would  be  a rare  sort 
of  porcupine,”  said  the  poet  Sidney  Lanier. 

Someone  in  speaking  of  the  contrasts  of  San  Antonio  has  ob- 
served that  the  city  has  five  old  Spanish  missions  and  five  up-to- 
the-second  military  bases.  Habits  of  priests  and  uniforms  of  sol- 
diers have  been  familiar  attires  in  San  Antonio  since  the  earliest 
times.  In  1689,  the  governor  of  the  Province  of  Coahuila  visited 
the  little  Indian  village  to  the  north  and  left  a small  garrison,  the 
beginning  of  what  was  to  be  the  Presidio  of  San  Antonio  de  Bejar. 
Two  years  later  another  Spanish  soldier  visited  the  region  and 
happened  to  cross  the  narrow  river  on  June  13,  the  feast  of  St. 
Anthony.  He  called  the  place  San  Antonio  de  Padua.  In  this  area, 
the  Mission  San  Antonio  de  Valero  was  established  by  Spanish 
priests  in  May  of  1718,  and  its  church — later  to  be  called  the 
Alamo — was  started  in  1744. 
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Photograph  on  two  pages  preceding 
opposite:  San  Jose  Mission,  founded  in  1720,  by 
Franciscan  Fathers  from  Mexico. 
A Texas  State  Park  and  National  Historic  Site,  it 
is  considered  the  finest  example  in 
Texas  of  Spanish  colonial  mission  activity. 

Located  on  the  grounds  are 
Indian  quarters,  granery,  prefecture,  old  mill, 
cloisters,  and  the  church. 
The  church  facade  is  decorated  in  Renaissance  style 
and  once  was  covered  with  colored  designs. 
On  the  south  church  wall  is  the  Rose  Window. 


Opposite  this  page:  The  Alamo, 

built  for  a mission  in  1744,  is  cherished  today 

as  a shrine  of  Texas  liberty. 

Here  early  in  1836,  187  citizen-soldiers  died 
martyrs  at  the  hands  of  a host  of  5,000 
Mexican  troops.  Led  by  Santa  Anna,  the 
Mexicans  overcame  the  little 

band  of  Texans  only  after  a 13-day  siege.  A month 
and  a half  later,  Sam  Houston 

defeated  Santa  Anna  and  Texas  was  free.  The  battle 
cry  at  the  decisive  battle  of  San  Jacinto  was 
"Remember  the  Alamo." 


In  the  early  T700s,  four  other 
missions  were  established  in  San 
Antonio.  All  four,  like  the  Alamo, 
may  be  visited  today.  These  mis- 
sions are  Mission  Concepcion,  Mis- 
sion San  Juan,  Mission  Espada, 
and  Mission  San  Jose. 

Since  the  time  200  years  ago 
when  France  and  Spain  fought 
over  this  part  of  the  New  World, 
San  Antonio  has  been  important 
militarily.  Now,  it  is  the  seat  of  the 
largest  military  establishment  of 
the  U.  S.  government.  Today,  four 
Air  Force  bases  and  an  Army  fort 
are  located  there.  Brooks  Air  Force 
Base  is  well  known  to  physicians 
as  the  home  of  the  School  of  Aero- 
space Medicine.  It  was  earlier  the 
scene  of  history’s  first  mass  para- 
troop  drop.  Once  called  the  “West 
Point  of  the  Air,”  Randolph  Air 
Force  Base  is  now  air  training 
command  headquarters.  Kelly  Air 
Force  Base  is  the  nation’s  oldest 
military  air  field  and  presently  is 
the  nation’s  largest  aircraft  repair 
base.  The  key  basic  training  cen- 
ter is  Lackland  AFB,  known  as  the 
“Gatew'ay  to  the  Air  Force.”  Fort 
Sam  Houston,  where  the  Indian 
chief  Geronimo  and  his  band  were 
once  imprisoned,  is  headquarters 
of  the  Fourth  Army.  Brooke  Army 
Medical  Center,  one  of  the  nation’s 
largest,  is  located  on  the  base. 

Among  those  who  have  marched 
through  the  streets  of  San  Antonio 
are  many  makers  of  military  his- 
tory. In  1835,  Ben  Milam  took  the 
city  from  the  Mexican  General  Cos, 
and  in  1836,  Col.  William  B.  Travis, 


Davy  Crockett,  James  Bowie,  James 
Butler  Bonham,  and  others  died  in 
the  Alamo  at  the  hands  of  Santa 
Anna  and  his  army.  The  martyr- 
dom of  the  band  of  Texans  at  the 
Alamo  inspired  the  battle  cry,  “Re- 
member the  Alamo.”  Fifty  years 
later,  in  San  Antonio,  Teddy  Roose- 
velt paraphrased  the  cry  and 
shouted  for  the  first  time,  “Remem- 
ber the  Maine.” 

It  was  in  San  Antonio  that  Gen. 
Robert  E.  Lee  decided  to  fight  with 
the  South.  General  Sherman  who 
fought  for  the  North  once  served  a 
hitch  in  San  Antonio. 

Gen.  John  J.  Pershing’s  horse 
was  once  welcomed  inside  the  lobby 
of  the  Gunter  Hotel,  the  only  ani- 
mal allowed  there  before  or  since. 

A young  lieutenant  nicknamed 
Ike  met  a girl  named  Mamie  in  San 
Antonio,  and  there  a student  at 
Texas  Military  Institute  set  a scho- 
lastic record  which  still  stands.  He 
was  Douglas  MacArthur. 

In  1910,  a lieutenant  named  Ben- 
jamin D.  Foulois  made  the  first 
military  flight  from  Fort  Sam 
Houston  and  the  Air  Force  was 
born.  Famous  pilots  who  trained  at 
Kelly  Field  include  Charles  Lind- 
bergh, Carl  Spaatz,  Hap  Arnold, 
and  Billy  Mitchell. 

Many  soldiers  have  come  to  San 
Antonio  and  have  remained  perma- 
nently. At  last  count  108  retired 
generals — Army  and  Air  Force  — 
were  living  there. 

The  early  Spanish  soldiers  were 
often  content  to  stay  in  San  An- 
tonio, too.  Many  married  girls  in 


the  Indian  village  and  settled  there, 
replacing  the  rude  huts  with  houses 
of  adobe.  Seven  of  these  old,  orig- 
inal houses  have  been  restored  and 
make  up  part  of  San  Antonio’s  La 
Villita  (little  town).  A quaintly  re- 
constructed Spanish  village  in  the 
heart  of  downtown  San  Antonio, 
La  Villita  is  a project  of  the  City 
of  San  Antonio  and  the  National 
Youth  Administration.  Lying  in  the 
shadow  of  skyscrapers,  this  one 
block-square  area  has  been  used  for 
two  centuries  as  a residential  area 
by  Spanish,  French,  German,  Pol- 
ish, and  American  people.  Its  re- 
construction as  a Spanish  village  is 
part  of  a plan  to  nourish  Latin- 
American  culture.  There  an  arts 
and  crafts  program  is  sponsored 
where  woodworking,  metalworking, 
pottery,  leather  tooling,  weaving, 
and  other  crafts  can  be  learned. 
Products  are  sold  there  to  tourists. 
La  Villita  is  a simple,  serene  spot 
in  the  midst  of  20th  century  com- 
merce, a reminder  of  a way  of  life 
long  gone.  It  is  a relic  of  the  for- 
eign historical  background  of  the 
Southwest  and  a promising  experi- 
ment in  the  future  welding  of  the 
Latin-  and  Anglo-American  cul- 
tures. 

Since  the  Villita  Assembly  Hall, 
where  many  Annual  Session  activi- 
ties are  to  take  place,  is  adjacent  to 
La  Villita,  many  physicians  and 
their  families  can  easily  visit  this 
interesting  place. 

Also  near  La  Villita  on  the  banks 
of  the  San  Antonio  River  is  the 
Arneson  River  Theatre.  Here  on 
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Chinese  Sunken  Gardens 
at  the  edge  of  Brackenridge  Park. 
Walks  and  bridges 
are  laid  around  and  over 
pools  of  lilies  and  other  semitropical 
flowers.  The  Park, 

a fascinating  363-acre  area  in  northeast 
San  Antonio,  derives  its  unique 
charm  from  wild  thickets 
and  great  oaks 

hardly  touched  since  the  days 
of  the  Spanish  explorers. 

There  one  finds  the 
Son  Antonio  Zoo, 
among  the  largest  in  the  U.  S., 
Witte  Museum  housing  a variety  of 
exhibits,  the  Alligator  Garden, 
Pioneer  Hall  and  Trail  Drivers  Memorial. 
A miniature  train  carries 
passengers  through 
three  miles  of  the  Park. 
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Friday  evening,  April  30,  those  at- 
tending the  Annual  Session  may  see 
a performance  of  Fiesta  Noche  del 
Rio.  Tickets  at  $1.50  per  person 
may  be  obtained  in  advance  from 
the  Texas  Medical  Association 
Business  Manager,  1801  N.  Lamar 
Blvd.,  Austin.  Children  under  12 
years  of  age  will  be  admitted  free. 
The  theatre  spans  the  river,  its 
stage  on  the  north  bank  and  the 
seats  on  the  south  bank.  The  show 
is  a fast-paced  program  of  Mexican 
dances  and  songs  performed  by 
professional  entertainers. 

Physicians  who  are  active  sports- 
men will  find  San  Antonio  ideally 
suited  for  this  form  of  recreation. 
Dr.  David  T.  McMahon,  Jr.,  has  ar- 
ranged sports  events  for  those  who 
wish  to  participate  during  Annual 
Session.  A golf  tournament  will  be 
held  Thursday  at  the  Pecan  Valley 
Golf  Club.  Directions  to  the  Club 
may  be  obtained  at  the  Sports 
Events  desk  in  the  lobby  of  the 
Granada  Hotel.  A tennis  tourna- 
ment has  been  set  for  Thursday  at 
the  San  Pedro  Tennis  Club  House 
in  San  Pedro  Park,  1503  San  Pedro 
Avenue  (across  the  street  from  San 
Antonio  College) . Requests  to  play 
should  be  made  to  Dr.  Bernard  T. 
Fein,  tennis  chairman.  [See  pro- 
gram section  for  complete  details.] 

Aside  from  its  colorful  past  and 
its  military  character,  San  Antonio 
is  distinctive  in  another  way.  She 
is  a great  financial  and  commercial 
center.  Livestock  and  other  prod- 
ucts of  agriculture  are  traded  here, 
and  there  is  considerable  commerce 
(largely  exports)  with  Mexico. 
Iron  and  steel,  textiles,  cigars, 
leather  goods,  clothing,  and  soap 
are  manufactured  in  San  Antonio. 


1.  Wilford  Hall  Hospital,  Lackland  AFB. 

2.  Santa  Rosa  General  Hospital.  3.  Rob- 
ert B.  Green  Hospital.  4.  Aerospace  Med- 
ical Division  and  School  of  Aerospace 


Because  of  its  mild  climate  and 
many  tourist  attractions,  San  An- 
tonio is  a resort  city.  It  may  be 
thought  of  as  a “good  time”  town, 
an  aspect  well  expressed  by  band 
leader  Bob  Wills’  well-known  shout, 
“Aah,  ha,  San  Antone!” 

It  has  been  said  that  victory  over 
the  Mexicans  at  San  Jacinto  meant 
independence  for  Texas  and  an  ex- 
cuse for  a fiesta  in  San  Antonio. 
Each  year,  the  anniversary  of  the 
battle,  April  21,  is  celebrated  with 
a week-long  fiesta. 

San  Antonio  has  figured  in  medi- 
cal history.  Bexar  County  Medical 
Society,  organized  on  Sept.  22, 1853, 
was  the  first  medical  society  organ- 
ized under  the  Texas  Medical  Asso- 
ciation. Dr.  Pat  Ireland  Nixon,  San 
Antonio,  has  written  a book  on  San 
Antonio  and  medicine  called  A Cen- 
tury of  Medicine  in  San  Antonio. 

Many  years  before  the  Alamo  be- 
came a battleground,  it  was  used  as 
a hospital,  the  first  in  San  Antonio. 
Since  that  time  military  and  civil- 
ian hospitals  have  been  built  and 
are  among  the  finest  anywhere. 
Here  the  state’s  fourth  medical 
school  is  to  be  located  in  an  already 
developing  medical  center. 

Fifteen  years  ago  the  Southwest 
Research  Center  was  founded  in 
San  Antonio  and  today  makes  con- 
tributions to  agriculture,  industry, 
medicine,  and  national  security. 

America’s  foremost  space  re- 
search center  is  located  at  Brooks 
Air  Force  Base,  and  the  world’s 
largest  hospital  is  at  Brooke  Army 
Medical  Center. 

There  are  many  other  things  to 
tell  about  San  Antonio.  It  is  the 
home  of  an  art  museum  with  a 
$1,000,000  endowment  and  oil  wells 
of  its  own.  It  has  a symphony  or- 


Medicine, Brooks  AFB.  5.  Medical  library 
and  administrative  offices,  Bexar  County 
Medical  Society.  6.  Southwest  Texas 
Methodist  Hospital.  7.  Baptist  Hospital. 


chestra  ranked  among  the  nation’s 
top  ten.  There  is  an  enormous  zoo 
there  and  seven  institutions  of 
higher  learning. 

Many  of  San  Antonio’s  citizens 
speak  two  languages.  Many  are 
fabulously  wealthy.  All  are  proud 
of  the  city’s  heritage  and  confident 
of  her  future. 

J.  Frank  Dobie  believed  all  Tex- 
ans were  citizens  of  San  Antonio  at 
heart.  He  once  wrote  by  way  of  a 
paraphrase  on  what  Macaulay  said 
of  Paris  and  Frenchmen,  “Every 
Texan  has  two  homes — his  own, 
and  San  Antonio.”  He  was  about 
right. 
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35  on  Mission 
To  Washington 


Thirty-five  Texas  representa- 
tives of  the  medical  and  allied 
health  professions  took  part  in  a 
legislative  mission  to  Washington. 

D.  C.,  on  March  2-4.  They  conferred 
with  their  own  Congressmen  and 
with  Senators  John  Tower  and 
Ralph  W.  Yarborough,  Representa- 
tive-at-Large  Joe  Pool,  and  Repre- 
sentative Clark  W.  Thompson  con- 
cerning the  King-Anderson  and  the 
Herlong-Curtis  Eldercare  bills. 

On  the  evening  of  March  3 the 
Texas  delegation  hosted  their  sena- 
tors and  representatives  at  a din- 
ner in  the  Federal  Room  of  the 
Statler-Hilton  Hotel. 

Representatives  of  each  of  the 
state’s  22  Congressional  Districts 
and  officers  of  the  TMA,  Texas 
Dental  Association,  Texas  Hospital 
Association,  Texas  Pharmaceutical 
Association,  Texas  Nursing  Home 
Association,  and  the  health  insur- 
ance business  went  to  Washington. 

Physicians  taking  part  in  the 
mission  were  Drs.  Courtney  M. 
Townsend,  Paris;  Paul  R.  Meyer, 
Port  Arthur;  C.  C.  McDonald,  Ty- 
ler; W.  Doak  Blassingame,  Deni- 
son; L.  S.  Thompson,  Jr.,  Dallas; 
Robert  L.  Campbell,  Corsicana; 
Haden  E.  McKay,  Humble;  George 
A.  Constant,  Victoria;  G.  V.  Brind- 
ley, Jr.,  Temple;  H.  W.  Anderson, 
Jr.,  Fort  Worth; 

Robert  L.  Daily,  Wichita  Falls; 
Everett  L.  Holt,  Corpus  Christ! ; 
H.  D.  Gilliam,  McAllen;  0.  Bran- 
don Hull,  Lubbock;  Joe  T.  Nelson, 
Weatherford;  Tom  W.  Duke,  Ama- 
rillo; John  C.  Koch,  Lufkin;  Max 

E.  Johnson,  San  Antonio;  John  M. 
Smith,  Jr.,  San  Antonio;  S.  Bras- 
well Locker,  Brownwood;  Byron  P. 
York,  Houston;  Daniel  B.  Powell, 
Jr.,  Austin;  Russell  L.  Deter,  El 
Paso;  and  A.  Rex  Kii'kley,  Dallas. 


Jacksonville  To  Host 
11th  District  Society 

The  11th  District  meeting  will  be 
held  April  8 at  the  Liberty  Hotel 
in  Jacksonville. 

Officers  of  the  society  are  Dr.  F. 
H.  Verheyden,  Jacksonville,  presi- 
dent; Dr.  C.  Chenoweth,  Tyler,  vice 
president;  Dr.  Lucy  Mathis,  Pales- 
tine, secretary;  and  Dr.  H.  F.  Rives, 
Jacksonville,  Dr.  L.  R.  Mathis,  Pal- 
estine, and  Dr.  Robert  Rossman, 
Tyler,  directors.  Councilor  is  Dr. 
Harvey  Bell  of  Palestine. 


PHYSICIAN’S  self-aggran- 
dizement or  his  aggrandizement  by 
friends,  family,  or  associates  ulti- 
mately destroys  his  usefulness. 
History  has  borne  this  out. 

No  matter  how  gi'eat  or  good  a 
physician  one  is,  one  cannot  place 
oneself  above  or  beyond  the  pro- 
fession of  medicine  as  a whole.  No 
physician  achieves  success  alone. 
Each  is  under  obligation  for  teach- 
ings and  assistance  of  those  who 
precede  him,  and  each  to  repay 
must  properly  pass  on  his  knowl- 
ledge  and  techniques  to  those  who 
follow  him  in  the  profession. 

Laudatory  articles  and  so-called 
scientific  papers  that  appear  in 
the  lay  press  before  publication  in 
medical  journals  or  before  they 
are  approved  by  medical  societies 
violate  the  Code  of  Ethics  of  the 
American  Medical  Association.  At 
the  request  of  the  TMA  Executive 
Board,  the  Judicial  Council  of  the 
AM  A is  studying  this  subject  at 
this  time,  since  in  the  past,  the 
rulings  or  opinions  of  the  Judicial 
Council  have  left  a few  questions 
unanswered. 

The  AMA’s  Judicial  Council 
Opinions  and  Reports  196 J/.  states 
the  following: 

Certain  other  members  of  the 

profession,  however,  with  a very 


Postgraduate  Courses 

Laboratory  Workshops,  Austin, 
January-May,1965. — Public  Health 
Laboratory  Workshops  are  de- 
signed for  the  benefit  of  public 
health,  hospital,  clinical,  and  other 
medical  laboratories.  Laboratory 
directors  are  urged  to  send  only 
workers  with  a good  background, 
who  can  profit  most  from  partici- 
pation. To  permit  good  instruc- 
tion, only  a limited  number  of 
qualified  workers  can  be  accom- 
modated, usually  from  four  to 
twelve. 

Admittance  to  all  workshops  is 
by  prior  registration.  There  is  no 
registration  fee.  Applications 
should  be  addressed  to  J.  V.  Irons, 


wide-awake  commercial  spirit, 
have  quickly  seen  the  means  by 
which  they  may  appear  in  the 
press  as  doing  extraordinary 
things  above  their  fellows,  and 
have  eagerly  seized  on  the  op- 
portunity, to  have  their  picture, 
their  honors  and  their  doings 
put  in  the  public  press.  While 
this  may  not  be  quackery  it  must 
be  acknowledged  to  be  adver- 
tising. 

In  recent  years,  public  relations 
experts,  hired  by  the  institutions 
in  which  we  work,  have  added  to 
this  problem.  These  people  are 
paid  to  get  free  publicity  in  the 
news  sections  of  daily  papers  and 
periodicals.  It  is  difficult  for  them 
to  praise  their  institutions  that 
have  such  glittering  halls  and  won- 
derful new  gadgets  without  prais- 
ing the  physicians  who  use  these 
facilities.  However,  if  a physician 
allows  these  public  relations  peo- 
ple to  praise  him  excessively,  ei- 
ther personally  or  professionally, 
he  is  as  much  in  violation  of  our 
Code  of  Ethics  as  if  he  personally 
had  sought  to  advertise  himself. 
The  medical  societies  or  profession 
cannot  control  public  relations  peo- 
ple or  news  media;  but  we  can,  if 
we  will,  control  the  offenders. 

— Walter  Walthall,  M.D., 
Chairman,  Board  of  Councilors. 


Sc.D.,  Director  of  Laboratories, 
Texas  State  Department  of  Health, 
1100  West  49th  Street,  Austin, 
Texas. 

It  may  be  necessary  to  limit 
registration  to  one  person  per  in- 
stitution or  laboratory.  If  it  proves 
necessary  to  limit  the  number  of 
registrations,  priority  will  be  ac- 
corded qualified  representatives 
from  interested  laboratories,  in  the 
order  in  which  applications  from 
qualified  workers  are  received. 

The  schedule  is  as  follows: 

April  12-16,  Enteric  Bacteriolo- 
gy. This  is  a project  dealing  with 
the  various  enteric  pathogens  such 
as  Salmonella,  Shigella,  and  the 
pathogenic  E.  coli  serotypes.  The 
commonly  encountered  paracolons 
will  also  be  considered.  These  or- 
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ganisms  will  be  considered  both 
from  a biochemical  and  serological 
standpoint.  This  is  a detailed  and 
rapidly  moving  workshop  and  the 
worker  should  have  had  some  ex- 
perience in  bacteriology  as  a pre- 
requisite. 

April  26-28,  Syphilis  Serology, 
Including  Indirect  Fluorescent  An- 
tibody Test.  The  primary  subjects 
of  this  workshop  will  be  theVDRL 
and  the  Fluorescent  treponemal 
antibody  (FTA)  tests. 

May  3-7,  Miscellaneous  Serology. 
CDC  instructors  will  provide  in- 
struction. This  will  not  include 
syphilis  serology. 


Hand  Surgery 
Symposium  Announced 


Surgery  of  the  hand  will  be  the 
subject  of  the  first  annual  ortho- 
pedic symposium  to  be  sponsored 
by  the  Departments  of  Orthopedic 
Surgery  at  St.  Luke’s  Episcopal 
Hospital  and  Baylor  University 
College  of  Medicine  April  2-3. 

The  meeting  will  be  held  in  the 
Texas  Children’s  Hospital  Audi- 
torium in  the  Texas  Medical  Cen- 
ter in  Houston. 

Speakers  will  include  Dr.  Daniel 
Riordan,  associate  professor  of  sur- 
gery (orthopedic),  Tulane  Univer- 
sity School  of  Medicine,  New  Or- 
leans; Dr.  E.  B.  Kaplan,  associate 
professor  of  clinical  anatomy,  Co- 
lumbia University  College  of  Phy- 
sicians and  Surgeons,  New  York; 
Dr.  S.  Benjamin  Fowler,  associate 
professor  of  clinical  orthopedic  sur- 
gery, Nashville,  Tenn.;  and  Dr.  J. 
Leonard  Goldner,  professor  of  or- 
thopedic surgery,  Duke  University 
School  of  Medicine,  Durham,  N.  C. 

Drs.  Riordan,  Kaplan,  and  Fow- 
ler will  present  surgery  of  the  adult 
hand,  and  Dr.  Goldner,  children’s 
hand  surgery. 


Diseases  in  Nature 
Conference  Set 


The  15th  annual  Southwestern 
Conference  on  Diseases  in  Nature 
Transmissible  to  Man  will  be  held 
in  the  auditorium  of  the  Texas 
State  Department  of  Health,  Aus- 
tin, on  April  22  and  23.  The  con- 
ference is  sponsored  by  the  Texas 
State  Department  of  Health,  Texas 
A & M University,  the  University 
of  Texas  and  its  Dallas  and  Gal- 
veston Medical  Branches,  the  Bay- 


lor University  School  of  Medicine, 
and  the  Texas  Animal  Health  Com- 
mission. 

All  persons  interested  in  the  va- 
ried aspects  of  transmissible  dis- 
eases that  may  affect  man  in  his 
perpetual  contact  with  the  environ- 
ment are  welcome  to  attend  this 
conference. 

Individuals  desiring  to  present 
papers  are  urged  to  submit  titles 
to  the  conference  chairman  or  the 
program  coordinators,  J.  S.  Wise- 
man, Ph.D.,  and  Lawrence  Pessar- 
ra,  D.V.M.,  Texas  State  Depart- 
ment of  Health,  1100  W.  49th 
Street,  Austin,  at  their  earliest 
convenience  to  allow  sufficient  time 
for  scheduling.  Papers  should  be 
limited  to  12-15  minutes  for  pres- 
entation in  order  to  allow  ample 
subsequent  time  for  discussions. 


Anson  Jones  Award 
Winners  Announced 


Excellence  in  reporting  health  in- 
formation to  the  public  has  been 
recognized  again  this  year  by  the 
Texas  Medical  Association. 

Six  Texas  journalists  and  publi- 
cations have  been  cited  to  receive 
Anson  Jones  Awards  for  1965.  Two 
have  received  honorable  mention. 
Local  county  medical  societies  will 
present  the  awards  which  range 
from  $25  to  $250. 

Award  winners  are  Moselle  Bo- 
land of  Houston  Chronicle,  Kitty 
Kendall  of  G alveston  News-Tri- 
bune, Pat  Billingsley  of  the  Sonora 
Devil’s  River  News,  Jack  Moseley 
of  Fort  Worth  (publication  of  Fort 
Worth  Chamber  of  Commerce), 
Radio  Station  KTRH  in  Houston 
for  “Ask  the  Doctor”  series  with 
moderator  Buddy  McGregor,  and 
KTRK-TV  in  Houston  for  “A  Let- 
ter to  My  Son”  public  service  pro- 
gram produced  and  directed  by 
William  T.  Wagner  and  Mary  Pe- 
terson. 

Honorable  mention  goes  to  Helen 
B.  Callaway,  Dallas  Morning  News, 
and  KENS-TV,  San  Antonio,  for 
the  news  report  “Baptist  Memorial 
Hospital  Heart  Machine”  written 
by  Bill  Allert. 


Personals 

Texas  physicians  recently  certi- 
fied by  the  American  Board  of 
Pathology  include  Drs.  John  S. 
Basone,  Beaumont;  Nathan  L. 
Laufman,  Amarillo;  Joe  A.  Lewis, 
Corpus  Christ! ; Margie  B.  Paschel, 


Fort  Worth;  Don  B.  Singer,  Hous- 
ton; Jack  Pruitt,  Lufkin;  Charles 
N.  Conant,  Kenneth  R.  Holloman, 
and  Annie  Kirshman,  San  Antonio; 
and  Gardner  Thomas,  Jr.,  Waco. 

Dr.  James  Henry  Herndon,  Jr., 
of  Dallas  and  Dr.  Jesus  Rodriguez- 
Aguero  of  Saltillo,  Coahuila,  Mex- 
ico, and  now  in  Harlingen  made 
the  highest  grade  on  the  December, 
1964,  examination  of  the  Texas 
State  Board  of  Medical  Examin- 
ers. Each  scored  93. 

Dr.  Robert  Mayo  Tenery  of  Wax- 
ahachie  has  been  named  consultant 
to  the  AMA’s  Department  of  Medi- 
cal Ethics.  He  will  spend  one  week 
each  month  in  Chicago  and  the  rest 
of  the  month  in  Texas. 

Dr.  John  J.  Andujar,  Fort 
Worth,  past  president  of  the  Amer- 
ican Society  of  Clinical  Patholo- 
gists, received  the  Caldwell  Award 
at  the  recent  meeting  of  the  Texas 
Society  of  Pathologists,  Inc.  The 
George  T.  Caldwell  Award  is  given 
for  outstanding  and  meritorious 
service  in  pathology  for  the  state 
of  Texas.  The  recipients  are  chosen 
by  membership  ballot. 

Dr.  Stuart  A.  Wallace,  Houston, 
retired  chairman  of  the  Pathology 
Department  of  Baylor  University 
College  of  Medicine;  Dr.  Seaborn  J. 
Lewis,  Beaumont,  and  Dr.  W.  W. 
Coulter,  Sr.,  Houston,  have  been 
awarded  honorary  membership  in 
the  Texas  Society  of  Pathologists, 
Inc. 

New  officers  of  the  Texas  Socie- 
ty of  Pathologists,  Inc.,  are  Dr. 
John  R.  Raniey,  Jr.,  Austin,  presi- 
dent; Dr.  Vernie  A.  Stembridge, 
Dallas  president-elect;  Dr.  Norman 
H.  Jacob,  San  Antonio,  vice  presi- 
dent; and  Dr.  Jack  L.  Smith,  Beau- 
mont, secretary-treasurer. 

Dr.  Charles  E.  Berry,  medical 
specialist  for  America’s  astronauts, 
will  be  the  featured  speaker  at  the 
1965  Sight- Saving  Conference  of 
the  National  Society  for  the  Pre- 
vention of  Blindness,  Inc.  The 
three-day  national  meeting,  which 
has  the  theme  “Vision  for  the  Space 
Age,”  will  be  held  March  24-26  at 
the  Rice  Hotel  in  Houston. 

Dr.  William  E.  Laur  of  Amarillo 
has  been  appointed  1965  Citizens 
Health  Council  chairman  by  the 
Potter-Randall  Citizens  Committee. 

Texas  physicians  who  will  take 
part  on  the  program  of  the  Ameri- 
can College  of  Allergists  meeting 
in  Las  Vegas  April  5-9  include  Drs. 
Salmon  R.  Halpem,  Dallas;  Boen 
Swinny,  Bernard  T.  Fein,  and  Peter 
B.  Kamin,  San  Antonio;  Anthony 
A.  Fernandez,  Orville  C.  Thomas, 
John  T.  McGovern,  and  Homer  E. 
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Prince,  Houston;  Harris  Hosen, 
Port  Arthur;  and  Thomas  R.  Mc- 
Elhenney,  Austin. 

William  Schafer,  formerly  assist- 
ant director  of  the  Texas  Division, 
American  Cancer  Society,  has  been 
named  executive  director  of  the 
Texas  Association  for  Mental 
Health,  replacing'  Frank  B.  Self. 
Mr.  Self  has  accepted  appointment 
as  director  of  public  relations  for 
the  National  Association  for  Mental 
Health. 

New  fellows  of  the  American 
College  of  Radiology  are  Dr.  Don- 
ald N.  Dysart,  Temple,  and  Dr. 
Francis  B.  O’Neill,  San  Antonio. 

Dr.  N.  D.  Geddie,  .Jr.,  has  been 
elected  mayor  of  Athens. 

Dean  Davis,  assistant  to  Philip 
R.  Overton,  TMA  legal  counsel,  of 
Austin  was  a speaker  at  the  Na- 
tional Medicolegal  Symposium  in 
Las  Vegas  March  11-13.  The  sym- 
posium was  jointly  sponsored  by 
the  AMA  and  the  American  Bar 
Association. 

Dr.  George  R.  Herrmann,  profes- 
sor of  medicine  at  the  University 
of  Texas  Branch  for  33  years  and 
an  internationally  recognized  cardi- 
ologist, has  been  named  Ashbel 
Smith  Professor  of  Medicine. 

Dr.  Frwin  G.  Pink  of  Frisco  has 
been  named  Frisco  Man  of  1964. 

Dr.  Henry  A.  Holle,  former  Tex- 
as Commissioner  of  Health,  has 
resigned  as  executive  director  of 
the  National  Council  for  the  Ac- 
creditation of  Nursing  Homes,  a 
position  held  since  the  Council  was 
formed  in  1963.  Dr.  Holle,  who 
will  continue  to  serve  as  a con- 
sultant to  the  Council,  said  he  is 
resigning  because  he  wants  to  re- 
turn to  activities  more  closely  re- 
lated to  his  field  of  public  health. 

Dr.  Fdward  Cliftoyi  Ferguson, 
111,  has  been  appointed  associate 
professor  and  chairman  of  the  De- 
partment of  Ophthalmology  at  the 
University  of  Texas  Medical 
Branch.  A native  of  Beaumont,  he 
I’etunis  to  Texas  from  the  State 
University  of  Iowa,  where  since 
1957  he  has  been  assistant  profes- 
sor of  ophthalmology  and  chief  of 
the  retinal  detachment  service  in 
the  College  of  Medicine. 

Dr.  Joe  C.  Smith,  Caldwell,  was 
named  first  place  winner  in  the 
“Pleasure”  division  of  the  fifth  na- 
tionwide Minox  Photo  Contest.  This 
is  the  first  national  photography 
award  for  Dr.  Smith,  who  has  ex- 
hibited his  photo  work  at  the  Dal- 
las Graphic  Arts  Center  and  Baylor 
Medical  School,  Houston. 

Col.  Wilfred  T.  Tunibiisch  has 
been  appointed  chief  of  plastic  sur- 


gery at  Walter  Reed  General  Hos- 
pital. He  has  held  a similar  posi- 
tion for  the  past  three  years  at 
Brooke  General  Hospital,  Brooke 
Army  Medical  Center,  Fort  Sam 
Houston. 

The  Board  of  Regents  of  the  Uni- 
versity of  Texas  has  announced 
that  Dr.  F.  Carter  Pannill  has  ac- 
cepted the  deanship  of  South  Texas 
Medical  School,  San  Antonio,  on  a 
permanent  basis.  Earlier,  he  had 
been  named  interim  dean  to  suc- 
ceed Dr.  Robert  C.  Person  and  had 
taken  leave  of  absence  Jan.  1 from 
his  faculty  and  administrative  po- 
sition at  Southwestern  Medical 
School,  Dallas. 


New  Books 

In  TMA  Library 

Association  for  Research  in  Nerv- 
ous and  Mental  Diseases:  Dis- 
orders of  Communication,  vol. 
42,  Baltimore,  The  Williams 
and  Wilkins  Company,  1964. 

Ciba  Foundation  Symposium:  Con- 
trol of  Gylcogen  Metabolism, 
M.  P.  Cameron  and  W.  J.  Whe- 
lan, eds.,  Boston,  Little,  Brown 
and  Company,  1964. 

Cochrane,  R.  G.:  Leprosy  in  The- 
ory and  Practice,  2nd  ed.  Balti- 
more, The  Williams  and  Wil- 
kins Company,  1964. 

Fontana,  Vincent  J.:  The  Mal- 
treated Child,  Springfield,  111., 
Charles  C Thomas,  Publisher, 
1964. 

Gibbs,  F.  A.,  and  Gibbs,  E.  L. : 
Atlas  of  Flectroencephalogra- 
phy,  vol.  3,  Neurological  and 
Psychiatric  Disorders,  Reading, 
Mass.,  Addison-Wesley  Publish- 
ing Company,  Inc.,  1964. 

Gordon,  D. : Ultrasound  as  a Di- 
agnostic and  Surgical  Tool,  Bal- 
timore, The  Williams  and  Wil- 
kins Company,  1964. 

Keys,  T.  E.:  History  of  Surgical 
Anesthesia,  New  York,  Dover 
Publications,  Inc.,  1963. 

Long,  W.  E.:  For  All  Time  to 
Come,  Austin,  Steck  Co.,  1964. 

Modern  Drug  Encyclopedia  and 
Therapeutic  Index  10th  ed., 
Robert  S.  Goodhart  ed..  New 
York,  Reuben  H.  Donnelley 
Corp.,  1965. 

Morgan,  E.:  A Manual  of  Simple 
Burial,  Burnsville  N.  C.,  The 
Celo  Press,  1964. 

Novak,  E.  R.,  and  Jones,  G.  S.: 
Novak’s  Textbook  of  Gynecol- 
ogy, 6th  ed.,  Baltimore,  The 
Williams  & Wilkins  Company, 
1961. 


Orkin,  L.  A.:  Trauma  to  the  Ure- 
ter: Pathogenesis  and  Manage- 
ment, Philadelphia,  F.  A.  Davis 
Co.,  1964. 

Oxbridge  Publishing  Co.,  Inc.: 
The  Standard  Periodical  Direc- 
tory, 196U-5,  1st  ed..  New  York, 

1964. 

Physicians’  Desk  Reference  to 
Pharmaceutical  Specialties  and 
Biologicals,  19th  ed.,  Oradell, 
N.  J.,  Medical  Economics,  Inc., 

1965. 

Wintrobe,  M.  M.:  Clinical  Hema- 
tology, 5th  ed.,  Philadelphia, 
Lea  and  Febiger,  1961. 

Year  Book  of  General  Surgery, 
196i.-5,  M.  E.  DeBakey,  ed., 
Chicago,  Year  Book  Medical 
Publishers,  1964. 

Year  Book  of  Pediatrics,  Gellis, 
S.  S.,  ed.,  Chicago,  Year  Book 
Medical  Publishers,  1965. 

NEW  JOURNALS 

The  Annals  of  Thoracic  Surgery, 
vol.  1,  no.  1,  Jan.,  1965,  Boston, 
Little,  Brown  and  Company, 
1965. 

International  Ophthalmology  Clin- 
ics, Complications  after  Catar- 
act Surgery,  pt.  1,  F.  H.  Theo- 
dore, ed.,vol.  4,  no.  3,  Dec.,  1964, 
Boston,  Little,  Brown  and  Com- 
pany, 1964. 

Interyiational  Ophthalmology  Clin- 
ics, Ocular  Deviations,  A.  Jam- 
polsky.  Neurological  Aspects  of 
Oculomotor  Disorders  by  A.  B. 
Scott,  vol.  4,  no.  3,  Sept.,  1964, 
Boston,  Little,  Brown  and  Com- 
pany, 1964. 

Recent 

Deaths 

DR.  J.  K.  WALSH 

Dr.  John  K.  W^alsh,  57,  died  Dec. 
30  in  an  Orange  hospital  after  a 
three-week  illness.  A native  of 
Charleston  born  July  25,  1907,  he 
had  lived  in  Orange  for  the  past  15 
years. 

An  ophthalmologist.  Dr.  Walsh 
was  a graduate  of  the  College  of 
Charleston,  Charleston,  S.  C.,  and 
received  his  M.D.  degree  from  the 
Medical  College  of  the  State  of 
South  Carolina,  Charleston,  in  1933. 
He  interned  at  St.  Francis  Infirm- 
ary and  Roper  Hospital,  Charles- 
ton, and  seiwed  his  residencies  at 
Santa  Rosa  Hospital,  San  Antonio, 
and  John  Gaston  Hospital,  Mem- 
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phis,  Tenn.  He  was  certified  by  the 
American  Board  of  Ophthalmology 
in  1952. 

He  was  a fellow  of  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology,  and  a member  of 
Orange  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Southern 
Medical  Association,  and  Texas 
Ophthalmological  Association. 

He  was  a member  of  St.  Mary’s 
Catholic  Church. 

He  was  a major  with  the  para- 
troopers during  World  War  II,  hav- 
ing served  from  December,  1940, 
until  May,  1946. 

He  married  Teresa  Breslin  of 
Heppner,  Ore.,  May  10,  1947,  in 
New  York  City.  She  survives  as  do 
a son,  John  Breslin  Walsh,  and  a 
daughter.  Nan  Keregan  Walsh,  all 
of  Orange.  Other  survivors  are 
three  sisters,  Mary  Katherine 
Walsh  and  Anastasia  Walsh,  both 
of  Charleston,  and  Mrs.  E.  I.  War- 
ren of  Arlington,  Va. 


DR.  K.  D.  OATES 

Dr.  Kenneth  Douglas  Oates,  59, 
of  Graham,  died  of  a heart  attack 
at  his  home  Jan.  2.  He  was  re- 
cuperating from  a broken  hip,  suf- 
fered two  months  earlier,  when  the 
attack  occurred. 

Dr.  Oates  had  practiced  in  Gra- 
ham more  than  30  years.  He  moved 
there  in  1931  and  was  associated 
in  the  Graham  Clinic  with  Dr.  W. 
0.  Padgitt  for  several  years.  At 
Dr.  Padgitt’s  retirement  Dr.  J.  W. 
Spears  became  associated  with  the 
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clinic  and  in  recent  years  Dr.  Rob- 
ert McDaniel  had  been  associated 
with  the  clinic. 

A long  time  member  of  the  Pres- 
byterian church,  he  was  a former 
Graham  city  health  officer. 

At  one  time  president  and  secre- 
tary of  his  county  society,  he  was 
affiliated  with  Texas  Medical  Asso- 
ciation and  American  Medical  As- 
sociation through  the  Palo  Pinto- 
Parker-Young- Jack- Archer  Coun- 
ties Medical  Society.  He  was  a 
member  of  the  American  Academy 
of  General  Practice. 

Dr.  Oates  was  married  in  1932  to 
Elizabeth  Morrison  who  died  in 
June,  1961.  He  and  Lou  Motsinger 
Naud  were  married  in  1964. 

Born  Aug.  1,  1905,  in  Haskell, 
Dr.  Oates  grew  up  there  and  was 
graduated  from  Haskell  High 
School.  After  premed  work  at  Tex- 
as A & M College,  he  entered  and 
graduated  from  Baylor  University 
College  of  Medicine  in  1930.  He 
practiced  a year  in  Jacksboro  be- 
fore coming  to  Graham. 

Survivors  include  his  wife;  two 
daughters,  Mrs.  A.  J.  Sebastian, 
Jr.,  Abilene,  and  Mrs.  James  Hugh 
Hefner,  Richardson;  one  sister, 
Mrs.  Verna  Oates  Wilson,  Haskell; 
three  brothers,  Oscar  E.  and  Hill, 
both  of  Haskell,  and  John  of  Al- 
bany; and  one  grandson. 


DR.  P.  K.  WILSON,  JR. 

Dr.  Paul  Kincaid  Wilson,  Jr.,  34, 
was  killed  Jan.  9 near  McKinney 
when  his  car  overturned  on  a 
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stretch  of  highway  under  construc- 
tion. A native  of  McKinney,  he 
had  practiced  there  for  the  past 
two  years. 

Dr.  Wilson  was  the  son  of  Paul 
K.  and  Ruth  Thompson  Wilson.  He 
was  born  Jan.  17,  1931,  and  was  a 
student  in  the  McKinney  schools. 
He  received  his  bachelor’s  degree 
from  Austin  College  in  Sherman 
and  his  medical  degree  from  the 
University  of  Texas  Southwestern 
School  in  Dallas.  He  interned  at 
Parkland  Hospital,  Dallas. 

Dec.  17,  1954,  he  married  Shirley 
Dale  of  McKinney  in  a Shawnee, 
Okla.,  ceremony. 

He  served  in  the  U.  S.  Army  for 
four  years  with  the  rank  of  captain. 
He  was  a general  medical  officer 
stationed  at  Boblingen,  Germany. 

A member  of  the  Episcopal 
church,  he  was  interested  in  pho- 
tography and  camping.  Boy  Scouts, 
and  civic  work.  He  belonged  to  Phi 
Chi  fraternity. 

He  was  a member  of  the  Ameri- 
can Medical  Association  and  Texas 
Medical  Association  through  the 
Collin  County  Medical  Society. 

Dr.  Wilson  is  survived  by  his 
wife;  two  sons,  David  Derrick  Wil- 
son and  Paul  K.  Wilson,  III;  a 
daughter,  Tracy  Ann  Wilson;  his 
parents,  all  of  McKinney;  and  a 
brother.  Dr.  James  Thompson  Wil- 
son, McKinney. 


DR.  C.  I.  UHLER 

Dr.  Claude  Irving  Uhler,  an  in- 
active member  of  Texas  Medical 
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Association  since  1964,  died  Jan. 
10,  in  Dallas. 

A specialist  in  mental  hygiene 
and  child  guidance,  he  had  prac- 
ticed for  the  last  18  years  in  Dallas. 
Prior  to  that  he  was  clinical  direc- 
tor of  the  Mental  Hygiene  Clinic, 
Delaware  State  Hospital,  Farn- 
hurst,  from  1931  to  1940.  He  was 
also  director  of  the  Clinton  Valley 
Child  Guidance  Clinic,  Pontiac, 
Mich. 

Dr.  Uhler  was  born  in  Baltimore, 
July  18,  1893.  He  received  his  B.A. 
from  Johns  Hopkins  University  in 
1915  and  his  M.D.  from  Johns  Hop- 
kins University  School  of  Medicine 
in  1919.  After  interning  at  Johns 
Hopkins,  he  served  a residency  at 
Baylor  Hospital,  Dallas,  and  Wor- 
cester State  Hospital,  Worcester, 
Mass. 

He  was  a member  of  the  Dallas 
County  Medical  Society,  American 
Medical  Association,  American  Psy- 
chiatric Association,  American 
Academy  of  Neurology,  and  was 
certified  by  the  American  Board  of 
Psychiatry  and  Neurology  in  1934. 

He  was  a veteran  of  both  world 
wars. 

He  is  survived  by  his  wife.  Mo- 
ment Uhler,  whom  he  married  Oct. 
25,  1928;  a daughter,  Mrs.  Mary 
Alice  Mastroleo;  a son,  Joe  Uhler; 
four  grandchildren;  and  two  great 
grandchildren,  all  of  Dallas. 


DR.  J.  M.  TRAVIS 

Secretary  to  Texas  Medical  As- 
sociation Dr.  John  Mastin  Travis 
of  Jacksonville  died  Dec.  7 after  a 


long  illness.  The  physician  who  in 
1952  was  named  both  TMA  and 
AMA  General  Practitioner  of  the 
Year  was  87. 

Dr.  Travis  was  bom  Jan.  25, 
1877,  in  Van  Zandt  County.  His 
father  was  Roland  Travis,  a native 
of  Mississippi,  and  his  mother.  Nan 
Williams  Travis.  Years  later.  Dr. 
Travis  and  his  brother.  Dr.  R.  T. 
Travis,  named  the  Nan  Travis  Me- 
morial Hospital  in  Jacksonville  for 
their  mother. 

As  an  East  Texas  child  grow- 
ing up  and  attending  the  Myrtle 
Springs  Academy,  Dr.  Travis  was 
impressed  with  the  ravages  of  “gal- 
loping consumption,”  typhoid  fever, 
and  diphtheria  and  deteraiined  then 
to  become  a physician. 

To  get  the  money  he  needed  to 
go  to  medical  school.  Dr.  Travis 
taught  school  in  East  Texas  and  in 
the  State  of  Washington.  He  at- 
tended North  Texas  Normal  Col- 
lege, and  when  he  had  the  funds  he 
began  his  medical  training  at  the 
University  of  Kentucky  Medical 
School,  graduating  in  1905.  Later, 
in  1907,  he  graduated  from  South- 
western University  of  Dallas. 

He  returned  home  to  Van  Zandt 
County  where  he  began  practice  at 
Martin’s  Mill.  He  stayed  there 
seven  years,  from  1905  to  1912. 
treating  the  people  he  had  kno\vn 
as  a child. 

At  this  point  in  his  life,  however. 
Dr.  Travis  decided  to  move  to  a 
new  location.  In  1913,  he  began 
general  practice  in  an  office  up- 
stairs over  the  leading  store  in 
Jacksonville. 

With  the  nearest  hospital  120 
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miles  away  in  Dallas,  Dr.  Travis 
with  a group  of  doctors  rented  a 
building  and  in  1919  established  the 
Cherokee  Sanitarium.  In  1921,  the 
late  Dr.  R.  T.  Travis  joined  his 
brother,  and  in  a few  years  Dr. 
Travis’s  son.  Dr.  L.  L.  Travis,  came. 
The  three  worked  to  build  the  hos- 
pital and  Jacksonville’s  reputation 
as  a medical  center.  In  1930,  the 
name  of  the  hospital  was  changed 
to  honor  Mrs.  Nan  Travis. 

The  progress  of  Jacksonville  was 
of  great  interest  to  Dr.  Travis.  He 
strongly  supported  the  Chamber  of 
Commerce  and  served  as  its  presi- 
dent. He  was  a member  of  the  board 
of  the  First  National  Bank  for  46 
years  and  for  20  years  was  chair- 
man. He  served  on  the  city  council 
for  22  years,  the  school  board  two 
years,  and  was  city  health  officer. 

A charter  member  of  the  Jack- 
sonville Rotary  Club,  he  was  a 
member  of  the  Masonic  Lodge  and 
of  Sharon  Shrine  Temple,  Tyler. 
He  was  a Presbyterian,  a member 
of  the  East  Texas  Chamber  of  Com- 
merce, and  the  Upper  Neches  River 
Conservation  District. 

Dr.  Travis  was  instrumental  in 
getting  the  first  tuberculosis  hos- 
pital for  Negroes  in  Texas  located 
in  Kerrville  in  1918. 

He  was  a member  of  Cherokee 
County  Medical  Society,  11th  Dis- 
trict Medical  Society,  Texas  Medi- 
cal Association,  American  Medical 
Association,  and  the  American 
Academy  of  General  Practice.  He 
had  served  Texas  Medical  Associa- 
tion in  many  offices,  from  the  com- 
mittee level  on  up.  He  had  been  a 
counselor  and  had  been  a member 
of  the  House  of  Delegates  for  40 
years.  He  had  been  vice  president 
and  had  been  secretary  for  13  years, 
the  office  he  held  at  the  time  of  his 
death. 

Dr.  Travis  married  Nell  Floyd  of 
Monroe,  La.,  in  Shreveport  on  Oct. 
16,  1939. 

She  survives  him  as  do  two  sons. 
Dr.  L.  L.  Travis,  Jacksonville,  and 
Dr.  J.  M.  Travis,  Jr.,  Beaumont; 
three  daughters,  Mrs.  Nola  Childs, 
Jacksonville,  Mrs.  Maxine  Helton, 
San  Antonio,  and  Mrs.  Janice  Scog- 
in,Wink;  and  two  brothers,  Charles 
Travis  of  Wylie  and  Albert  Travis 
of  Lake  Jackson. 


DR.  A.  J.  STREIT 


Dr.  August  John  Streit,  77,  died 
Dec.  30  in  Amarillo  where  he  had 
practiced  for  many  years. 
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A specialist  in  diseases  of  the  eye, 
ear,  nose,  and  throat.  Dr.  Streit 
was  horn  in  Brenham,  the  son  of 
John  Streit,  a Methodist  minister, 
and  Mrs.  Louise  Weiss  Streit. 

He  attended  Brenham  public 
schools  and  Blinn  College  in  Bren- 
ham. He  received  his  M.D.  degree 
from  the  University  of  Texas  Med- 
ical Branch  in  Galveston  in  1911 
and  served  as  instructor  in  physi- 
ology there  for  three  years. 

For  the  next  12  years,  he  prac- 
ticed in  Marlin;  then  he  moved  to 
Amarillo  in  1926. 

He  married  Benedicta  Hander  of 
Marlin  in  1912,  and  she  died  in 
1924.  Two  years  later  he  married 
Carrie  Knox  Williams  of  Fort 
Worth. 

He  was  certified  by  the  Ameri- 
can Board  of  Otolaryngology  in 
1926. 

During  the  first  World  War  he 
was  a first  lieutenant  in  the  Army. 

In  1961,  Dr.  Streit  was  elected  to 
honorary  membership  in  Texas 
Medical  Association.  He  was  a 
member  of  Potter-Randall  Counties 
Medical  Society  and  had  been  pres- 
ident of  that  organization  in  1941. 
He  was  a founder  and  past  presi- 
dent of  the  Texas  Eye,  Ear,  Nose, 
and  Throat  Society.  He  was  a mem- 
ber of  the  American  Medical  Asso- 
ciation, the  American  Academy  of 
Ophthalmology  and  Otolaryngolo- 
gy, and  a fellow  of  the  American 
College  of  Surgeons. 

Dr.  Streit  was  a member  and 
steward  of  the  Polk  Street  Meth- 
odist Church  in  Amarillo  and  an- 
nually served  as  head  of  the  drive 
there  for  the  Methodist  Children’s 
Home  in  Waco  of  which  he  was  a 
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director.  He  was  concerned  in  the 
affairs  of  the  Amarillo  Children's 
Home  and  the  YMCA. 

In  addition  to  his  interest  in 
youth.  Dr.  Streit  was  fond  of  trav- 
el. He  and  Mrs.  Streit  had  toured 
in  Europe,  South  America,  the  Near 
East,  South  Pacific,  and  the  Unit- 
ed States. 

He  is  survived  by  his  wife ; a son, 
August  John  Streit,  Jr.,  Nacog- 
doches; a daughter,  Mrs.  Catherine 
Ann  Streit  Williams,  Amarillo;  a 
brother.  Dr.  Paul  Streit,  Washing- 
ton, D.  C.;  and  two  grandchildren. 


DR.  H.  D.  WHITE 

Dr.  Hugh  D.  White  died  Jan.  4 
in  Dallas.  He  was  director  of  the 
Southern  Methodist  University 
Health  Center  for  nine  years,  re- 
tiring in  1959,  and  for  30  years, 
from  1920  to  1950,  had  lived  in 
Monterrey,  Mexico,  serving  under 
the  Methodist  Mission  Board. 

He  was  born  in  Bell  County  May 
29,  1887,  the  son  of  David  Todd 
and  Janie  Hicks  White.  He  at- 
tended Eastland  County  schools 
and  Fort  Worth  Polytechnic  Col- 
lege. In  1916  he  earned  the  M.D. 
degree  from  Vanderbilt  University 
in  Nashville.  He  interned  in  Nash- 
ville at  Woman’s  Hospital. 

On  June  28,  1917,  he  married 
Mary  Buford  Sugg  of  Dickson, 
Tenn. 

He  belonged  to  Highland  Park 
Methodist  Church,  the  Rotary  Club, 
and  the  Mustang  Club. 

He  was  an  honorary  member  of 
the  Dallas  County  Medical  Society 
and  Texas  Medical  Association. 


DR.  H.  D.  WHITE 


He  belonged  to  the  American  Med- 
ical Association. 

Dr.  White  served  in  England 
during  the  first  World  War. 

He  is  survived  by  his  wife;  a 
daughter,  Mrs.  Robert  W.  Mar- 
shall, San  Antonio;  and  two  broth- 
ers, the  Rev.  Alton  T.  White  of 
Weslaco  and  L.  M.  White  of  Fort 
Worth. 


DR.  L.  K.  DARWIN 

Dr.  Lloyd  Kennerly  Darwin,  Jr., 
41,  an  Odessa  surgeon,  died  at  his 
home  Jan.  3 after  a long  illness, 
beginning  with  infectious  hepatitis 
five  years  ago  and  resulting  in 
homologous  jaundice  and  thrombo- 
cytopenic purpura  due  to  hyper- 
splenism. 

The  son  of  Mr.  and  Mrs.  Lloyd 
Darwin,  Dr.  Darwin  was  born  Feb. 

I,  1923,  in  Dallas.  He  attended 
Dallas  schools  and  received  a B.S. 
degree  from  Texas  A & M College. 
In  1946,  he  was  graduated  a doctor 
of  medicine  from  the  University  of 
Texas  Medical  Branch.  After  in- 
terning at  John  Sealy  Hospital  in 
Galveston,  he  served  residencies  in 
general  surgery  at  the  Veterans 
Administration  Hospital  in  Dallas 
and  in  thoracic  surgery  at  the 
Medical  Branch  in  Galveston.  He 
was  certified  by  the  American 
Board  of  Surgery  in  1954. 

Dr.  Darwin  married  Betty  Jo 
Peacock  of  Corsicana  in  Galveston 
Aug.  19,  1944. 

He  was  a veteran  of  World  War 

II. 

He  held  memberships  in  Andrews- 
Ector-Midland  Counties  Medical 
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Society,  Texas  Medical  Associa- 
tion, American  Medical  Associa- 
tion, Texas  Surgical  Society,  and 
was  a fellow  of  the  American  Col- 
lege of  Surgeons. 

He  belonged  to  Alpha  Omega 
Alpha  and  Mu  Sigma  Mu  medical 
fraternities. 

He  is  survived  by  his  wife;  a 
daughter,  Judy  Dai-win,  a Univer- 
sity of  Texas  freshman;  three 
sons,  Philip,  Bill,  and  Douglas 
Dai*win,  all  of  Odessa;  his  par- 
ents; and  a sister,  Mrs.  James 
O’Connor  of  Dallas. 

DR.  J.  H.  ROBBERSON 

Dr.  Jason  Henry  Robberson,  64, 
an  Amarillo  obstetrician  and  gyne- 
cologist, died  there  Dec.  3.  He 
had  just  delivered  a baby — bring- 
ing his  total  deliveries  to  more 
than  6,700 — walked  out  of  the  de- 
livery room,  and  congratulated  the 
father,  when  he  was  stricken  and 
died. 

The  son  of  a physician  and  his 
wife.  Dr.  E.  W.  and  Luella  Ward 
Hemphill  Robberson,  Dr.  Robber- 
son was  born  Nov.  10,  1900,  in 
Gainesville.  He  graduated  from 
high  school  there  and  attended 
both  Southern  Methodist  Univer- 
sity and  the  University  of  Texas 
before  entering  the  University  of 
Texas  Medical  Branch.  He  re- 
ceived his  M.D.  degree  in  1925.  He 
interned  at  Northwest  Texas  Hos- 
pital in  Amarillo  where  he  was 
later  to  become  secretary  and  pres- 
ident of  the  staff  as  well  as  a 
member  and  president  of  the  board 
of  managers. 

He  was  a member  of  the  Potter- 
Randall  Counties  Medical  Society 
and  had  served  as  president  and 
secretary.  He  belonged  to  Texas 
Medical  Association,  American 
Medical  Association,  American 
Academy  of  General  Practice,  and 
was  a fellow  of  the  American  Col- 
lege of  Surgeons. 

Recently,  he  was  president  of 
the  staff  of  St.  Anthony’s  Hos- 
pital. Active  in  community  af- 
fairs, he  had  been  president  of  the 
Chamber  of  Commerce,  Community 
Chest,  Boy  Scout  Council,  and 
Kiwanis  Club.  He  was  an  ardent 
high  school  football  fan. 

He  was  married  to  Miss  Willie 
Lee  Martin  on  June  28,  192.5,  in 
Gainesville. 

He  is  survived  by  his  wife;  his 
son.  Dr.  Joe  Robberson;  his  daugh- 
ter, Mrs.  James  M.  Finch,  all  of 
Amarillo;  two  sisters,  Mrs.  Joe 
Compton  and  Mrs.  Ann  Lyday, 
both  of  San  Antonio;  a brother. 
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Pierce  Robberson  of  Dallas;  and 
seven  grandchildren. 


DR.  R.  W.  JOHNSON 

Shortly  after  becoming  president 
of  Nueces  County  Medical  Society, 
Dr.  Robert  Wallace  Johnson,  42, 
died  in  a Corpus  Christi  hospital 
on  Dec.  9. 

He  had  practiced  psychiatry  in 
Corpus  since  1952. 

Dr.  Johnson,  born  in  Rusk,  Oct. 
8,  1922,  was  reared  in  San  An- 
tonio where  his  father,  the  late  Dr. 
W.  J.  Johnson,  was  superintend- 
ent of  the  San  Antonio  State  Hos- 
pital for  many  years.  He  attended 
elementary  and  high  school  there 
as  well  as  San  Antonio  Junior 
College  and  St.  Mary’s  University. 
At  one  time  he  was  a student  at 
the  University  of  Texas.  He  re- 
ceived his  M.D.  degree  from  Baylor 
University  College  of  Medicine  in 
1947. 

Dr.  Johnson  interned  at  Ancker 
Hospital,  St.  Paul,  Minn.,  and 
served  a residency  in  psychiatry 
both  at  the  V.A.  Hospital  in  Waco 
and  at  Parkland  Hospital,  Dallas. 

He  served  in  the  U.  S.  Army 
during  World  War  II  and  the 
Korean  War  and  was  discharged 
with  the  rank  of  captain. 

He  was  a member  of  Phi  Chi 
fraternity. 

He  married  Marcell  Porter  of 
Houston  on  June  16,  1947. 

He  attended  the  Methodist 
Church. 

Dr.  Johnson  was  formerly  direc- 
tor of  psychiatric  training  at  the 
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James  R.  Dougherty  School  of 
Nursing  in  Corpus  Christi  and  a 
member  of  the  board  of  directors 
of  the  Parent-Child  Guidance  Cen- 
ter and  the  Marital  Counseling 
Board. 

He  was  a member  of  the  Na- 
tional Rehabilitation  Association, 
American  Psychiatric  Association, 
Texas  Medical  Association,  and 
American  Medical  Association.  He 
had  been  certified  by  the  Ameri- 
can Board  of  Psychiatry  and  Neu- 
rology. 

He  is  survived  by  his  wife;  two 
sons,  Robert,  Jr.,  and  William;  a 
daughter,  Susan,  all  of  Corpus 
Christi;  his  mother,  Mrs.  W.  J. 
Johnson  of  San  Antonio;  a sister, 
Mrs.  0.  B.  Moon,  Jr.,  Corpus 
Christi;  and  a brother.  Dr.  Wil- 
liam Johnson,  San  Antonio. 


DR.  J.  F.  PERKINS 

Dr.  Jack  Funnan  Perkins,  74,  of 
McKinney,  an  honorary  member  of 
Texas  Medical  Association  and  a 
former  Dallas  pediatrician,  died 
Dec.  20  in  Dallas. 

He  was  born  July  27,  1890,  in 
Howe,  Tex.  He  moved  with  his  par- 
ents, Wesley  and  Martha  Mooney 
Perkins,  to  Collin  County  when  he 
was  two  years  old.  He  attended 
North  Texas  State  Teachers  Col- 
lege in  Denton  and  received  his 
M.D.  in  1914  from  Vanderbilt  LTni- 
versity.  He  interned  and  was  a 
resident  for  one  year  at  Bellevue 
Hospital  in  New  York  City.  The 
following  year  he  served  a resi- 
dency at  St.  Louis  Children’s  Hos- 
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pital  in  St.  Louis. 

He  started  his  practice  in  Dal- 
las in  1919  and  retired  in  1958.  He 
had  been  chief  of  staff  in  pedi- 
atrics at  St.  Paul  Hospital  in  Dal- 
las and  had  taught  pediatrics  at 
the  University  of  Texas  South- 
western Medical  School.  He  founded 
the  Freeman  Memorial  Clinic  for 
Children,  now  an  outpatient  clinic 
for  Children’s  Medical  Center. 

Since  his  retirement,  Dr.  Per- 
kins had  lived  on  a farm  near  Mc- 
Kinney. 

He  was  a member  of  the  Ameri- 
can Medical  Association  and  an 
honorary  member  of  Dallas  Coun- 
ty Medical  Society.  He  was  a 32nd 
degree  Mason  and  a member  of  the 
First  Presbyterian  Church  in  Mc- 
Kinney. 

He  is  survived  by  his  wife;  two 
sons.  Jack  F.  Perkins,  Jr.,  Plano, 
and  William  A.  Perkins,  New  Or- 
leans; two  daughters,  Mrs.  Alvin 
D.  Jett,  Jr.,  Dallas,  and  Mrs.  J.  C. 
Jones,  Houston;  two  brothers,  Jess 
Perkins  of  Missouri  and  Lyman 
Perkins  of  Heame;  a sister,  Mrs. 
W.  H.  McKenie  of  Tyler;  and  15 
grandchildren. 


DR.  C.  B.  SPROTT 

Dr.  Curtis  B.  Sprott,  Beaumont 
general  practitioner,  died  Dec.  8 
at  his  home  following  a heart  at- 
tack. He  was  47. 

A Beaumont  native,  he  was  born 
March  13,  1917,  to  Edward  D.  and 
Myrtle  Mills  Sprott.  He  was  a 
graduate  of  Charlton-Pollard  High 
School  there.  He  received  a B.S. 
degree  from  Wiley  College,  Mar- 
shall, and  his  M.D.  degree  from 
Meharry  Medical  College,  Nash- 
ville. He  interned  at  Homer  Phil- 
lips Hospital  in  St.  Louis.  He  had 
practiced  in  Beaumont  since  1946. 

With  two  of  his  brothers,  he  op- 
erated the  Sprott  Hospital  in  Beau- 
mont. 

During  World  War  II  he  served 
in  the  Army  with  the  rank  of  cap- 
tain. 

He  married  Wilma  Nell  Bobino 
in  Beaumont  Sept.  15,  1945. 

Dr.  Sprott  was  a member  of  the 
Jefferson  Ceunty  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Lone  Star 
Medical  Association,  and  National 
Medical  Association. 

He  was  team  physician  for  He- 
bert High  School  in  Beaumont  for 
15  years,  a member  of  the  Ma- 
sonic Lodge,  Alpha  Phi  Alpha  fra- 
ternity, and  St.  James  Methodist 
Church,  Beaumont. 
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He  is  survived  by  his  wife ; 
three  sons,  Curtis  B.  Sprott,  Jr., 
Robert  Sprott,  and  Kenneth  Sprott ; 
two  daughters,  Dana  Sprott  and 
Rose  Sprott;  three  brothers,  Dr. 
E.  D.  Sprott,  Jr.,  Dr.  Maxie  C. 
Sprott,  and  Oliver  W.  Sprott,  all 
of  Beaumont;  and  four  sisters, 
Mrs.  Loraine  Whittier  of  San  An- 
tonio, Mrs.  Waurine  Anthony  of 
Chicago,  and  Mrs.  Mildred  V. 
White  and  Mrs.  Myrtle  Deplanter 
of  Beaumont. 


DR.  J.  S.  McCELVEY 

Dr.  John  Samuel  McCelvey, 
founder  of  King’s  Daughters  Hos- 
pital in  Temple  and  physician  and 
surgeon  there  for  more  than  60 
years,  died  Dec.  22  at  the  age  of 
94. 

He  was  born  in  Houston  County 
July  15,  1870,  moving  to  Temple 
when  he  was  14,  three  years  after 
the  city  was  founded. 

After  graduation  from  Temple 
High  School,  he  attended  the  Uni- 
versity of  Texas  and  later  enrolled 
in  Jefferson  Medical  College  where 
he  received  his  degree  in  1894.  He 
served  a residency  at  Red  Bank 
Hospital  for  Children,  Red  Bank, 
N.  J.,  and  spent  some  time  in  Phil- 
adelphia working  among  the  poor. 

He  came  back  to  Texas  and 
practiced  for  a year  at  Heiden- 
heimer,  near  Temple.  He  often 
walked  the  railroad  tracks  be- 
tween the  two  towns  when  mud 
was  too  thick  for  horse  and  wagon. 

After  this,  he  went  abroad  to 
study  in  German  hospitals  at  Dres- 
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den  and  Berlin.  World  War  I was 
years  in  the  future,  but  it  was 
clear  to  Dr.  McCelvey  that  the 
young  Kaiser  Wilhelm,  whom  he 
saw  many  times  during  his  stay 
in  Germany,  wanted  to  become  a 
war  lord. 

In  1897,  Dr.  McCelvey  returned 
to  Temple.  He  played  a leading 
role  in  the  establishment  of  King’s 
Daughters  Hospital,  endorsing 
notes  for  the  hospital  association 
and  donating  the  hospital’s  first 
operating  room. 

He  worked  to  found  a junior 
college  in  Temple  and  saw  this 
dream  realized  in  1926.  He  served 
as  member  and  president  of  the 
board  of  trustees  for  the  Temple 
Junior  College  and  was  a member 
and  president  of  the  Temple  pub- 
lic school  board. 

Dr.  McCelvey  was  a former 
member  of  the  State  Board  of 
Health  and  was  a president  and 
secretary  of  the  State  Board  of 
Medical  Examiners. 

He  was  an  honorary  member  of 
the  Bell  County  Medical  Society 
and  Texas  Medical  Association.  He 
belonged  to  the  American  Medical 
Association,  Southern  Medical  As- 
sociation, and  was  a fellow  of  the 
American  College  of  Surgeons. 

He  was  a member  of  Christ 
Episcopal  Church  in  Temple. 

Dr.  McCelvey  was  married  to 
Mary  Waller  Horne  of  Waco  in 
1908.  She  died  in  1960. 

Survivors  include  a daughter, 
Mrs.  Robert  F.  Moore;  two  sons. 
Jack  S.  McCelvey  and  Lucius  H. 
McCelvey;  and  six  grandchildren, 
all  of  Temple. 
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DR.  W.  G.  EVANS 

Dr.  Walter  G.  Evans,  Dallas  res- 
ident and  physician  for  40  years, 
died  at  home  Dec.  2.  He  had  been 
bedridden  with  muscular  dystrophy 
since  1959. 

He  was  a native  of  Sulligent, 
Ala.,  born  Nov.  4,  1882.  His  par- 
ents were  Benjamin  and  Elizabeth 
Dorsey  Evans. 

Dr.  Evans  attended  the  Univer- 
sity of  the  South  at  Sewanee  and 
the  University  of  Tennessee  at 
Memphis.  He  received  his  M.D.  de- 
gree from  the  College  of  Physicians 
and  Surgeons,  Memphis,  in  1907. 

Before  coming  to  Dallas  to  prac- 
tice in  1924,  he  had  practiced  in 
Stuart  and  Muskogee,  Okla.  He 
was  on  the  staff  of  St.  Paul’s  Hos- 
pital. 

He  was  an  honorary  member  of 
the  Dallas  County  Medical  Society 
and  Texas  Medical  Association. 

He  was  a Methodist,  Mason,  and 
Shriner. 

He  married  Hilda  Grayson  of 
Mobile,  Ala.,  on  June  15,  1910. 

She  survives  as  does  his  son,  Oli- 
ver Grayson  Evans  of  Atlanta,  Ga. ; 
a brother,  L.  Verland  Evans  of 
Muskogee;  two  grandchildren  and 
one  great-grandchild. 


DR.  F.  T.  ROGERS 

Dr.  Fred  T.  Rogers  died  in  Dal- 
las Dec.  19.  He  had  retired  from 
the  practice  of  neurology  in  1960. 
For  30  years  he  had  been  associ- 
ated with  the  Dallas  Medical  and 
Surgical  Clinic. 

He  was  born  May  24,  1889,  in 
Stephensport,  Ky.,  the  son  of  L.  W. 
and  Martha  (Terry)  Rogers.  He 
attended  schools  in  Henderson,. Ky., 
and  received  B.A.  and  M.A.  de- 
grees from  Baylor  University, 
Waco.  He  earned  a Ph.D.  at  the 
University  of  Chicago  in  1920. 

Dr.  Rogers  then  began  a ten- 
year  teaching  career  at  Baylor 
University  College  of  Medicine  in 
Dallas  where  he  was  professor  of 
physiology. 

In  1930  he  received  his  M.D. 
from  Baylor  and  after  interning 
at  Billings  Hospital  in  Chicago,  he 
began  the  practice  of  medicine  in 
Dallas. 

He  was  certified  in  1946  by  the 
American  Board  of  Psychiatry  and 
Neurology. 

Dr.  Rogers  was  an  honorary 
member  of  Dallas  County  Medical 
Society  and  Texas  Medical  Asso- 
ciation. He  belonged  to  the  Amer- 
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ican  Medical  Association,  Texas 
Neurological  Society,  and  was 
listed  in  American  Men  of  Science. 

He  married  the  former  Ruth 
Hayes  of  Sedalia,  Mo.,  who  sur- 
vives him.  Other  survivors  are  a 
daughter,  Mrs.  M.  E.  Boehner, 
Dallas;  a son,  L.  H.  Rogers,  Fort 
Worth;  a brother,  William  B.  Rog- 
ers, Cuyahoga  Falls,  Ohio;  and  ten 
grandchildren.  Another  son.  Dr. 
Fred  Terry  Rogers,  Jr.,  head  of 
the  physics  department  at  the  Uni- 
versity of  South  Carolina,  died  in 
1956. 


DR.  J.  T.  KRUEGER 

Dr.  Julius  T.  Krueger,  Lubbock, 
died  Dec.  14  after  a stroke.  He 
was  69. 

Dr.  Krueger  was  born  in  Austin 
March  27,  1895,  the  son  of  Dr.  and 
Mrs.  Ernest  Krueger.  He  gradu- 
ated from  Austin  High  School  and 
entered  the  University  of  Texas  in 
1913.  Two  years  later  he  enrolled 
at  the  Medical  Branch  in  Galves- 
ton where  he  received  his  M.D.  in 
1918.  He  interned  at  John  Sealy 
Hospital  in  Galveston. 

During  his  entire  professional 
career,  he  practiced  in  Lubbock, 
going  there  in  1919  as  assistant 
surgeon  in  the  then  new  Lubbock 
Sanitarium.  Within  a year,  he  had 
bought  an  interest  in  the  hospital 
and  had  become  its  chief  surgeon. 
(This  hospital  later  was  trans- 
ferred to  the  Methodists  and  be- 
came Methodist  Hospital.) 

His  practice  in  earlier  times 


DR.  J.  T.  KRUEGER 


called  him  over  a wide  area  from 
Pampa  in  the  far  northeast  Pan- 
handle to  Roswell,  N.  M.,  in  the 
southwest.  He  traveled  by  plane 
and  car  to  perform  emergency  op- 
erations in  ranch  homes  far  from 
hospitals. 

Dr.  Krueger  married  Leila  Rob- 
erds  on  Nov.  2,  1922. 

He  was  a member  of  the  Epis- 
copal church,  on  the  first  board  of 
the  Lubbock  City  Planning  Com- 
mission, a charter  member  of  the 
Lubbock  Kiwanis  Club,  a member 
of  the  Lubbock  Country  Club  and 
Lubbock  Club,  and  a director  of 
the  Lubbock  National  Bank.  He 
belonged  to  Phi  Beta  Pi  fraternity 
and  was  listed  in  Who’s  Who  in 
America. 

Dr.  Krueger  was  on  the  staff  of 
Methodist  Hospital,  St.  Mary’s  Hos- 
pital, and  West  Texas  Hospital  in 
Lubbock.  He  was  a Mason  and  a 
member  of  the  American  Legion. 

He  was  a member  and  past 
president  of  the  Lubbock- Crosby 
Counties  Medical  Society  and  the 
Panhandle  District  Medical  Socie- 
ty. He  was  a member  of  the  Texas 
Medical  Association,  American 
Medical  Association,  Southern  Med- 
ical Association,  Southwestern  Sur- 
gical Congress,  and  a fellow  of  the 
American  College  of  Surgeons  and 
the  International  College  of  Sur- 
geons. 

He  was  interested  in  golf  and 
played  almost  daily  before  he  be- 
came ill. 

He  is  survived  by  his  wife;  a 
daughter,  Mrs.  Robert  L.  Layne; 
a son.  Dr.  J.  T.  Krueger,  Jr.;  and 
five  grandchildi'en,  all  of  Lubbock. 
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Guest  Speakers  (with  all  their  speaking  engage- 
ments, sponsors,  and  host  societies) 248 

Special  Speakers  254 

Memorial  Service  256 

General  Meetings  256 

Association  Luncheons  257 

Refresher  Courses  257 
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Specialty  Programs  (Related  Organizations,  Oth- 
er Specialty  Groups,  Special  Programs  of  As- 
sociation)   269 


Exhibits  (Film  Program,  Scientific,  Technical)  „ 283 

SERVICES 

Registration,  Information,  and  Messages 

Registration  areas  will  be  open  during  following 
hours : 

Villita  Assembly  Hall  Lobby 

Thursday  12  Noon-5 :30  p.m. 

Friday  7:30  a.m.-5:30  p.m. 

Saturday  7:30  a.m.-5:30  p.m. 


Granada  Hotel  Lobby 

Thursday  7:30  a.m.-12  Noon 

Sunday  7:30  a.m.-5:30  p.m. 

St.  Anthony  Hotel  Lobby  (east  end) 
Thursday  7:30  a.m.-5:30  p.m. 

Information  may  be  obtained  from  the  registra- 
tion desks  or  from  the  Message  Center  (Meeting 
Room  B,  Villita  Assembly  Hall).  The  Message  Cen- 
ter will  accept  emergency  messages  for  physicians 
and  will  post  lists  of  those  receiving  such  messages 
in  the  meeting  ai’eas  of  the  headquarters  hotels  and 
in  Villita  Assembly  Hall.  Physicians  are  asked  to 
encourage  their  office  staffs,  families,  and  patients 
to  keep  their  calls  to  the  Message  Center  to  a mini- 
mum and  to  check  with  their  offices  and  homes  at 
intervals  to  receive  any  messages. 

The  Bexar  County  Medical  Assistants  Society  will 
assist  with  ticket  sales  and  in  information  and  mes- 
senger service  to  physicians  throughout  the  session. 

Business,  social,  and  educational  sessions  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Associa- 
tion will  be  held  at  the  El  Tropicano  Hotel. 

The  Texas  Medical  Association  will  maintain  an 
office  in  Room  403  of  the  St.  Anthony  Hotel  (Ste- 
nographers’ Room).  Mail  and  telegrams  may  be 
addressed  in  care  of  the  Texas  Medical  Association, 
St.  Anthony  Hotel,  San  Antonio,  during  the  period 
of  the  annual  session. 

First  Aid  Supplies 

A physician’s  bag  equipped  with  first  aid  sup- 
plies is  available  at  the  registration  desk  of  the 
Villita  Assembly  Hall.  Hotel  physicians  at  the  Gra- 
nada and  St.  Anthony  Hotels  may  be  contacted  to 
render  aid  to  an  ill  or  injured  person.  The  emer- 
gency room  of  the  Baptist  Hospital  has  been  desig- 
nated the  annual  session  emergency  area  with  a 
physician  and  ambulance  available  for  service. 

News  Room  and  TMA  Daily  Bulletin 

A News  Room  will  be  maintained  in  Room  728  of 
the  Granada  Hotel. 

Headquarters  for  TMA  Daily  Bulletin  will  be  in 
Room  725  of  the  Granada  Hotel. 

Stenographers 

A Stenographers’  Room  will  be  maintained  in 
Room  403  of  the  St.  Anthony  Hotel. 

Equipment 

Requests  and  problems  involving  equipment  for 
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Mrs.  Russell  L. 
Deter 
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President-Elect 
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meeting  rooms  may  be  directed  to  Meeting  Room  C, 
Villita  Assembly  Hall,  or  Room  1435,  Granada 
Hotel. 


Wayhouse  Inn,  Interstate  Highway  35  and  81 
North 

Westerner,  1116  Austin  Highway 


TRANSPORTATION 

Mission  Pharmacal  Company,  San  Antonio,  will  pro- 
vide complimentary  bus  service  for  annual  session 
registrants.  Service  will  be  furnished  between  Vil- 
lita Assembly  Hall  and  the  Granada,  St.  Anthony, 
El  Tropicano,  Gunter,  and  Menger  Hotels  during  the 
following  hours: 

Thursday  11  a.m.-5  p.m. 

Friday  8 a.m.-5  p.m. 

Saturday  8 a.m.-5  p.m. 


HOTELS  AND  MOTELS 


LOCATION  OF  EXHIBIT  AREAS 
AND  MEETING  ROOMS 
OF  HEADQUARTERS  HOTELS 

Scientific  and  Technical  Exhibits  Areas 
Villita  Assembly  Hall  (see  Exhibits  Section 
in  this  program) 


Granada  Hotel 


Crystal  Ballroom,  Mez- 
zanine 

Garden  Room,  15th  Floor 
Grand  Ballroom,  sepa- 
rate building  across 
street  from  main  hotel 


Parlors  A,  B,  C,  D,  E, 
F,  15th  Floor 
Roof  Garden, 

14th  Floor 
Walnut  Room, 

15th  Floor 


The  Granada  Hotel  (309  South  St.  Marys)  and  the 
Villita  Assembly  Hall  (401  Villita)  have  been  desig- 
nated scientific  session  headquarters.  The  St.  An- 
thony Hotel  (300  East  Travis — Navarro  and  Jeffer- 
son) has  been  designated  House  of  Delegates  head- 
quarters. El  Tropicano  Motor  Hotel  (110  Lexington) 
will  serve  as  Auxiliary  headquarters. 

In  addition  to  the  headquarters  hotels,  a partial 
list  of  hotels  and  motels  housing  Association  and 
Auxiliary  members  is  given  below: 

Flamingo  Hotel,  113  Austin  Highway 
Granada  Inn,  402  South  St.  Marys 
Gunter  Hotel,  205  East  Houston 
Hiway  House,  96  Military  Drive 
Holiday  Inn,  3862  Panam  Highway 
Howard  Johnson’s  Motor  Lodge,  3333  Austin 
Highway 

Menger  Hotel,  204  Alamo  Plaza 
Ramada  Inn,  333  NW  Military  Drive 
Rodeway  Inn,  1259  Austin  Highway 
Rodeway  Inn,  900  North  Main  Avenue 
Town  and  Country  Motor  Lodge,  6901  San  Pedro 
Wayfarer  Motor  Hotel,  600  East  Elmira 


St.  Anthony  Hotel 


Anacacho  Room, 

First  Floor 
Cascade  Terrace, 
Mezzanine 

Highland  Room  (Room 
332),  Third  Floor 
Hunt  Room  (Room 
330),  Third  Floor 
La  Fayette  Room  (Room 
329),  Third  Floor 


Mezzanine  A, 

Mezzanine 

Monterrey  Room  (Rooms 
331  and  333),  Third 
Floor 

Navarro  Room,  below 
Lobby 

Peraux  Room,  First  Floor 


Villita  Assembly  Hall 

Meeting  Rooms  A,  B,  C,  D,  E,  F,  upper  level 
(street  level) 

Meeting  Rooms  1,  2,  3,  lower  level 


El  Tropicano  Motor  Hotel 


Ballroom,  Third  Floor 
Cortez  Room,  Second 
Floor 

HemisFair  Room, 

First  Floor 


Hidalgo  Room,  Second 
Floor 

Lobby,  First  Floor 
River  Room,  First  Floor 
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TAGP  ACCREDITATION 

Hour-for-hour  accreditation  will  be  granted  regis- 
trants by  the  American  Academy  of  General  Prac- 
tice for  attendance  at  scientific  lectures  of  the  Texas 
Medical  Association  Annual  Session.  Please  apply 
to  Texas  Academy  of  General  Practice,  1905  North 
Lamar  Blvd.,  Austin,  for  credit. 


SPECIAL  PROGRAMS 

In  conjunction  with  the  programs  of  the  scientific 

sections  and  related  organizations,  the  following 

special  programs  will  be  offered: 

Texas  Academy  of  General  Practice  Seminar,  “New 
Developments  and  Diagnoses  in  the  Treatment 
of  Malignancies,”  Thursday,  12:30-6  p.m..  Meet- 
ing Room  2,  Villita  Assembly  Hall. 

Symposium  on  Alcoholism,  “Approaching  the  Prob- 
lem of  Alcoholism,”  Thursday,  8 p.m..  Crystal 
Ballroom,  Granada  Hotel. 

Symposium  on  Nutrition,  “Nutritional  Problems  of 
Digestive  Diseases,”  Friday,  8:80-9:45  a.m.. 
Roof  Garden,  Granada  Hotel. 

Panel:  Medical  School  Faculty — Practicing  Physi- 
cian Relationship,  General  Meeting  Luncheon, 
Friday,  12:30  p.m..  Grand  Ballroom,  Granada 
Hotel.  Sponsored  by  Texas  Medical  Association 
Committee  on  Liaison  with  Medical  Schools. 

Conference  on  Premedical  and  Medical  Education, 
“A  Refresher  Course  on  Premedical  Counsel- 
ing,” Friday,  2:30-4  p.m..  Grand  Ballroom, 
Granada  Hotel.  Sponsored  by  Texas  Medical 
Association  Committee  on  Liaison  with  Medical 
Schools. 

Curbstone  Consultations  (informal  round  table  dis- 
cussions on  topics  in  ten  medical  specialties), 
Friday,  5-6:30  p.m..  Grand  Ballroom,  Granada 
Hotel. 

Symposium  on  Traffic  Safety,  Saturday,  10  a.m.- 
12:30  p.m..  Crystal  Ballroom,  Granada  Hotel. 
Sponsored  by  Texas  Medical  Association  Com- 
mittee on  Transportation  Safety. 

Medicine  and  Religion  Program,  “Body  and  Soul,” 
Association  Luncheon,  Sunday,  12:30  p.m.. 
Grand  Ballroom,  Granada  Hotel.  Sponsored  by 
Texas  Medical  Association  Committee  on  Medi- 
cine and  Religion. 


ENTERTAINMENT 

Fiesta  Noche  del  Rio 

Fiesta  Noche  del  Rio — Party  Night  on  the  River — 
will  be  held  for  Texas  Medical  Association  members 
and  their  families  Friday  at  8 p.m.  Music,  dances, 
and  songs  of  Old  Mexico  will  be  staged  at  the  Ame- 
son  River  Theatre — an  open-air  theater  which  spans 
the  San  Antonio  River.  The  stage  is  located  on  the 
north  bank;  grass-tiered  seats  on  the  south  bank. 


Tickets  at  $1.50  per  person  may  be  secured  in  ad- 
vance from  the  Business  Manager,  Texas  Medical 
Association,  1801  North  Lamar  Boulevard,  Austin, 
or  in  the  registration  area  during  the  annual  ses- 
sion. Children  under  12  admitted  free.  In  the 
event  of  inclement  weather,  the  show  will  be  held 
in  the  Grand  Ballroom  of  the  Granada  Hotel. 

Dr.  A.  Fletcher  Clark,  Jr.,  3-F  Medical  Professional 
Building,  San  Antonio,  and  Dr.  Arthur  C.  Ress- 
mann,  714  Medical  Arts  Building,  San  Antonio,  are 
in  charge. 

Luncheons 

The  Association  will  sponsor  three  luncheons  during 
the  annual  session.  The  General  Meeting  Luncheon 
will  be  held  on  Friday,  the  Annual  Luncheon  on 
Saturday,  and  the  Association  Luncheon  on  Sunday. 
All  luncheons  will  be  held  at  12:30  p.m.  in  the 
Grand  Ballroom  of  the  Granada  Hotel.  Members 
of  the  Association  and  Auxiliary  and  guests  are  in- 
vited. Tickets  will  be  required  for  admittance,  and 
they  will  be  on  sale  at  $3.25  each  in  the  registra- 
tion area. 

Past  Presidents  Association  and  Fifty  Year  Club 

Members  of  the  Past  Presidents  Association  and  of 
the  Fifty  Year  Club  will  be  honored  Sunday  at  the 
Association  Luncheon.  Tables  have  been  reserved 
for  members.  The  luncheon  will  be  held  at  12:30 
p.m.  in  the  Grand  Ballroom  of  the  Granada  Hotel. 
Tickets  at  $3.25  each  will  be  on  sale  in  the  regis- 
tration area. 

Alumni  Events 

Alumni  receptions  and  banquets,  scheduled  for  Sat- 
urday, are  being  arranged  under  the  general  direc- 
tion of  Dr.  B.  Mac  Works,  Jr.,  of  San  Antonio. 
Tickets  will  be  on  sale  in  the  registration  area. 
Events  planned,  together  with  location,  time,  and 
person  in  charge,  are  as  follows: 

Tulane  University  School  of  Medicine,  New  Orleans, 
Reception  and  Banquet,  Walnut  Room,  Granada 
Hotel,  7:45  p.m.  Dr.  A.  Fletcher  Clark,  Jr.,  San 
Antonio,  in  charge. 

University  of  Texas  Medical  Branch,  Galveston, 
Cocktail  Party,  Peraux  Room,  St.  Anthony  Hotel,  6-8 
p.m.  Miss  Mildred  M.  Robertson,  University  of 
Texas  Medical  Branch  Alumni  Association,  Galves- 
ton, and  Dr.  Max  Morales,  Jr.,  San  Antonio,  in 
charge. 

Class  Reunions 

University  of  Texas  Medical  Branch  class  reunions 
are  being  arranged  under  the  general  direction  of 
Miss  Mildred  M.  Robertson,  University  of  Texas 
Medical  Branch  Alumni  Association,  Galveston. 
Tickets  will  be  on  sale  in  the  registration  area. 
Events  planned,  together  with  location,  time,  and 
person  in  charge,  are  as  follows: 

Class  of  1925,  Minuet  Room,  Monger  Hotel, 
6:30  p.m.  Dr.  Max  R.  Woodward,  Sherman,  in 
charge. 

Class  of  1935,  place  and  time  pending.  Dr.  Wal- 
ter S.  Smith,  Marlin,  in  charge. 
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Class  of  1945,  Cascade  Terrace,  St.  Anthony 
Hotel,  7 p.m.  Dr.  Howard  E.  LeBus,  Temple, 
and  Dr.  Harold  D.  Buttery,  San  Antonio,  in 
charge. 

Fraternity  Parties 


Thursday  2 p.m. 

Friday  7:30  p.m. 

Sunday  8 a.m. 

A breakfast  for  the  House  of  Delegates  will  be  held 
at  7:30  a.m.  Friday  in  the  Anacacho  Room  of  the 
St.  Anthony  Hotel. 


Fraternity  parties  are  planned  from  6:30  to  7:30 
p.m.,  Saturday.  Tickets  will  be  on  sale  in  the  regis- 
tration area.  Dr.  B.  Mac  Works,  Jr.,  San  Antonio, 
is  general  chairman  for  these  events.  Individual 
cocktail  parties,  location,  and  the  San  Antonio  phy- 
sician making  arrangements  follow: 

Phi  Beta  Pi,  Parlor  C,  Granada  Hotel,  Dr. 
Reagan  Hicks  (Suite  2-G  Medical  Professional 
Building) . 

Phi  Rho  Sigma,  Navarro  Room,  St.  Anthony 
Hotel,  Dr.  Hugh  F.  Elmendorf,  Jr.  (215  Cam- 
den). 


Women  Physicians 

Texas  Women  Physicians  Association  will  meet  8 
a.m.,  Sunday,  in  the  Hunt  Room,  St.  Anthony  Hotel, 
for  breakfast.  Tickets  will  be  on  sale  in  the  regis- 
tration area  and  at  the  door  of  the  Hunt  Room. 
Dr.  Pearl  L.  Zink,  San  Antonio,  is  in  charge  of  ar- 
rangements. 


Sports 

A golf  tournament  will  be  held  Thursday  at  the 
Pecan  Valley  Golf  Club.  Directions  to  the  Club 
may  be  obtained  at  the  Sports  Events  desk  located 
in  the  lobby  of  the  Granada  Hotel.  The  course  has 
been  reserved  for  all  day  Thursday.  Net  scores  will 
be  calculated  by  the  Calloway  system.  Current 
handicaps  will  not  be  necessary.  Trophies  will  be 
presented  for  low  gross  and  low  net  scores.  Colored 
pictures  will  be  available  of  each  foursome. 

Dr.  David  T.  McMahon,  Jr.,  628  Medical  Arts  Build- 
ing, San  Antonio,  is  chairman  in  charge  of  sports 
events  and  is  handling  arrangements  for  the  golf 
tournament. 

A tennis  tournament  will  be  held  Thursday  at  the 
San  Pedro  Tennis  Club  House,  San  Pedro  Park, 
1503  San  Pedro  Avenue  (across  street  from  San 
Antonio  College).  Eight  courts  have  been  reserved 
for  the  tournament  to  begin  9 a.m.  Thursday.  En- 
trants must  pre-register  to  qualify.  Requests  for 
registration  should  be  directed  to  Dr.  Bernard  T. 
Fein,  tennis  chairman,  216  Medical  Professional 
Building,  San  Antonio,  and  should  indicate  wish 
for  single  or  double  play.  Prizes  and  trophies  for 
the  singles  champion  and  runner-up  and  for  the 
doubles  champions  will  be  given.  Physicians  should 
bring  own  equipment. 


BUSINESS  ACTIVITIES 


House  of  Delegates 

The  three  sessions  of  the  House  of  Delegates  will 
be  held  as  follows  in  the  Anacacho  Room  of  the  St. 
Anthony  Hotel : 


The  agenda,  with  reports  and  resolutions  available 
at  press  time  and  a list  of  officers  and  committees, 
are  included  in  a Handbook  for  Delegates  and  may 
be  obtained  by  others  upon  request.  All  members 
of  the  Association  may  attend  meetings  of  the  House 
but  may  not  participate  in  discussion  or  voting  un- 
less they  are  designated  as  delegates.  However,  all 
members  of  the  Association  have  the  privilege  of 
appearing  before  reference  committees  of  the  House 
of  Delegates  in  support  of  or  in  opposition  to  any 
proposal. 


Reference  Committees 

Reference  committees  will  hold  their  first  meetings 
to  consider  business  assigned  to  them  by  the  Speak- 
er of  the  House  of  Delegates  at  7:30  p.m.  Thurs- 
day. Additional  meetings  will  be  at  such  other 
times  as  the  chairmen  of  the  committees  find  neces- 
sary. Meeting  places  other  than  for  the  first  meet- 
ings will  be  assigned  at  the  Message  Center  in  the 
Villita  Assembly  Hall.  Committee  chairmen  are 
urged  to  inform  the  Message  Center  staff  when 
they  have  called  meetings  so  that  inquiries  may  be 
answered.  Meetings  of  reference  committees  Thurs- 
day at  7:30  p.m.  will  be  held  in  the  St.  Anthony 
Hotel  as  follows: 

Board  of  Councilors,  Mezzanine  A 
Board  of  Trustees,  Room  682 
Constitution  and  Bylaws,  La  Fayette  Room 
Legislation,  Peraux  Room 

Medical  Service  and  Insurance,  Navarro  Room 
Miscellaneous  Business,  Hunt  Room 
Public  Relations,  Cascade  Terrace 
Reports  of  Officers  and  Committees,  Monter- 
rey Room 

Scientific  Work,  Highland  Room 


Board,  Council,  and  Committee  Meetings 

A number  of  Texas  Medical  Association  board,  coun- 
cil, and  committee  meetings  are  being  scheduled 
during  the  annual  session.  Those  scheduled  at  press 
time  follow: 


Wednesday 


4:00  p.m.  Committee  for  American  Medical  As- 
sociation— Education  and  Research 
Foundation  (meeting  and  dinner) 
Cascade  Terrace,  St.  Anthony  Hotel. 

6:30p.m.  Board  of  Trustees  (dinner).  Room 
682,  St.  Anthony  Hotel. 

6:30  p.m.  (Council  on  Constitution  and  Bylaws 
(dinner),  Monterrey  Room,  St.  An- 
thony Hotel. 

7 :00  p.m.  Committee  on  Disaster  Medical  Care 
(dinner).  Parlor  C,  Granada  Hotel. 


7 :30  p.m.  Committee  on  Nuclear  Medicine  (din 
ner).  Parlor  D,  Granada  Hotel. 
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7:30  p.m.  Committee  on  Health  Insurance  (din- 
ner), Navarro  Room,  St.  Anthony 
Hotel. 

7:30p.m.  Committee  on  Nursing  (dinner),  Par- 
lor B,  Granada  Hotel. 

8:00  p.m.  Council  on  Medical  Jurisprudence, 
Hunt  Room,  St.  Anthony  Hotel. 


Thursday 

7:00  a.m.  Council  on  Medical  Jurisprudence 
(breakfast) , Cascade  Terrace,  St.  An- 
thony Hotel. 

7:00  a.m.  Council  on  Medical  Service  and  Insur- 
ance (breakfast).  Hunt  Room,  St.  An- 
thony Hotel. 

7:00  a.m.  Council  on  Public  Relations  and  Pub- 
lic Service  (breakfast).  Parlor  B, 
Granada  Hotel. 


7:00  a.m.  Council  on  Scientific  Advancement 
(breakfast) , La  Fayette  Room,  St. 
Anthony  Hotel. 

7:30a.m.  Committee  on  Aging  (breakfast), 
Monterrey  Room,  St.  Anthony  Hotel. 

7:30  a.m.  Committee  on  Military  and  Veterans 
Affairs  (breakfast),  Highland  Room, 
St.  Anthony  Hotel. 

7:30  a.m.  Council  on  Medical  Education  and 
Hospitals  (breakfast) , Navarro  Room, 
St.  Anthony  Hotel. 


9:00  a.m.  Committee  on  Medical  Careers,  Cava- 
lier Room,  Monger  Hotel. 

10:30  a.m.  Committee  on  Association  Insurance 
Programs,  Lee  Room,  Monger  Hotel. 

11:00  a.m.  Committee  on  Athletics,  Ming  Room, 
Menger  Hotel. 


12:00  Noon  Council  on  Annual  Session  (luncheon). 
Parlor  B,  Granada  Hotel. 

12:00  Noon  Delegates  to  American  Medical  Asso- 
ciation (luncheon),  Navarro  Room,  St. 
Anthony  Hotel. 


Friday 

10  :00  a.m.  Committee  on  Cancer,  Hunt  Room,  St. 
Anthony  Hotel. 

2:00  p.m.  Committee  on  Public  Health,  Monter- 
rey Room,  St.  Anthony  Hotel. 

2:30  p.m.  Committee  on  Rural  Health,  La  Fay- 
ette Room,  St.  Anthony  Hotel. 


Saturday 

7:30  a.m.  Committee  on  Professional  Insurance 
(breakfast) , Hunt  Room,  St.  Anthony 
Hotel. 

8:00  a.m.  Committee  on  Maternal  Mortality 
(breakfast) , La  Fayette  Room,  St. 
Anthony  Hotel. 


8:00a.m.  Committee  on  Nutrition  (breakfast). 
Highland  Room,  St.  Anthony  Hotel. 

10:00  a.m.  Committee  on  School  Health,  Monter- 
rey Room,  St.  Anthony  Hotel. 

2:00  p.m.  Committee  on  Tuberculosis,  La  Fay- 
ette Room,  St.  Anthony  Hotel. 

6:30  p.m.  Committee  on  Medical  History  (din- 
ner), Renaissance  Room,  Menger 
Hotel. 


6:30p.m.  Committee  on  Scientific  Exhibits 
(dinner).  Hunt  Room,  St.  Anthony 
Hotel. 


TexPac  Breakfast 

The  Texans  for  Political  Action  Committee  will 
meet  for  a breakfast  session  Saturday  at  7 a.m.  in 
the  Anacacho  Room  of  the  St.  Anthony  Hotel. 


Nuclear  Medicine  Topics 

The  Committee  on  Nuclear  Medicine  calls  attention 
to  topics  presented  by  out-of-state  speakers.  Dr. 
William  H.  Beierwaltes  of  Ann  Arbor,  Mich.,  and 
Dr.  Merrill  A.  Bender  of  Buffalo,  committee  guests. 

County  Medical  Society  Mental  Health  Chairmen 

The  County  Medical  Society  Mental  Health  Chair- 
men will  meet  Saturday,  3 p.m..  Parlor  E,  Granada 
Hotel. 


Blue  Cross-Blue  Shield  Breakfast 

Blue  Cross-Blue  Shield  of  Texas  will  have  a break- 
fast for  members  of  the  House  of  Delegates  on  Fri- 
day at  7:30  a.m.  in  the  Anacacho  Room  of  the  St. 
Anthony  Hotel.  Mr.  W.  R.  McBee,  executive  direc- 
tor, Blue  Cross-Blue  Shield  of  Texas,  Dallas,  is  in 
charge  of  arrangements. 


ANNUAL  SESSION  COMMITTEES 


Members  of  the  Council  on  Annual  Session,  which 
have  coordinated  plans  for  the  annual  session,  are 
Drs.  Hei-man  C.  Sehested,  Fort  Worth,  Chairman; 
Dennis  M.  Voulgaris,  Wharton;  John  P.  McGovern, 
Houston;  John  C.  Meadows,  Jr.,  San  Antonio;  Madi- 
son J.  Lee,  Jr.,  Tyler;  John  W.  Chriss,  Corpus 
Christ! ; Alice  Smith,  Dallas;  Max  E.  Johnson, 
President  (ex  officio) ; and  Mr.  C.  Lincoln  Willis- 
ton,  Austin,  Executive  Secretary  (ex  officio).  Mrs. 
Dale  Willimack,  Austin,  serves  as  Coordinator  of 
Annual  Session. 

The  Committee  on  General  Arrangements  for  the 
1965  annual  session,  all  members  from  the  Bexar 
County  Medical  Society,  includes  Dr.  A.  Fletcher 
Clark,  Jr.,  as  general  chairman  and  the  following 
as  subcommittee  chairmen: 

Dr.  B.  Mac  Works  (alumni  and  fraternities) 

Dr.  Arthur  C.  Ressmann  (entertainment) 

Dr.  J.  Rogers  Dupre  (first  aid) 

Dr.  Norman  H.  Jacob  (housing  and  transporta- 
tion) 
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Dr.  Edward  C.  Held  (information) 

Dr.  John  H.  Bohmfalk  (memorial  service) 

Dr.  Phillip  W.  Voltz,  Jr.  (public  lectures) 

Dr.  Thomas  Romo,  Jr.  (publicity) 

Dr.  Thomas  G.  Glass,  Jr.  (scientific  exhibits) 

Dr.  David  T.  McMahon,  Jr.  (sports) 

Dr.  Ernest  A.  Maxwell  (technical  exhibits) 

Mr.  S.  E.  Cockrell,  Jr.,  is  Executive  Secretary  of 
the  Bexar  County  Medical  Society.  Texas  Medical 
Association  staff  members  assisting  with  phases  of 
the  annual  session  include:  Mr.  Donald  M.  Ander- 
son, Assistant  Executive  Secretary,  hotels  and 
equipment;  Mr.  Jon  Homaday,  publicity  and  public 
relations;  Mr.  Dale  Werner,  scientific  and  technical 
exhibits;  and  Miss  Pauline  Duffield,  memorial  serv- 
ice and  film  program. 

Mrs.  Phillip  L.  Day  of  San  Antonio  is  convention 
chairman  for  the  Woman’s  Auxiliary. 


Eadioisotopes  in  Diagnosis  of  Abdominal  Disease,  Section  on  In- 
ternal Medicine,  Friday,  4-4:30  p.m. 

Organ  Scanning,  Section  on  Radiology,  Friday,  3:10-3:35  p.m. 

Newer  Diagnostic  Tests  in  Nuclear  Medicine,  Curbstone  Consul- 
tation, Friday,  5-6:30  p.m. 

Sponsor:  Peter  Zancai,  San  Antonio. 

Cosponsor:  Carlos  Bazan,  Jr.,  Laredo. 

Guest  of  Committee  on  Nuclear  Medicine,  Texas  Medical  Associa- 
tion. 


Dr.  Merrill  A.  Bender 

Chief,  Department  of  Nuclear 
Medicine,  Roswell  Park  Memorial 
Institute,  Buffalo. 


ALSO  WATCH  FOR— 


TMA  Daily  Bulletin  to  be  distributed  at  the  session. 

Memorial  Service  Program,  with  names  of  those 
paid  tribute,  to  be  distributed  at  the  service. 

Handbook  for  Delegates,  containing  agenda  of  House 
of  Delegates,  annual  reports  of  committees,  and 
officer  and  committee  lists,  available  for  distribu- 
tion at  registration. 

Woman’s  Auxiliary  Program,  containing  conven- 
tion details,  to  be  distributed  at  Auxiliary  regis- 
tration. 


Speakers 


Dr.  Marvin  A.  Block 

Assistant  Clinical  Professor  of 
Medicine,  University  of  Buffalo 
School  of  Medicine,  Buffalo. 


Approaching  the  Problem  of  Alcoholism.  Symposium  on  Alcohol- 
ism, Thursday,  8 p.m. 

Medical  Treatment  of  Alcoholism,  Refresher  Course,  Friday,  8:30- 
9:45  a.m. 

Sponsor:  Felix  S.  Bambace,  San  Antonio. 

Cosponsor:  Moise  D.  Levy,  Jr.,  San  Antonio. 

Guest  of  Texas  Commission  on  Alcoholism  and  the  University  of 
Texas. 


GUEST  SPEAKERS 


Dr.  William  H. 
Beierwaltes 

Professor  of  Medicine  and  Di- 
rector of  Nuclear  Medicine,  Uni- 
versity of  Michigan  Medical  Cen- 
ter, Ann  Arbor. 


Leukocyte  Chromosomal  Abnormalities  13  Years  After  1-131  Treat- 
ment of  Hyperthyroidism,  Section  on  Pathology,  Friday, 
2 :50-3  :10  p.m. 

Newer  Diagnostic  Tests  in  Nuclear  Medicine,  Curbstone  Consul- 
tation, Friday,  5-6:30  p.m. 

Radioisotope  Blood  Volume  and  Total  Exchangeable  Sodium  De- 
terminations, Refresher  Course,  Saturday,  8:30-9:45  a.m. 

Practical  Radioisotope  Diagnostic  Procedures  in  Pediatrics,  Sec- 
tion on  Pediatrics,  Saturday,  3-3:30  p.m. 

Sponsor:  Phillip  W.  Voltz,  Jr.,  San  Antonio. 

Cosponsor:  Francis  E.  O’Neill,  San  Antonio. 

Guest  of  Committee  on  Nuclear  Medicine,  Texas  Medical  Associa- 
tion. 


Dr.  Frederick  C.  Blodi 

Associate  Professor  of  Ophthal- 
mology, State  University  of  Io- 
wa, University  Hospital,  Iowa 
City. 


Degenerative  and  Systemic  Diseases  of  the  Cornea,  Texas 
Ophthalmological  Association,  Friday,  10:30  a.m. -12  Noon. 

Complications  After  Cataract  Extractions  (primarily  for  ophthal- 
mologists), Refresher  Course,  Saturday,  8:30-9:45  a.m. 

Unilateral  Exophthalmos,  Section  on  Ophthalmology,  Saturday, 
4-6  p.m. 

Diagnosis  and  Relief  of  Headache.  Curbstone  Consultation,  Fri- 
day, 5-6:30  p.m. 

Sponsor:  John  Y.  Harper,  San  Antonio. 

Cosponsor:  John  R.  Lynn,  Dallas. 

Guest  of  Section  on  Ophthalmology,  Texas  Medical  Association. 
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Dr.  John  E.  Bordley 

Otolaryngologist  - in  - Charge, 
Johns  Hopkins  Hospital,  Balti- 
more. 


Treatment  of  Frontal  Sinusitis,  Texas  Otolaryngological  Associa- 
tion, Friday,  10-10:45  a.m. 

Choice  of  Surgical  Procedures  in  Laryngeal  Malignancy,  Texas 
Otolaryngological  Association,  Friday,  11 :15  a.m.-12  Noon. 

Management  of  the  Child  with  Recurrent  Otitis  Media,  Section  on 
Otolaryngology,  Friday,  4:15-5  p.m. 

Modern  Indications  for  Tonsillar  Surgery,  Texas  Otolaryngologi- 
cal Association,  Saturday,  11:15  a.m.-12  Noon. 

Deafness  in  Children,  Section  on  Pediatrics,  Saturday,  2:30-3  p.m. 

Sponsor:  Franklin  L.  Spann,  Fort  Sam  Houston. 

Cosponsor:  Bobby  R.  Alford,  Houston. 

Guest  of  Section  on  Otolaryngology,  Texas  Medical  Association. 


Dr.  Frank  P.  Brooks 

Associate  Professor  of  Medicine 
and  Physiology,  University  of 
Pennsylvania  School  of  Medi- 
cine, Philadelphia. 


Relationships  Between  Steatorrhea  and  an  Insufficiency  of  Pan- 
creatic Secretion  in  Duodenum  in  Patients  with  Chronic  Pan- 
creatitis, Symposium  on  Nutrition,  Friday,  9 :20-9  :40  a.m. 
Central  Nervous  System  Control  of  Gastric  Secretion,  Section  on 
Digestive  Diseases,  Friday,  3:05-3:35  p.m. 

Sponsor : O.  Roger  HoUan,  San  Antonio. 

Cosponsor : Marcel  Patterson,  Galveston. 

Guest  of  Section  on  Digestive  Diseases,  Texas  Medical  Association. 


Dr.  Rafael  A.  Camerini- 
Daralos 

Associate  Professor,  Department 
of  Medicine,  New  York  Medical 
College,  Flower  and  Fifth  Ave- 
nue Hospitals,  New  York. 


Chemical  Diabetes — Diagnosis  and  Treatment,  General  Meeting, 
Saturday,  11:30-11:55  a.m. 

Prediabetes,  Texas  Diabetes  Association,  Sunday,  9 :30-10  a.m. 

Insulin  Assay  Techniques  and  Their  Relative  Merit,  Texas  Dia- 
betes Association,  Sunday,  10:55-11  :25  a.m. 

Pregmancy  and  Diabetes  (Panel),  Joint  Session,  Texas  Diabetes 
Association  and  Section  on  Obstetrics  and  Gynecology,  Sun- 
day, 12  Noon. 

Sponsor:  Robert  W.  Griffin,  San  Antonio. 

Cosponsor : Sydney  Schiffer,  San  Antonio. 

Guest  of  Texas  Diabetes  Association  and  Texas  Medical  Associa- 
tion. 


Dr.  Horace  E.  Campbell 

Chairman,  Automotive  Safety 
Committee,  Colorado  Medical  So- 
ciety, Denver. 


Alcoholic  Drivers,  Symposium  on  Traffic  Safety,  Saturday,  10 
a,m. 

Safe  Seats  in  Airplanes,  Texas  Air-Medics  Association,  Saturday, 
3-4  p.m. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 


Dr.  David  S.  Carroll 

Clinical  Professor  of  Radiology, 
Department  of  Radiology,  Uni- 
versity of  Tennessee  College  of 
Medicine,  Memphis ; President, 
American  College  of  Radiology. 


Osseous  Manifestations  of  Systemic  Disease,  Refresher  Course, 
Friday,  8:30-9:45  a.m. 

Recent  Activities  of  the  American  College  of  Radiology,  Section 
on  Radiology,  Friday,  4:15-5  p.m. 

Roentgen  Findings  in  the  Acute  Surgical  Abdomen,  General 
Meeting,  Saturday,  11-11 :25  a.m. 

Sponsor:  Ruskin  C.  Norman,  San  Antonio. 

Cosponsor:  George  F.  Crawford,  Beaumont. 

Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Dr.  Israel  Davidsohn 

Professor  of  Pathology  and 
Chairman  of  Department,  Chi- 
cago Medical  School,  Chicago. 


Recent  Advances  in  the  Laboratory  Diagnosis  of  Infectious 
Mononucleosis,  Section  on  Pathology,  Friday,  2 :30-2  :50  p.m. 
Autoimmune  Hematologic  Syndromes,  Section  on  Pathology,  Fri- 
day, 3 :40-4  p.m. 

Immunological  Aspects  of  Cancer  and  Its  Clinical  Significance, 
General  Meeting,  Saturday,  10 :30-10  :55  a.m. 

Sponsor:  D.  L.  Galindo,  San  Antonio. 

Cosponsor:  Frank  C.  Chapman,  Beaumont. 

Guest  of  Section  on  Pathology,  Texas  Medical  Association. 


Mr.  James  P.  Economos 

Director,  Traffic  Court  Program, 
American  Bar  Association,  Chi- 
cago. 


Legal  Aspects  of  Traffic  Problems,  Symposium  on  Traffic  Safety, 
Saturday,  10  a.m. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 
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Dr.  Harold  A.  Fenner 

Practice  in  Orthopedic  Surgery  : 
Past  President,  American  Asso- 
ciation for  Automotive  Medicine, 
Hobbs,  N.  M. 


Low  Velocity  Impact,  Symposium  on  Traffic  Safety,  Saturday, 
10  a.m. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 


Dr.  Harriet  E.  Gillette 

Department  of  Physical  Medi- 
cine and  Rehabilitation,  Cleve- 
land Clinic,  Cleveland. 


Posture  and  Pain,  Joint  Meeting,  Texas  Industrial  Medical  Asso- 
ciation, Texas  Physical  Medicine  and  Rehabilitation  Society, 
and  Texas  Traumatic  Surgical  Society,  Thursday,  2-3  p.m. 

Recovery  of  Motion  Following  Brain  Injury,  Refresher  Course, 
Friday,  8:30-9:45  a.m. 

Practical  Approach  to  Early  Care  of  the  Stroke  Patient,  Section 
on  Internal  Medicine,  Friday,  4 :30-5  p.m. 

Office  Management  of  Musculoskeletal  Pain.  Texas  Society  on 
Aging,  Clinical  Medicine  Section,  Sunday,  10:30-11  a.m. 

Sponsor : Lewis  M.  Heifer,  San  Antonio. 

Cosponsor:  Oscar  Selke,  Houston. 

Guest  of  United  Cerebral  Palsy  of  Texas,  Inc. 


Dr.  John  D.  French 

Director,  Brain  Research  Insti- 
tute, Center  for  HeaJth  Sciences, 
University  of  California,  Los 
Angeles. 


Brain  Mechanisms  Underlying  Psychosomatic  Disease,  Texas 
Neuropsychiatric  Association,  Sunday,  10:10-10:40  a.m. 

Electrical  Excitability  of  the  Human  Brain,  Section  on  Neurology 
and  Neurological  Surgery  and  Allied  Fields  of  Texas  Neuro- 
psychiatric Association,  Sunday,  3-3 :30  p.m. 

Sponsor:  Paul  McNeill,  San  Antonio. 

Cosponsor:  John  L.  Otto,  Galveston. 

Guest  of  Texas  Neuropsychiatric  Association  and  Texas  Medical 
Association. 


Mr.  Roy  C.  Haeusler 
Automotive  Safety  Engineer, 
Chrysler  Corporation,  Detroit. 


Car  Design  and  Prevention  of  Injuries  in  Accidents,  Symposium 
on  Traffic  Safety,  Saturday,  10  a.m. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 


N 


Dr.  Giulio  Gabbiani 

Senior  Research  Assistant,  In- 
stitute of  Experimental  Medi- 
cine and  Surgery,  University  of 
Montreal.  Montreal,  Canada. 


Stress,  Calciphylaxis  and  Aging,  Section  on  General  Practice, 
Friday,  2:30-3:15  p.m. 

Studies  on  the  Shwartzman  Phenomenon,  Section  on  Pathology, 
Friday,  4:20-4:40  p.m. 

Calciphylaxis  and  Collagen  Diseases,  Section  on  General  Practice, 
Saturday,  2:30-3:15  p.m. 

Sponsor:  Merton  M.  Minter,  San  Antonio. 

Cosponsor:  Joseph  W.  Goldzieher,  San  Antonio. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Association. 


Dr.  Thomas  F.  Hornbein 

Assistant  Professor.  Departments 
of  Anesthesiology,  Physiology, 
and  Biophysics.  University  of 
Washington  School  of  Medicine, 
Seattle. 


High  on  Hypoxia  Hill  (Acclimatization  to  High  Altitude),  Re- 
fresher Course,  Saturday,  8:30-9  :45  a.m. 

Everest,  the  West  Side  Story,  Texas  Society  of  Anesthesiologists. 
Saturday,  6 :30  p.m. 

Doctor.  The  Blood  Is  Dark ! Texas  Society  of  Anesthesiologists, 
Sunday,  11-11:45  a.m. 

Sponsor:  Robert  B.  Krause,  San  Antonio. 

Cosponsor : Doris  C.  Grosskreutz.  San  Antonio. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medical 
Association. 
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Dr.  Samuel  B.  Johnson 

Head,  Division  of  Ophthalmolo- 
gy, University  of  Mississippi 
School  of  Medicine,  Jackson. 


Dr.  Harry  D.  Morris 

Clinical  Professor  of  Orthopedic 
Surgery,  Tulane  University 
School  of  Medicine,  New  Orleans. 


Diagnosis  of  Red  and  Injured  Eyes  (primarily  for  nonophthal- 
mologists), Refresher  Course,  Friday,  8:30-9:45  a.m. 
Roentgenologic  Diagnosis  in  Nasolacrimal  Disease,  Section  on 
Ophthalmology,  Friday,  3 :50-4  :50  p.m. 

Ophthalmologists  as  Viewed  by  the  Attorney,  Texas  Ophthalmo- 
logical  Association,  Saturday,  11  a.m.-12  Noon. 

Sponsor  : James  L.  Mims,  San  Antonio. 

Cosponsor:  Harold  E.  Hunt,  Paris. 

Guest  of  Texas  Ophthalmological  Association. 


Club  Feet  and  Congenitally  Dislocated  Hips:  Diagnosis,  Prog- 
nosis, and  Treatment,  Refresher  Course,  Friday,  8:30-9:45 
a.m. 

Treatment  of  Fracture  Dislocations  of  the  Talus  by  Blair  Tech- 
nique, Texas  Orthopaedic  Association,  Saturday,  10:40-11:10 
a.m. 

Sponsor:  John  J.  Hinchey,  San  Antonio. 

Cosponsor:  Robert  A.  Murray,  Temple. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical 
Association. 


Dr.  Robert  R.  Kierland 

Head  of  Section  of  Dermatology, 
Mayo  Clinic,  Rochester,  Minn. 


Cutaneous  Malignancies,  Refresher  Course,  Friday,  8:30-9:45  a.m. 
Relationships  of  Lupus  Erythematosus,  Dermatomyositis,  and 
Scleroderma,  Texas  Dermatological  Society,  Saturday,  9:30- 
10  :10  a.m. 

Sponsor:  J.  Lewis  Pipkin,  San  Antonio. 

Cosponsor:  Arthur  W.  Richardson,  San  Antonio. 

Guest  of  Texas  Dermatological  Society  and  Texas  Medical  Asso- 
ciation. 


Dr.  Max  M.  Novich 

Fellow  and  Member  of  the  Board 
of  Trustees,  American  College 
of  Sports  Medicine ; Attending 
Orthopedic  Surgeon,  United  Hos- 
pitals of  Newark  (N.  J.). 


Management  and  Treatment  of  Athletic  Injuries,  Texas  Society 
of  Athletic  Team  Physicians,  Thursday,  2-2 :30  p.m. 

The  Use  of  Physical  Therapy  in  the  Treatment  of  Athletic  In- 
juries, Thursday,  4 :10-4  :40  p.m. 

Exercises  and  Sports  for  the  Preschool  Child,  General  Meeting, 
Friday,  11  :30-11:55  a.m. 

Sponsor : Chester  C.  Shotts,  San  Antonio. 

Cosponsor:  Thomas  E.  Christian.  San  Antonio. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians  and  Texas 
Medical  Association. 


Dr.  Averill  A.  Liebow 

John  Slade  Ely  Professor  of 
Pathology,  Yale  University 
School  of  Medicine,  New  Haven, 
Conn. 


Mechanisms  in  Pulmonary  Revascularization,  Section  on  Pathol- 
ogy, Friday,  3:10-3:30  p.m. 

Hypersensitivity  Reactions  in  the  Lung,  Section  on  Pathology, 
Friday,  4-4  ;20  p.m. 

Interstitial  Pneumonias  (Hendricks  Memorial  Lecture),  Texas 
Chapter,  American  College  of  Chest  Physicians,  Sunday, 
11:20  a.m.-12:20  p.m. 

Recent  Discoveries  in  Pulmonary  Disease,  Texas  Chapter,  Amer- 
ican College  of  Chest  Physicians,  Sunday,  3:30-3:55  p.m. 

Sponsor:  Elbert  DeCoursey,  San  Antonio. 

Cosponsor:  Carl  J.  Lind,  Jr.,  Houston. 

Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians, 
and  Texas  Medical  Association. 


Dr.  William  J.  Oliver 

Associate  Professor,  Department 
of  Pediatrics ; Director,  Pediat- 
ric Laboratories ; University  of 
Michigan  Medical  Center,  Ann 
Arbor. 


Complications  of  Steroid  Therapy  in  Children,  Section  on  Pedi- 
atrics, Friday,  3-3  :30  p.m. 

Problem  of  the  Child  with  Frequent  Infections,  Section  on 
Pediatrics,  Friday,  4-4:30  p.m. 

Pyelonephritis  in  Children,  Section  on  Pediatrics,  Saturday,  4- 
4 :30  p.m. 

Sponsor:  Melvin  L.  Thornton,  San  Antonio. 

Cosponsor:  Jesse  D.  Ragan,  Jr.,  Houston. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 
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Dr.  Thomas  W.  Parkin 

Consultant  in  Cardiovascular 
Diseases,  Mayo  Clinic,  Roches- 
ter, Minn. 


Dr.  Raymond  R.  Rembolt 

Professor  of  Pediatrics,  Depart- 
ment of  Pediatrics ; Director, 
Hospital  School  of  Severely 
Handicapped  Children,  State 
University  of  Iowa  College  of 
Medicine,  Iowa  City. 


Electrocardiographic  Diagnosis  of  Some  Cardiac  Arrhythmias 
of  Practical  Importance,  Section  on  Internal  Medicine,  Fri- 
day, 3-3  ;30  p.m. 

Clinical  Diagnosis  of  the  More  Common  Mild  Congenital  Heart 
Defects  in  the  Adult,  General  Meeting,  Saturday,  10-10 :25 
a.m. 

Electrocardiographic  Diagnosis  of  Some  Disorders  Affecting 
Older  Adults,  Texas  Society  on  Aging,  Clinical  Medicine 
Section,  Sunday,  10-10:30  a.m. 

Sponsor:  William  J.  Block,  San  Antonio. 

Cosponsor:  Earl  F.  Beard,  Houston. 

Guest  of  Texas  Heart  Association  and  Texas  Medical  Associa- 
tion. 


Institutional  Care  for  the  Defective  Child — When  and  Why? 

General  Meeting,  Friday,  10-10 :25  a.m. 

The  Child  with  Cerebral  Palsy  Comes  of  Age,  Refresher  Course, 
Saturday,  8:30-9:45  a.m. 

Pseudomental  Retardation,  Texas  Neuropsychiatric  Association, 
Sunday,  11-11 :30  a.m. 

Sponsor : Ira  A.  Budwig,  El  Paso. 

Cosponsor:  Edward  M.  Krusen,  Dallas. 

Guest  of  United  Cerebral  Palsy  of  Texas,  Inc. 


Dr.  Joseph  H.  Pratt 

Professor  of  Clinical  Surgery, 
Graduate  School  of  Medicine, 
University  of  Minnesota  ; Head, 
Section  of  Surgery,  Mayo  Clinic, 
Rochester,  Minn. 


Conservation,  Surgical,  and  Bowel  Complications  in  Endometri- 
osis, Section  on  Surgery,  Friday,  4-4 :30  p,m. 

Squamous  Cell  Carcinoma  of  the  Cervix  in  Situ,  Refresher 
Course,  Saturday,  8:30-9:45  a,m. 

Abdominal  Exploration  at  the  Time  of  Pelvic  Surgery,  Section 
on  Obstetrics  and  Gynecology,  Saturday,  4:15-5  p.m. 
Sponsor:  James  W.  Nixon,  Jr.,  San  Antonio. 

Cosponsor:  Walter  F.  Hasskarl,  Jr.,  Brenham. 

Guest  of  Texas  Division,  American  Cancer  Society. 


Dr.  William  H.  ReMine 

Assistant  Professor  of  Surgery. 
Mayo  Foundation,  Rochester, 
Minn. 


Current  Trends  in  the  Management  of  Duodenal  Ulcer.  General 
Meeting,  Friday.  11-11:25  a.m. 

Surgical  Management  of  Functioning  Tumors  of  the  Pancreas, 
Section  on  Surgery,  Friday,  3-3 :30  p.m. 

Carcinoma  of  the  Stomach,  Refresher  Course,  Saturday,  8 :30-9  :45 
a.m. 

Sponsor:  James  E.  Pridgen,  San  Antonio. 

Cosponsor:  Madison  J.  Lee,  Jr.,  Tyler. 

Guest  of  Section  on  Surgery,  Texas  Medical  Association. 


Dr.  Hyrum  R.  Reichman 

Assistant  Clinical  Professor  of 
Surgery,  University  of  Utah  Col- 
lege of  Medicine,  Salt  Lake  City. 


Recognition  and  Treatment  of  Congenital  Anomalies  of  the 
Colon  and  Rectum,  Texas  Proctologic  Society,  Thursday, 
10-10:30  a.m. 

Diagnosis  and  Treatment  of  Surgical  Infections  of  the  Ano- 
Rectum,  General  Meeting,  Friday,  10:30-10:65  a.m. 

Choice  of  Operation  of  Cancer  of  the  Rectum,  Refresher  Course, 
Saturday,  8:30-9:45  a.m. 

Sponsor : Lewis  E.  Tucker,  San  Antonio. 

Cosponsor:  Robert  J.  Rowe,  Dallas. 

Guest  of  Texas  Proctologic  Society  and  Texas  Medical  Asso- 
ciation. 


Dr.  Milford  O.  Rouse 

Chairman,  American  Medical 
Association  Committee  on  Medi- 
cine and  Religion  ; Speaker, 
American  Medical  Association 
House  of  Delegates,  Dallas. 


Body  and  Soul,  Association  Luncheon  Address.  Sunday,  1 :S6-2 
p.m. 

Guest  of  Committee  on  Medicine  and  Religion,  Texas  Medical 
Association. 
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Dr.  David  C.  Sabiston,  Jr. 

Professor  and  Chairman,  De- 
partment of  Surgery,  Duke  Uni- 
versity Medical  Center,  Durham, 
N.  C. 


Surgery  of  the  Coronary  Circulation,  Section  on  Internal  Medi- 
cine, Friday,  2 :30-3  p.m. 

Diagnosis,  Pathology,  and  Treatment  of  Pulmonary  Embolism, 
Section  on  Surgery,  Friday,  3 :30-4  p.m. 

History  of  the  Surgical  Management  of  Congenital  Heart  Dis- 
ease and  Recent  Advances  in  This  Field,  Committee  on 
Medical  History,  Texas  Medical  Association,  Saturday,  6 ;30 
p.m. 

Pulmonary  Resection  in  Childhood,  Texas  Chapter,  American 
College  of  Chest  Physicians,  Sunday,  10  :15-10  ;45  a.m. 

Sponsor:  John  P.  Heaney,  San  Antonio, 

Cosponsor:  Daniel  C.  Campbell,  Jr.,  Lackland  Air  Force  Base. 

Guest  of  Texas  Division,  American  Cancer  Society. 


Dr.  Jackson  A,  Smith 

Professor  and  Chairman,  Depart- 
ment of  Psychiatry  and  Neurol- 
ogy, Stritch  School  of  Medicine, 
Loyola  University,  Chicago. 


Internist  as  Psychotherapist,  Section  on  Internal  Medicine,  Fri- 
day, 3 :30-4  p.m. 

Epidemic  of  Lost  Tranquility,  Texas  Neuropsychiatric  Associa- 
tion, Sunday,  9:30-10  a.m. 

Is  There  Need  for  a Different  Psychiatric  Approach  to  the  Al- 
coholic ? Section  on  Psychiatry  and  Psychoanalysis  of  Texas 
Neuropsychiatric  Association,  Sunday,  3-3 :30  p.m. 

Sponsor:  Wade  Lewis,  San  Antonio. 

Cosponsor:  E,  Winston  Cochran,  Beaumont. 

Guest  of  Texas  Neuropsychiatric  Association  and  Texas  Medi- 
cal Association. 


Dr.  John  J.  Shea 

Memphis  (Tenn.)  Otologic  Clinic. 


Advancements  in  Ear  Surgery:  Importance  to  Other  Physicians, 
Refresher  Course,  Friday,  8 :30-9  :45  a.m. 

Teflon  and  Stainless  Steel  Piston  Operation  for  Otosclerosis, 
Section  on  Otolaryngology,  Friday,  3:15-3:45  p.m. 

Conservative  Surgical  Management  of  Chronic  Otitis  Media, 
Texas  Otolaryngological  Association,  Saturday,  10-10:46  a.m. 

Medical  and  Surgical  Treatment  of  Vertigo,  Sudden  Hearing 
Loss,  and  Other  Inner  Ear  Conditions,  Section  on  Otolaryng- 
ology, Saturday,  3 :30-4 :30  p.m. 

Diagnosis  and  Relief  of  Headache,  Curbstone  Consultation,  Fri- 
day, 6-6:30  p.m. 

Sponsor:  Anthony  Wilson,  San  Antonio. 

Cosponsor:  Marvin  G.  Shepard,  Dallas. 

Guest  of  Texas  Otolaryngological  Association. 


Dr.  Wilson  T.  Sowder 
State  Health  Officer  of  Florida, 
Florida  State  Board  of  Health, 
Jacksonville. 


Some  Special  Health  Problems  of  Physicians  in  Public  Health, 
Texas  Association  of  Public  Health  Physicians,  Thursday, 
8 p.m. 

Coordination  and  Administration  in  the  Field  of  Public  Health, 
Conference  of  City  and  County  Health  Officers,  Friday, 
2 :30-3  p.m. 

Community  Health  Services  Today  and  in  the  Future,  Section 
on  Public  Health,  Saturday,  2:30-3  p.m. 

Sponsor:  William  R.  Ross,  San  Antonio. 

Cosponsor:  James  E.  Peavy,  Austin. 

Guest  of  Conference  of  City  and  County  Health  Officers  and 
Texas  Medical  Association. 


Dr.  V.  N.  Shirodkar 
Patel  Chambers,  French  Bridge, 
Bombay,  India. 


Shirodkar  Procedure  for  Treatment  of  Incompetent  Cervix,  Sec- 
tion on  Obstetrics  and  Gynecology,  Friday,  2 :30-3  il6  p.m. 

New  Ideas  in  the  Anatomy  and  Treatment  of  Prolapse,  Section 
on  Obstetrics  and  Gynecology,  Saturday,  2:30-3:15  p.m. 

Pregnancy  and  Diabetes  (Panel),  Joint  Session,  Texas  Diabetes 
Association  and  Section  on  Obstetrics  and  Gynecology,  Sun- 
day, 12  Noon. 

Sponsor:  James  W.  Carter,  San  Antonio. 

Cosponsor:  Emerson  K.  Blewett,  Austin. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical 
Association. 


Col.  John  P.  Stapp, 
USAF  MC 

Deputy  Chief  Scientist,  Aero- 
space Medical  Division,  Air  Force 
Systems  Command,  United  States 
Air  Force,  Brooks  Air  Force 
Base. 


Human  Tolerance  to  Crash  Impacts,  Symposium  on  Traffic 
Safety,  Saturday,  10  a.m. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 
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SPECIAL  SPEAKERS 


Dr.  L.  0.  Underdahl 

Consultant  in  Medicine,  Ma^o 
Clinic,  Rochester,  Minn. 


Role  of  Diet,  Oral  Agents,  and  Insulin  in  the  Management  of 
Diabetes,  Texas  Diabetes  Association,  Sunday,  10:25-10:55 
a.m. 

Pregnancy  and  Diabetes  (Panel).  Joint  Session,  Texas  Diabetes 
Association  and  Section  on  Obstetrics  and  Gynecology,  Sun- 
day, 12  Noon. 

Male  Hypogonadism,  Texas  Diabetes  Association,  Sunday,  2 :20- 
2:50  p.m. 

Sponsor:  Milton  S.  Jacobs,  San  Antonio. 

Cosponsor:  John  W.  Chriss,  Corpus  Christi. 

Guest  of  Texas  Diabetes  Association. 


Dr.  Donovan  F.  Ward 

President,  American  Medical 
Association,  Dubuque,  Iowa. 


Annual  Luncheon  Address,  Saturday,  1 :40-2  p.m. 
Sponsor:  J.  Layton  Cochran,  San  Antonio. 
Cosponsor:  Milford  O.  Rouse,  Dallas. 

Guest  of  American  Medical  Association. 


Dr.  George  M.  Wheatley 

Third  Vice-President  and  Medi- 
cal Director,  Metropolitan  Life 
Insurance  Company,  New  York. 


Report  of  Subcommittee  for  President’s  Committee  on  Highway 
Safety  (Medical  Aspects  of  Driver’s  Licensing,  Alcohol  and 
Drugs,  Emergency  Care  and  Transportation  of  Injured), 
Symposium  on  Traffic  Safety,  Saturday,  10  a.m. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 


Mrs.  Billie  Abbott,  Human  Factor  Engineer,  Bell 
Helicopter  Company,  Fort  Worth. 

Flight  Displays  for  Altitude  and  Position  In- 
foi-mation,  Texas  Air-Medics  Association,  Sat- 
urday, 10:45  a.m. 

Mr.  Joe  Frazier  Brown,  Attorney  at  Law;  Former 
Judge,  Domestic  Relations  Court,  San  Antonio. 
Curbstone  Consultations:  Privileged  Communi- 
cation, Friday,  5 p.m. 

John  Edward  Coe,  Instructor  in  Neurological  Sur- 
gery, University  of  Texas  Medical  Branch,  Gal- 
veston. 

Current  Status  of  Surgery  for  Involuntary 
Movement  Disorders,  Texas  Neuro psychiatric 
Association,  Section  on  Neurology,  Neurologi- 
cal Surgery,  and  Allied  Fields,  Sunday,  2 p.m. 
William  A.  Cook,  Assistant  Professor  of  Cardio- 
vascular Surgery,  University  of  Texas  Southwest- 
ern Medical  School,  Dallas. 

Surfactant  Studies,  Texas  Chapter,  American 
College  of  Chest  Physicians,  Sunday,  9 a.m. 

Mrs.  Edward  W.  Coyle,  San  Antonio. 

Invocation,  Memorial  Service,  Sunday,  10:15  a.m. 
Congressman  Martin  Dies,  Sr.,  Lufkin. 

Youth:  Target  of  Communism,  Texas  Chapter, 
American  Academy  of  Pediatrics,  Friday,  12 
Noon. 

Col.  James  H.  Dobyns,  Wilford  Hall  USAF  Hospital, 
Lackland  Air  Force  Base. 

Articular  and  Periarticular  Fractures  of  the 
Hand,  Texas  Orthopaedic  Association,  Satur- 
day, 10  a.m. 

Heinz  Eichenwald,  Professor  and  Chairman,  Depart- 
ment of  Pediatrics,  University  of  Texas  South- 
western Medical  School,  Dallas. 

Panel:  Problem  of  the  Child  with  Frequent  In- 
fections, Section  (i>n  Pediatrics,  Friday,  4:30  p.m. 

Curbstone  Consultation:  Moderator,  The  New 
Antibiotica — Uses  and  Dangers,  Friday,  5 p.m. 
Edward  C.  Ferguson,  III,  Associate  Professor  and 
Chairman,  Department  of  Ophthalmology,  Univer- 
sity of  Texas  Medical  Branch,  Galveston. 

Discussion,  Poorly  Appreciated  Facts  Concern- 
ing the  Retinal  Detachment  Disease,  Section  on 
Ophthalmology  and  Texas  Ophthalmological  As- ^ 
sociation,  Friday,  2:30  p.m. 

Mr.  Frank  I.  Gary,  Director,  El  Paso  Public  Schools, 
El  Paso. 

The  Premedical  Education  Program  at  the  Level 
of  the  Junior  and  Senior  High  School,  Confer- 
ence on  Premedical  and  Medical  Education,  Fri- 
day, 2:30  p.m. 

Harry  L.  Gibbons,  Regional  Flight  Surgeon,  Federal 
Aeronautics  Administration,  Fort  Worth. 

Airplane  Accidents  in  the  South,  Texas  Air- 
Medics  Association,  Saturday,  2 p.m. 

Moderator:  Round  Table  Discussion,  Texas  Air- 
Medics  Association,  Saturday,  4 p.m. 

Luis  Amezcua  Gonzales,  Chief,  Department  of  Avia- 
tion Medicine,  Mexico,  D.  F. 

Civil  Aeronautics  Administration  of  Mexico, 
Texas  Air-Medics  Association,  Saturday,  11:30 
a.m. 

S.  B.  Gostin,  Chief  of  Ophthalmology,  Veterans  Ad- 
ministration Hospital,  Dallas. 

An  Ophthalmologist’s  Approach  to  the  Treat- 


254 


Texas  State  Journal  of  Medicine 


ment  of  Basal  Cell  Carcinoma  of  the  Eyelids, 
Texas  Dermatological  Association,  Saturday, 
10:30  a.m. 

Maj.  Duane  E.  Graveline,  Director,  Technical  Evalu- 
ation and  Application,  Foreign  Technology,  Aero- 
space Medical  Division,  Brooks  Air  Force  Base. 
Experience  in  Manned  Space  Flight,  Joint  Ses- 
sion of  Sections  on  Digestive  Diseases,  Internal 
Medicine,  Pathology,  Radiology,  and  Surgery, 
Saturday,  4:30  p.m. 

Mr.  George  E.  Haddaway,  Publisher  and  Editor, 
FLIGHT  MAGAZINE,  Dallas. 

Where  Do  We  Go  from  Here?  Texas  Air-Medics 
Association,  Saturday,  10  a.m. 

Maj.  Janies  S.  Harvin,  USAF  (MC),  Chief,  Plastic 
Surgery  Service,  Wilford  Hall  USAF  Hospital, 
Lackland  Air  Force  Base. 

Further  Obsei-vations  in  the  Follow-up  of  Renal 
Transplantation,  Texas  Society  of  Plastic  Sur- 
geons, Thursday,  12:05  p.m. 

Arthur  Jennette,  Anesthesiologist,  Brooke  General 
Hospital,  Fort  Sam  Houston. 

Hyperbaric  Oxygen,  Texas  Society  of  Anes- 
thesiologists, Sunday,  8:30  a.m. 

Harold  A.  Jeskey,  Ph.D.,  Chairman,  Premedical  Ad- 
visory Committee,  Southern  Methodist  University, 
Dallas. 

Premedical  Program  of  the  Undergraduate  Col- 
lege, Conference  on  Premedical  and  Medical 
Education,  Friday,  2:30  p.m. 

Capt.  Kermit  B.  Knudsen,  Aerospace  Medical  Di- 
vision (AFSC),  Wilford  Hall  USAF  Hospital, 
Lackland  Air  Force  Base. 

A Review  of  the  Role  of  Peroral  Endoscopy  in 
the  Management  of  Upper  Gastrointestinal 
Hemorrhage  at  Wilford  Hall  USAF  Hospital, 
January  1959 -June  1964,  Section  on  Digestive 
Diseases,  Friday,  2:50  p.m. 

Curbstone  Consultations:  Cirrhosis  of  the  Liv- 
er, Friday,  5 p.m. 

Robert  W.  Lackey,  Ph.D.,  Assistant  Dean  for  Stu- 
dent Affairs,  Professor  and  Chairman,  Depart- 
ment of  Physiology,  University  of  Texas  South- 
western Medical  School,  Dallas. 

Premedical  Education,  Conference  on  Premedi- 
cal and  Medical  Education,  Friday,  2:30  p.m. 

Myron  D.  Lecklitner,  Chief,  Physical  Medicine  and 
Rehabilitation  Service,  Veterans  Administration 
Hospital,  Houston. 

Functional  Bracing  of  the  Lower  Extremity, 
Texas  Industrial  Medical  Association,  Texas 
Physical  Medicine  and  Rehabilitation  Society, 
and  Texas  Traumatic  Surgical  Society,  Thurs- 
day, 3:30  p.m. 

Jose  Louro,  Chairman,  Department  of  Pediatrics, 
Brooke  General  Hospital,  Fort  Sam  Houston. 
Curbstone  Consultations:  Pediatric  Gynecology, 
Friday,  5 p.m. 

Mr,  Cervando  Martinez,  Jr.,  Student,  University  of 
Texas  Southwestern  Medical  School,  Dallas. 

Guy  Witt  Memorial  Paper:  Folk  Illness  in  an 
Urban  Mexican- American  Population,  Texas 
Neuropsychiatric  Association,  Sunday,  9:10  a.m. 

John  A.  McCrary,  III,  Dallas. 

Pigmentary  Glaucoma  and  Essential  Iris  Atro- 
phy: Case  Reports  and  Discussion,  Section  on 
Ophthalmology  and  Texas  Ophthalmological 
Association,  Saturday,  3 p.m. 


Robert  G.  Mclver,  Anesthesiologist,  Physiology  Sec- 
tion, Aerospace  Medical  Center,  Brooks  Air  Force 
Base. 

Effects  of  N2O  Under  Hyperbaric  Conditions, 
Texas  Society  of  Anesthesiologists,  Sunday,  10 

a.m. 

Herbert  McKee,  Ph.D.,  Department  of  Chemistry, 
Southwest  Research  Institute,  San  Antonio. 

Symposium:  Industrial  Air  Pollution — Chemis- 
try— Engineering — Morbidity,  Texas  Industrial 
Medical  Association,  Texas  Physical  Medicine 
and  Rehabilitation  Society,  and  Texas  Trau- 
matic Surgical  Society,  Thursday,  8:30  a.m. 
Maj.  Perry  B.  Miller,  Internal  Medicine  Branch, 
Aerospace  Medical  Sciences  Division,  USAF  School 
of  Aerospace  Medicine,  Brooks  Air  Force  Base. 
Weightlessness,  Joint  Session  of  Sections  on 
Digestive  Diseases,  Internal  Medicine,  Pathol- 
ogy, Radiology,  and  Surgery,  Saturday,  2:55 
p.m. 

Stanley  R.  Mohler,  Director,  The  Aeromedical  Re- 
search Institute,  Oklahoma  City,  Okla. 

Recent  Causes  of  Small  Airplane  Accidents, 
Texas  Air-Medics  Association,  Sunday,  9 a.m. 
Leopoldo  F.  Montes,  Assistant  Professor  of  Derma- 
tology, Baylor  University  College  of  Medicine, 
Houston. 

Study  of  the  Host  Parasite  Relationship  in 
Erythrasma,  Texas  Dermatological  Association, 
Saturday,  11:20  a.m. 

John  Nelson,  Assistant  Professor  of  Pediatrics,  Uni- 
versity of  Texas  Southwestern  Medical  School, 
Dallas. 

Curbstone  Consultations:  The  New  Antibiotica 
— Uses  and  Dangers,  Friday,  5 p.m. 

David  Nicholson,  Assistant  Professor  of  Internal 
Medicine,  University  of  Texas  Southwestern  Med- 
ical School,  Dallas. 

Bagasse  Worker’s  Lung,  Texas  Chapter,  Amer- 
ican College  of  Chest  Physicians,  Sunday,  2 

p.m. 

Mr.  P.  Larry  Pascoe,  LL.B.,  Dallas. 

Radiologic-Legal  Aspects  of  the  Battered  Child 
Syndrome,  Section  on  Radiology,  Friday,  3:35 
p.m. 

Mrs.  William  J.  Powell,  Dallas. 

Memorial  Address  for  Deceased  Members  of 
Woman’s  Auxiliary,  Memorial  Service,  Sunday, 
10:15  a.m. 

Col.  D.  Reeves,  Experimental  Research,  USAF  School 
of  Aerospace  Medicine,  Brooks  Air  Force  Base. 
Chemistry — Control — Handling — Morbidity.  Ex- 
perimental Pathology  of  Exotic  Fuels  (Present 
Use  and  Forecasting  of  Fuels  of  the  Future), 
Texas  Industrial  Medical  Association,  Texas 
Physical  Medicine  and  Rehabilitation  Society, 
and  Texas  Traumatic  Surgical  Society,  Thurs- 
day, 10  a.m. 

Klaus  Retiene,  Houston. 

Pituitary-Adrenal  Function  in  the  Pre-Diabetic, 
Texas  Diabetes  Association,  Sunday,  3:50  p.m. 
Rev.  L.  A.  Richardson,  Minister,  Northwood  Pres- 
byterian Church,  San  Antonio. 

Panel:  Problems  of  Abortion,  Section  on  Ob- 
stetrics and  Gynecology,  Friday,  4 p.m. 

Mr.  Burt  L.  Risley,  Executive  Secretary  and  Direc- 
tor, State  Commission  for  the  Blind,  Austin. 
Program  of  State  Commission  for  the  Blind, 
Section  on  Ophthalmology  and  Texas  Ophthal- 
mological Association,  Friday,  10  a.m. 
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James  A.  Roman,  Chief,  Biological  Research  and 
Medical  Operations,  Flight  Research  Center, 
NASA,  Edwards  Air  Force  Base,  Calif. 

Medical  Monitoring  in  High  Performance  Air- 
craft, Joint  Session  of  Sections  on  Digestive 
Diseases,  Internal  Medicine,  Pathology,  Radiol- 
ogy, and  Surgery,  Saturday,  4:05  p.m. 

Dean  C.  Solcher,  National  Institutes  of  Health 
Training  Fellow  in  Gastroenterology,  University 
of  Texas  Medical  Branch,  Galveston. 

Lactose  Intolerance  in  an  Adult,  Section  on  Di- 
gestive Diseases,  Friday,  3:55  p.m. 

Orville  J.  Stone,  Assistant  Professor  of  Dermatol- 
ogy, University  of  Texas  Medical  Branch,  Gal- 
veston. 

Role  of  Candida  Albicans  in  Chronic  Disease 
Processes  with  Immunologic  Studies,  Texas  Der- 
matological Association,  Saturday,  10:55  a.m. 

Luther  Travis,  Assistant  Professor  of  Pediatrics, 
University  of  Texas  Medical  Branch,  Galveston. 
Metabolic  Alkalosis  in  Infancy,  Section  on  Pedi- 
atrics, Saturday,  3:30  p.m. 

Panel:  Pyelonephritis  in  Children,  Section  on 
Pediatrics,  Saturday,  4:30  p.m. 

William  L.  Watson,  Resident  in  Otolaryngology, 
Veterans  Administration  Hospital,  Dallas. 

Local  Infusion  Chemotherapy  and  a Report  on 
Arterial  Catheters,  Section  on  Otolaryngology 
and  Texas  Otolaryngological  Association,  Sat- 
urday, 10:45  a.m. 

Dennis  K.  Wentz,  Fellow,  Scott  and  White  Clinic, 
Temple. 

Methods  for  Studying  the  Esophagus,  Section 
on  Digestive  Diseases,  Friday,  2:30  p.m. 

Mrs.  Glasfira  Williams,  San  Antonio. 

The  Adopting  Parent  Syndrome,  Texas  Neuro- 
psychiatric  Association,  Section  on  Psychiatry 
and  Psychoanalysis,  Sunday,  2:30  p.m. 

Mr.  Fletcher  Woodward,  Registered  Orthoptic  Tech- 
nician, Department  of  Ophthalmology,  University 
of  Texas  Southwestern  Medical  School,  Dallas. 
(Part  II)  A New  Method  Attempting  to  Re- 
establish the  Innate  Binocular  Orientation 
(Paleo-Orthopsis)  and  Improvement  of  Ambly- 
opia, Section  on  Ophthalmology  and  Texas 
Ophthalmological  Association,  Saturday,  10:30 
a.m. 


Memorial  Service 


SUNDAY,  MAY  2,  10:15-10:45  o.m. 

Courtyard  of  the  Alamo 

John  H.  Bohmfalk,  M.D.,  San  Antonio,  Chairman. 
Mrs.  Ernest  A.  Maxwell,  San  Antonio,  Cochairman. 

1.  Organ  Prelude. 

Jack  B.  Lee,  M.D.,  San  Antonio. 

2.  Invocation. 

Mrs.  Edward  W.  Coyle,  San  Antonio. 

3.  Memorial  Address  for  Deceased  Members  of  Wom- 
an’s Auxiliary. 

Mrs.  William  J.  Powell,  Dallas. 


4.  Memorial  Address  for  Deceased  Physicians. 

R.  Mayo  Tenery,  M.D.,  Waxahachie. 

5.  The  Lord’s  Prayer — Malotte. 

George  B.  Livesay,  M.D.,  San  Antonio. 

6.  Benediction. 

John  H.  Bohmfalk,  M.D.,  San  Antonio. 

7.  Organ  Postlude. 

Dr.  Lee. 


General  Meetings 


FRIDAY,  APRIL  30,  10  a.m. 

Meeting  Room  2,  Villita  Assembly  Hall 
Max  E.  Johnson,  San  Antonio,  President,  Presiding. 

1.  (10:00)  Institutional  Care  for  the  Defective 
Child — When  and  Why? 

Raymond  R.  Rembolt,  Iowa  City,  Iowa. 

2.  (10:30)  Diagnosis  and  Treatment  of  Surgical 
Infections  of  the  Ano-Rectum. 

Hyrum  R.  Reichman,  Salt  Lake  City. 

3.  (11:00)  Current  Trends  in  the  Management  of 
Duodenal  Ulcer. 

William  H.  ReMine,  Rochester,  Minn. 

In  recent  years,  there  has  been  a pronounced  change  in  the 
management  of  duodenal  ulcer,  especially  in  surgical  treatment. 
Change  has  been  stimulated  by  dissatisfaction  with  previous 
treatment  and  by  better  understanding  of  gastric  physiology 
and  the  etiology  of  peptic  ulceration.  A ‘‘routine’*  operation 
should  not  be  employed ; instead,  a proper  appraisal  of  each 
patient  should  be  made  and  a procedure  selected  which  best 
suits  that  individual.  The  various  operations  and  the  mechan- 
ism of  their  selection  and  application  are  to  be  discussed. 

4.  (11:30)  Exercises  and  Sports  for  the  Preschool 
Child. 

Max  M.  Novich,  Newark,  N.  J. 


SATURDAY,  MAY  1,  10  a.m. 

Meeting  Room  2,  Villita  Assembly  Hall 
Travis  Smith,  Abilene,  Vice  President,  Presiding. 

1.  (10:00)  Clinical  Diagnosis  of  the  More  Common 
Mild  Congenital  Heart  Defects  in  the  Adult. 

Thomas  W.  Parkin,  Rochester,  Minn. 

Clinical  findings  of  68  patients  who  had  cardiac  catheterization 
will  be  presented.  Seven  had  persistent  ductus  arteriosus  (left- 
to-right  shunts  of  8 to  39  percent),  and  22  had  ventricular  sep- 
tal defects  ( left^to-right  shunts  of  8 to  39  percent).  In  addi- 
tion, 25  had  isolated  pulmonary  valve  stenosis  (systolic  gradient 
of  10  to  60  mm.  of  mercury)  and  11  had  atrial  septal  defects 
(left-to-right  shunts  of  17  to  40  percent). 

2.  (10:30)  Immunological  Aspects  of  Cancer  and 
Its  Clinical  Significance. 

Israel  Davidsohn,  Chicago. 

3.  (11:00)  Roentgen  Findings  in  the  Acute  Surgi- 
cal Abdomen. 

David  S.  Carroll,  Memphis. 
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Supine  and  upright  films  of  the  abdomen  and  an  erect  chest 
film  are  of  considerable  importance  in  the  emergency  work-up 
of  the  patient  with  a suspected  acute  surgical  lesion  in  the 
abdomen.  Failure  to  make  the  correct  diagnosis  is  often  the 
result  of  failure  to  carefully  study  all  aspects  of  such  films. 
Occasionally,  there  are  indications  for  other  emergency  radio- 
logic  studies,  such  as  a barium  enema,  or  an  intravenous  chol- 
angiogram. 

4.  (11:30)  Chemical  Diabetes — Diagnosis  and 
Treatment. 

Rafael  Camerini-Davalos,  New  York. 


GENERAL  MEETING  LUNCHEON 


FRIDAY.  APRIL  30,  12:30  p.m. 

Grand  Ballroom,  Granada  Hotel 
Travis  Smith,  Abilene,  Vice  President,  Presiding. 

1.  (12:30)  Invocation. 

Herman  C.  Sehested,  Fort  Worth. 
Luncheon. 

Recognition  of  Council  on  Annual  Ses- 
sion. 

2.  (1:10)  Presentation  of  American  Medical  Asso- 
ciation-Education and  Research  Foundation  Certifi- 
cates. 

Herbert  A.  Bailey,  Dallas,  Chairman, 
Committee  for  AMA-ERF. 

3.  (1:15)  Announcement  of  Scientific  Exhibits 
Awards. 

Jasper  H.  Arnold,  Houston,  Chairman, 
Committee  on  Scientific  Exhibits. 

4.  (1:20)  Panel:  Medical  School  Faculty — Practic- 
ing Physician  Relationship. 

Moderator:  Russell  L.  Deter,  El  Paso. 

Panelists:  L.  Bonham  Jones,  San  Antonio. 

Dean  A.  J.  Gill,  Dallas. 
Dean  F.  Carter  Pannill,  Jr.,  San  Antonio. 


ANNUAL  LUNCHEON 


SATURDAY,  MAY  1,  12:30  p.m. 

Grand  Ballroom,  Granada  Hotel 
Max  E.  Johnson,  San  Antonio,  President,  Presiding. 

1.  (12:30)  Invocation. 

Howard  O.  Smith,  Marlin. 

Luncheon. 

Recognition : 

1964-65  Officers. 

Presidents  of  Allied  Health  Professions. 
Civic  Guests. 

2.  (1:15)  Announcement  of  Anson  Jones  Awards. 

Max  E.  Johnson,  San  Antonio. 


3.  (1:20)  Installation  of  Dr.  David  Wade  as  Presi- 
dent of  the  Texas  Medical  Association  for  1965-66. 

4.  (1:35)  Introduction  of  Speaker. 

J.  Layton  Cochran,  San  Antonio. 

5.  (1:40)  Topic  pending. 

Donovan  F.  Ward,  Dubuque,  Iowa, 
President,  American  Medical  Association. 


ASSOCIATION  LUNCHEON 


SUNDAY,  MAY  2,  12:30  p.m. 

Grand  Ballroom,  Granada  Hotel 
David  Wade,  Austin,  President-Elect,  Presiding. 

1.  (12:30)  Invocation. 

Rabbi  David  Jacobson,  San  Antonio. 
Luncheon. 

Recognition: 

Members  of  Clergy. 

Past  Presidents  of  Texas  Medical 
Association. 

Fifty  Year  Club  Members. 

Presidents  of  Related  Organizations 
and  Specialty  Groups. 

2.  (1:30)  Introduction  of  Speaker. 

Edwin  Goodall,  Breckenridge,  Chairman, 
Texas  Medical  Association  Committee 
on  Medicine  and  Religion. 

3.  (1:35)  Body  and  Soul. 

Milford  0.  Rouse,  Dallas,  Chairman, 
American  Medical  Association  Committee 
on  Medicine  and  Religion. 


Refresher  Courses 


The  refresher  course  program  for  the  1965  annual 
session  includes  14  courses,  each  consisting  of  ap- 
proximately 45  minutes  of  lecture  plus  30  minutes 
of  questions  and  answers.  The  courses,  presented 
by  out-of-state  medical  leaders,  are  primarily  for 
the  benefit  of  physicians  in  general  practice,  but 
also  are  of  value  to  specialists. 

The  schedule  runs  from  8:30  to  9:45  a.m.,  Friday 
and  Saturday,  each  course  being  complete  in  a single 
day.  Courses  are  scheduled  in  the  Villita  Assembly 
Hall  and  in  the  Granada  Hotel.  No  tickets  will  be 
required  for  attendance  at  courses. 

Following  is  the  list  of  courses,  instructors,  and 
meeting  places: 
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FRIDAY,  APRIL  30,  8:30-9:45  a.m. 

1.  Medical  Treatment  of  Alcoholism. 

Marvin  A.  Block,  Buffalo. 
(Meeting  Room  3,  Villita  Assembly  Hall) 

This  seminar  is  intended  to  g-ive  the  general  physician  a step- 
by-step  procedure  in  caring  for  the  acutely  ill  alcoholic.  De- 
tails of  treatment  are  outlined,  and  the  various  drugs  used  in 
the  treatment  are  described.  The  complications  of  the  disease 
are  listed  with  the  necessary  measures  to  be  taken  for  meeting 
these  complications. 

2.  Osseous  Manifestations  of  Systemic  Disease. 

David  S.  Carroll,  Memphis. 
(Meeting  Room  A,  Villita  Assembly  Hall) 

A part  of  the  skeletal  system  is  included  on  all  x-ray  examina- 
tions, and  alterations  in  bone  structure  are  easily  recognized. 
Recognition  of  the  nature  of  the  altered  bone  structure  is  often 
the  key  to  an  early  correct  diagnosis  of  systemic  disease.  Ex- 
amples of  such  systemic  diseases  include  rickets,  syphilis,  sar- 
coidosis, lead  intoxication,  sickle  cell  disease,  and  hyperpara- 
thyroidism, 

3.  Recovery  of  Motion  Following  Brain  Injury. 

Harriet  E.  Gillette,  Cleveland. 
(Meeting  Room  D,  Villita  Assembly  Hall) 

Disorders  of  tone,  posture,  and  movement  result  from  damage 
to  pyramidal  and  extrapyramidal  motor  systems,  with  conse- 
quent distinctive  patterns  of  motor  behavior.  A predictable 
sequence  of  events  ensues  as  recovery  progresses,  the  total  pic- 
ture and  its  implications  for  treatment  differing  with  the  sys- 
tem involved.  Diagnostic  criteria,  changes  during  recovery,  and 
methods  of  treatment  based  upon  the  type  of  involvement  are 
to  be  presented. 

4.  Diagnosis  of  Red  and  Injured  Eyes  (Primarily 
for  Nonophthalmologists). 

Samuel  B.  Johnson,  Jackson,  Miss. 
(Walnut  Room,  Granada  Hotel) 

5.  Cutaneous  Malignancies. 

Robert  R.  Kierland,  Rochester,  Minn. 

(Meeting  Room  1,  Villita  Assembly  Hall) 

The  various  malignancies  that  involve  the  skin  will  be  consid- 
ered. The  major  emphasis  will  be  placed  on  true  epidermal 
tumors,  i.e.,  basal  and  squamous  cell  cancer,  their  pathogeneses 
and  treatment.  This  portion  will  include  discussion  of  pre- 
cancerous  lesions. 

Malignant  adnexal  tumors,  melanomas,  sarcomas,  the  cutaneous 
manifestations  of  the  lymphomas,  and  cutaneous  metastases 
from  visceral  and  breast  carcinoma  will  be  portrayed. 

Lantern  slide  examples  of  these  cutaneous  malignancies  will 
be  projected.  Emphasis  will  be  placed  on  the  clinical  appear- 
ance of  these  tumors  rather  than  microscopic  characteristics. 

6.  Club  Feet  and  Congenitally  Dislocated  Hips — 
Diagnosis — Prognosis. 

Harry  D.  Morris,  New  Orleans. 
(Meeting  Room  E,  Villita  Assembly  Hall) 

7.  Advancements  in  Ear  Surgery:  Importance  to 
Other  Physicians. 

John  J.  Shea,  Memphis. 
(Parlor  B,  Granada  Hotel) 

Great  progress  in  the  last  decade  has  been  made  in  the  surgical 
correction  of  otologic  problems,  causing  renewed  interest  in  the 
entire  specialty  of  otolaryngology.  More  than  90  percent  of  pa- 
tients with  otosclerosis  can  have  useful  hearing  restored,  Meni- 
ere’s disease  victims  can  be  benefited,  and  acoustic  neuromas 
can  be  diagnosed  and  safely  removed  before  they  have  done 
great  damage  to  the  patient.  Tympanoplasty  has  attacked  the 
great  problem  of  chronic  otitis  media  so  that  now  most  pa- 
tients with  a chronically  infected  ear  can  get  relief  from  their 


discharge  and  usually  improvement  in  their  hearing.  All  these 
improvements,  not  possible  ten  years  ago,  are  now  realities — 
thanks  to  the  operating  surgical  microscope. 


SATURDAY,  MAY  1,  8:30-9:45  a.m. 

8.  Radioisotope  Blood  Volumes  and  Total  Exchange- 
able Sodium  Determinations. 

William  H.  Beierwaltes,  Ann  Arbor,  Mich. 

(Meeting  Room  D,  Villita  Assembly  Hall) 

The  doctor  is  tempted  to  equate  “anemia”  with  a lowered 
hematocrit,  hemoglobin,  red  blood  cell  count,  or  decreased  blood 
volume.  The  radioisotope  blood  volume  demonstrates  that  this 
concept  frequently  is  wrong.  Use  of  the  radioisotope  blood 
volume  changes  a physician’s  concept  of  when  to  transfuse 
what. 

Similarly,  the  total  exchangeable  sodium  determination  teaches 
a doctor  that  hyponatremia  is  not  synonymous  with  decreased 
total  body  sodium. 

9.  Complications  After  Cataract  Extractions  (Pri- 
marily for  Ophthalmologists). 

Frederick  C.  Blodi,  Iowa  City,  Iowa. 

(Walnut  Room,  Granada  Hotel) 

This  will  be  a review  of  the  most  frequent  severe  complica- 
tions which  lead  to  enucleation  of  the  globe.  The  cases  will 
be  analyzed  statistically  and  it  will  be  shown  how  their  fre- 
quencies have  changed  within  the  last  decades.  The  most  im- 
portant complications  will  be  discussed,  their  histologic  picture 
will  be  shown,  and  possible  therapeutic  approaches  will  be  con- 
sidered. 

10.  High  on  Hypoxia  Hill  (Acclimatization  to  High 
Altitude). 

Thomas  F.  Hombein,  Seattle. 
(Meeting  Room  F,  Villita  Assembly  Hall) 

11.  Squamous  Cell  Carcinoma  of  the  Cervix  in  Situ. 

Joseph  H.  Pratt,  Rochester,  Minn. 
(Meeting  Room  1,  Villita  Assembly  Hall) 

12.  Choice  of  Operation  of  Cancer  of  the  Rectum. 

Hyrum  R.  Reichman,  Salt  Lake  City. 
(Meeting  Room  A,  Villita  Assembly  Hall) 

13.  The  Child  with  Cerebral  Palsy  Comes  of  Age. 

Raymond  R.  Rembolt,  Iowa  City,  Iowa. 
(Meeting  Room  E,  Villita  Assembly  Hall) 

14.  Current  Trends  in  Management  and  Results  of 
Cancer  in  the  Stomach. 

William  H.  ReMine,  Rochester,  Minn. 

(Meeting  Room  3,  Villita  Assembly  Hall) 

Cancer  of  the  stomach  continues  to  present  serious  problems 
both  in  early  diagnosis  and  treatment.  In  recent  years  treat- 
ment results  have  improved  and  more  long-term  survivors  have 
been  reported. 

The  use  of  more  appropriate  cancer  operations  for  gastric 
lesions  including  lymph  node  dissections  in  the  area  have  im- 
proved the  outlook  for  an  increasing  number  of  patients.  Radi- 
cal subtotal  and  radical  total  gastrectomy  have  been  applied  in 
increasing  numbers  with  gratifying  results.  These  will  be  dis- 
cussed in  detail. 


ALUMNI  EVENTS,  CLASS  REUNIONS, 
FRATERNITY  PARTIES 
Plan  to  Attend.  See  list  on  pp.  245-246 
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Curbstone 

Consultations 


Ten  informal,  unrehearsed,  round  table  discussions, 
sponsored  by  the  Texas  Medical  Association,  will  be 
held  Friday,  5-6:30  p.m.,  in  the  Grand  Ballroom  of 
the  Granada  Hotel.  All  registrants  are  invited  to 
attend.  Tickets  are  required  for  admittance.  How- 
ever, there  is  no  charge  for  tickets.  Tickets  may  be 
secured  in  advance  at  the  general  registration  desk, 
or  at  the  door  of  the  Grand  Ballroom  Friday  evening. 
A limited  number  of  tickets  is  available. 

Physicians  attending  the  sessions  are  encouraged  to 
ask  questions  and  to  comment  on  the  various  aspects 
of  each  subject  under  discussion.  Physicians  are  en- 
couraged to  bring  case  histories  and  to  obtain  the 
opinions  of  the  discussion  leaders.  Physicians  may 
move  from  one  table  to  another,  if  and  when  they 
wish. 

Beer,  soft  drinks,  and  coffee  will  be  served  on  a com- 
plimentary basis. 

Topics,  moderators,  and  discussion  leaders  are  listed 
below: 

Table  1.  When  Is  Gastrointestinal  Disease  Func- 
tional? 

A.  C.  Broders,  Jr.,  Temple,  Moderator. 

J.  Arnold  Bargen,  Temple. 
Francis  M.  Spencer,  San  Angelo. 
W.  Crockett  Chears,  Jr.,  Dallas. 
John  R.  Kelsey,  Jr.,  Houston. 

Table  2.  Diagnosis  and  Relief  of  Headache. 

Lewis  M.  Heifer,  San  Antonio,  Moderator. 
Frederick  C.  Blodi,  Iowa  City,  Iowa. 

James  Greenwood,  Houston. 
John  P.  McGovern,  Houston. 
John  J.  Shea,  Memphis,  Tenn. 

Table  3.  Pediatric  Gynecology. 

John  W.  Simpson,  San  Antonio,  Moderator. 

Leo  J.  Geppert,  San  Antonio. 
Jose  Louro,  Fort  Sam  Houston. 
Irving  A.  Ratner,  San  Antonio. 

Table  4.  The  New  Antibiotica — Uses  and  Dangers. 

Heinz  Eichenwald,  Dallas,  Moderator. 
Gunyon  M.  Harrison  Houston. 

John  Nelson,  Dallas. 
Martha  D.  Yow,  Houston. 

Table  5.  Diseases  of  the  Biliary  Tract. 

Robert  S.  Sparkman,  Dallas,  Moderator. 

Curtis  P.  Artz,  Galveston. 
Harold  M.  Brannan,  San  Antonio. 
Albert  W.  Hartman,  Jr.,  San  Antonio. 

0.  Roger  Hollan,  San  Antonio. 
Albert  O.  Singleton,  Jr.,  Galveston. 

Table  6.  Emphysema — Pathology,  Diagnosis,  and 
Treatment. 

Daniel  E.  Jenkins,  Houston,  Moderator. 

Robert  J.  Carabasi,  Temple. 
S.  Donald  Greenberg,  Houston. 
Samuel  W.  Law,  Houston. 
Alan  K.  Pierce,  Dallas. 


Table  7.  Problems  in  Dermatology. 

Coleman  Jacobson,  Dallas,  Moderator. 

Stuart  M.  Brown,  Dallas. 
Marvin  E.  Chemosky,  Houston. 
Walter  B.  Mantooth,  Jr.,  Lubbock. 
J.  Murray  Riddell,  Jr.,  Fort  Worth. 
Eugene  P.  Schoch,  Jr.,  Austin. 
James  H.  Strauch,  San  Antonio. 

Table  8.  Newer  Diagnostic  Tests  in  Nuclear 
Medicine. 

J.  E.  Miller,  Dallas,  Moderator. 
William  H.  Beierwaltes,  Ann  Arbor,  Mich. 
Merrill  A.  Bender,  Buffalo,  N.  Y. 
Frederick  J.  Bonte,  Dallas. 
Donald  A.  Sutherland,  Dallas. 

Table  9.  Privileged  Communication. 

Alfred  H.  Hill,  San  Antonio,  Moderator. 
Mr.  Joe  Frazier  Brown,  San  Antonio. 
Mr.  Philip  R.  Overton,  Austin. 
Robert  L.  Stubblefield  Dallas. 
Dorothy  Wyvell,  Midland. 

Table  10.  Cirrhosis  of  the  Liver. 

Marcel  Patterson,  Galveston,  Moderator. 

Herbert  A.  Bailey,  Dallas. 
Major  KeiTuit  B.  Knudsen,  San  Antonio. 

Henry  Laurens,  Jr.,  Temple. 
Edward  J.  Lefeber,  Galveston. 


Section  Meetings 


SECTION  ON  DIGESTIVE  DISEASES 

Chairman— Marcel  Patterson,  Galveston. 

Secretary — 0.  Roger  Hollan,  San  Antonio. 


FRIDAY,  APRIL  30,  2:30-5  p.m. 

Meeting  Room  E,  Villita  Assembly  Hall 

1.  (2:30)  Methods  for  Studying  the  Esophagus. 

Dennis  K.  Wentz  and 
Nicholas  C.  Hightower,  Jr.,  Temple. 

The  esophagus  may  be  studied  by  two  methods.  The  first  includes 
the  usual  diagnostic  procedures  including  clinical  history,  taking 
physical  examination,  routine  roentgen  ray  examinations  with 
barium  swallow,  the  esophageal  acid  perfusion  test,  and  endo- 
scopic procedures  using  biopsy  and  cytologic  techniques.  The 
second  consists  of  special  procedures  not  generally  available  to 
the  practicing  physician  but  of  which  he  should  be  aware.  These 
include  the  measurement  of  intraluminal  pH  for  the  detection 
of  gastroesophageal  reflux  and  the  employment  of  cinefluor- 
ography. 

2.  (2:40)  Cricopharyngeal  Achalasia,  a Variant  of 
the  Hypopharyngeal  Diverticulum  Syndrome. 

Milton  V.  Davis,  Ben  F.  Mitchell, 
and  Maurice  Adam,  Dallas. 

Recent  study  of  this  syndrome  shows  a triad  of  dysphagia,  a 
relatively  small  hypopharyngeal  diverticulum,  and  absence  of 
the  bilateral  aspiration  pneumonitis  common  with  large  hypo- 
pharyngeal diverticula.  Although  clinical  experience  has  been 
limited,  some  patients  may  benefit  by  midline  section  of  the 
circular  muscle  fibers  of  the  cricopharyngeous,  accomplished 
either  by  endoscopic  visualization  through  the  mouth  or  through 
a lateral  cervical  incision. 
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3.  (2:50)  Review  of  the  Role  of  Peroral  Endoscopy 
in  the  Management  of  Upper  Gastrointestinal  Hem- 
orrhage at  Wilford  Hall  USAF  Hospital,  January, 
1959-June,  1964. 

Maj.  Gerald  W.  Parker  and 
Capt.  Kermit  B.  Knudson,  San  Antonio. 

“Vigorous  diagnostic  approach'*  recommends  immediate  endo- 
scopic and  radiographic  study  of  patients  with  upper  gastroin- 
testinal hemorrhage.  Sixty  patients  at  Wilford  Hall  USAF  Hos- 
pital January,  1959,  through  June,  1964,  met  the  criteria  of  objec- 
tive evidence  of  hematemesis  or  melena,  at  least  one  transfusion, 
and/or  hemoglobin  of  10  gm,  or  less.  The  VDA  established  diag- 
nosis in  66  percent,  endoscopy  alone  in  26  percent,  and  x-ray  in 
47  percent.  An  endoscopist  and  a radiologist  using  VDA  can 
contribute  valuable  information  for  patient  management  without 
significant  morbidity. 


4.  (3:05)  Central  Nervous  System  Control  of  Gas- 
tric Secretion. 

Frank  P.  Brooks,  Philadelphia. 

5.  (3:45)  “Patient  Education”  in  the  Treatment  of 
Peptic  Ulcer. 

Milford  0.  Rouse,  Dallas. 

The  average  busy  physician  may  make  a correct  diagnosis, 
outline  a logical  treatment,  and  yet  fail  to  make  the  patient 
fully  understand  the  nature  of  his  ulcer.  The  physician  actually 
will  save  time  for  himself  if  he  takes  the  time  to  educate  his 
patient  about  the  cause  of  his  ulcer  and  how  he  can  avoid 
recurrence. 

6.  (3:55)  Lactose  Intolerance  in  an  Adult. 

Dean  C.  Solcher  and  Marcel  Patterson, 

Galveston. 

Disaccharidase  insufficiency  as  a cause  of  chronic  and  recurrent 
diarrhea  is  a relatively  new  entity  found  before  in  infants  and 
children.  Now  we  have  observed  an  adult  case  of  lactase  insuf- 
ficiency and  suspect  that  disaccharidase  insufficiency  may  be 
relatively  common. 

7.  (4:05)  Current  Concepts  of  Etiology  and  Ther- 
apy of  Whipple’s  Disease. 

W.  Crockett  Chears,  Jr.,  Dallas. 

Experience  in  the  last  decade  in  treating  Whipple’s  disease  has 
led  to  increased  reliance  on  antibiotics  and  to  more  conservative 
use  of  adrenal  steroids.  Because  of  the  benefit  apparently 
derived  from  antibiotic  therapy,  interest  in  the  cause  of  the  dis- 
order has  been  renewed.  Recent  histologic  observations  have 
given  rise  to  the  idea  that  Whipple’s  Disease  is  an  infectious 
process  instead  of  a metabolic  or  nonspecific  inflammatory 
disorder.  Recently  in  two  centers,  the  hypothesis  of  a bacterial 
cause  has  been  supported  by  the  successful  culture  from  lesional 
tissue  of  a possible  causative  organism. 


biopsies  showed  evidence  of  fatty  infiltration,  predominantly 
central  lobular  in  distribution.  The  liver  findings  are  similar 
to  those  reported  as  occurring  in  obstetric  acute  yellow  atrophy, 
a disorder  of  unknown  etiology.  Acute  pyelonephritis  was  the 
initial  event.  It  seems  reasonable  to  suspect  that  the  infection, 
its  treatment,  or  both  were  instrumental  in  the  development  of 
hepatic  injury. 

In  addition,  a prospective  analysis  of  pregnant  patients  with 
history,  physical  examination,  and  laboratory  data  consistent 
with  acute  viral  hepatitis  will  be  presented. 


SATURDAY,  MAY  1,  2:30-5  p,m. 

Meeting  Room  2,  Villita  Assembly  Hall 

Joint  Session:  Sections  on  Digestive  Diseases,  In- 
ternal Medicine,  Pathology,  Radiology,  and  Surgery. 


10.  (2:30)  Background  Information  on  Aerospace 
Medicine. 

Latvrence  E.  Lamb,  Brooks  Air  Force  Base. 

11.  (2:55)  Weightlessness. 

Maj.  Perry  B.  Miller,  Brooks  Air  Force  Base. 

12.  (3:20)  Aeromedical  Evaluation. 

Lt.  Col.  Robert  L.  Johnson, 
Brooks  Air  Force  Base. 

(3:45)  Intermission. 

13.  (4:05)  Medical  Monitoring  in  High  Performance 
Aircraft. 

James  A.  Roman, 
Edwards  Air  Force  Base,  CaUf. 


14.  (4:30)  Experience  in  Manned  Space  Flight. 

Maj.  Duane  E.  Graveline, 
Brooks  Air  Force  Base. 

15.  (4:55)  Summary. 

Lawrence  E.  Lamb,  Brooks  Air  Force  Base. 

(5:00)  Adjournment. 


SECTJON  ON  GENERAL  PRACTICE  ^ 

Chairman — George  A.  Burgess,  Eagle  Pass.  : 


8.  (4:15)  Large  Bowel  Bleeding  from  Vascular  Le- 
sion. 

Philip  S.  Bentlif,  Houston. 

Two  patients  with  vascular  occlusion  of  the  colon  and  resulting 
hemorrhage  are  described.  The  case  of  an  elderly  woman  with 
widespread  atherosclerotic  vascular  disease  which  closely  mimics 
cases  of  patients  described  by  Boley,  et  al.  (Surg.  Gyn.  Obstet. 
116:53)  and  demonstrates  the  radiologic  phenomenon  of  reversi- 
ble pseudotumors  of  the  colon  (thumbprinting)  is  presented. 
Another  patient  has  systemic  lupus  erythematosus  involving  the 
colon  with  resulting  hemorrhage  and  "thumbprinting”  on  bari- 
um enema  examination. 

(4:25)  General  Discussion. 

9.  (4:35)  Hepatic  Complications  in  Pregnancy. 

Reuben  H.  Adams,  Peggy  J.  Whalley, 
and  Burton  Combes,  Dallas. 

Obstetrical  patients  with  acute  pyelonephritis  complicated  by 
jaundice,  renal  failure,  and  pancreatitis  have  been  observed. 
Initial  treatment  consisted  of  intravenous  tetracycline.  Liver 


Secretary — Nelson  L.  Schiller,  Austin. 

FRIDAY,  APRIL  30,  2:30-5  p.m. 

Meeting  Room  2,  Villita  Assembly  Hall 

1.  (2:30)  Stress,  Calciphylaxis,  and  Aging. 

Giulio  Gabbiani,  Montreal. 

In  calciphylaxis,  an  induced  systemic  hypersensitivity,  tissues 
calcify  in  response  to  appropriate  challenging  agents.  Some- 
times calciphylaxis  can  be  prophylaxis  against  certain  toxic 
compounds.  Chronic  dihydrotachysterol  (DHT)  intoxication 
causes  no  generalized  soft  tissue  calcinosis  but  a syndrome 
resembling  progeria.  If  animals  getting  chronic  DHT  treatment 
are  also  injected  intraperitoneally  with  an  iron  compound  (a 
calciphylactic  challenger)  readily  diffusible  throughout  the  en- 
tire body,  all  the  progeria-like  changes  are  prevented. 

(3:15)  Discussion. 

Merton  M.  Minter,  San  Antonio. 
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2.  (3:30)  Treatment  of  Asthma  and  Emphysema  by 
the  Carotid  Body  Removal. 

John  Robert  Phillips,  Houston. 

(3:50)  Discussion. 

Francis  M.  Logsdon,  Port  Lavaca; 
and  R.  Roseoe  Haley,  San  Antonio. 

3.  (4:00)  Current  Concepts  of  Auscultation  of  the 
Heart. 

Williana  J.  Block,  San  Antonio. 

Thinking  has  changed  about  auscultatory  findings  and  mur- 
mers.  Now,  we  know  there  are  such  things  as  ejection  murmurs 
when  blood  is  ejected  across  a narrowed  orifice  at  either  the 
aorta  or  pulmonary  artery  or  across  a small  ventricular  septal 
defect.  There  are  ejection  clicks  at  either  the  aortic  or  pulmo- 
nary valve  areas  when  increased  pressure  or  dilation  above  the 
structure  exists.  Diastolic  rambles  are  associated  not  only  with 
mitral  stenosis  but  also  can  arise  from  either  the  tricuspid  or 
mitral  valve  and  can  be  related  to  a dilated  auricle  or  ventricle 
above  or  below.  These  and  other  findings  such  as  pericardial 
knocks,  opening  snaps,  physiologic  third  sounds,  diastolic 
gallop,  and  atrial  gallop  will  be  discussed  briefly. 

(4:20)  Discussion. 

Silas  W.  Grant,  Hillsboro. 

4.  (4:30)  Management  of  the  Menopausal  Patient. 

C.  Denton  Kerr,  Houston. 

Two  methods  of  management,  each  with  some  variations,  are 
currently  in  use.  Following  the  conventional  method,  after 
careful  history-taking  and  detailed  physical  examination,  pa- 
tients receive  medications  appropriate  to  the  symptoms  and 
hormone  therapy  as  needed.  Following  a newer  method,  a num- 
ber of  physicians  advocate  cyclic  administration  of  estrogen 
and  progesterone,  assuming  that  the  climacteric  is  actually  a 
diseased  state  instead  of  a natural  phase  of  the  life  process. 
Therapy  is  intended  to  delay  the  atrophic  changes  and  other 
unwelcome  results  of  ovarian  death.  Each  regimen  has  advocates 
and  strong  arguments  to  support  it. 

(4:50)  Discussion. 

Elaine  Mantooth,  Dickinson. 

SATURDAY,  MAY  1,  2:30-5  p.m. 

Grand  Ballroom,  Granada  Hotel 

5.  (2:30)  Calciphylaxis  and  Collagen  Diseases. 

Giulio  Gabbiani,  Montreal. 

Calciphylaxis  is  a condition  of  induced  systemic  hypersensitivity 
in  which  tissues  respond  to  appropriate  challenging  agents 
with  calcification.  Calcergy  is  an  entirely  different  phenomenon. 
Here,  calcification  is  induced  without  previous  sensitization  by  a 
topical  application  of  the  so-called  calcergens.  Both  lesions, 
however,  have  many  points  in  common  with  the  so-called 
collagen  diseases.  Both  the  experimental  and  human  lesions  are 
characterized  by  swelling  and  calcification  of  collagen  fibers 
followed  by  intense  sclerosis.  In  this  respect  it  is  interesting 
to  note  that  lesions  similar  to  periarteritis  nodosa  induced  by 
certain  RES-blocking  agents  can  attract  calcium  salts  selec- 
tively once  the  animals  are  treated  with  a calciphylactic 
sensitizer. 

(3:15)  Discussion. 

Joseph  W.  Goldzieher,  San  Antonio. 

6.  (3:30)  Allergy  to  Screwworm  Fly  Dust,  A New 
Industrial  Disease. 

George  H.  Herrmann,  Del  Rio. 

Experience  with  patients  engaged  in  a program  of  dispersal  of 
sterile  screwworm  flies  for  the  United  States  Department  of 
Agriculture  and  the  severe  asthmatic  symptoms  precipitated  by 
exposure  to  the  dust  of  these  flies,  various  intradermal  and  skin 
tests  given  for  the  allergy  and  some  phases  of  treatment  will  be 
discussed. 


(3 :50)  Discussion. 

Hi  E.  Newby,  Del  Rio. 

7.  (4:00)  Diagnosis  and  Management  of  the  Duo- 
denal Obstructions  of  Infancy. 

Irving  A.  Ratner,  San  Antonio. 

Duodenal  obstruction  of  infancy  is  usually  the  result  of  mal- 
rotation,  duodenal  atresia,  or  annular  pancreas.  If  the  obstruc- 
tion is  complete  or  nearly  so,  bile  vomiting  and  little  abdominal 
distention  are  the  usual  findings.  The  “double  bubble”  of  air 
on  plain  flat  and  upright  roentgenograms  of  the  abdomen  is 
usually  diagnostic.  Preoperative  nasogastric  drainage  and  proper 
intravenous  fluid  administration  in  addition  to  the  appropriate 
surgical  procedure,  will  usually  result  in  survival. 

Early  recognition  of  the  obstruction  and  early  proper  treatment 
are  the  guiding  principles  of  management. 

(4:20)  Discussion. 

J.  Frank  Beall,  Nacogdoches. 

8.  (4:30)  New  Concepts  in  Office  Diagnosis  and 
A Specific  Treatment  of  Leukorrhea. 

Karl  J.  Karnaky,  Houston. 

A presentation  of  a new  “ionic  stain,”  which  is  used  as  a fresh 
smear  and  a smear  on  a plain  clean  slide,  will  be  given.  The  stain 
will  make  possible  the  identification  of,  within  five  minutes,  can- 
cer cells.  Trichomonas  vaginalis,  Candida  albicans  (monilia). 
Hemophilus  vaginalis,  a Doderlein  flora,  and  the  type  of  vaginal 
cells.  A new  and  improved  normal  physiological  pH  powder  has 
been  so  improved  that  if  women  will  discontinue  the  use  of  a 
vaginal  douche  and  instead  instill  one-half  of  an  Ortho-Gynol 
contraceptive  full  three  times  weekly  and  four  to  eight,  one-half 
doses  after  coitus,  this  powder  will  prevent  as  well  as  eliminate 
aU  vaginal  infections  and  cause  most  cervical  ulcers  to  undergo 
atrophy.  The  use  of  the  nontoxic  or  safe  antibiotic  Erythrocin 
in  the  practice  of  medicine  will  greatly  reduce  the  nvunber  of  C. 
albicans  infections  of  the  vagina,  rectum,  and  the  perineum. 

(4:50)  Discussion. 

John  C.  Hundley,  Fort  Stockton. 


SECTION  ON  INTERNAL  MEDICINE 

Chairman — Horace  E.  Cromer,  Austin. 

Secretary — Hugh  H.  Hanson,  Houston. 

FRIDAY,  APRIL  30.  2:30-5  p.m. 

Meeting  Room  1,  Villita  Assembly  Hall 

1.  (2:30)  Surgery  of  the  Coronary  Circulation. 

David  C.  Sabiston,  Jr.,  Durham,  N.  C. 

Improved  diagnostic  methods  and  cardiovascular  surgery  tech- 
niques have  made  feasible  a direct  approach  to  managing 
several  disorders  of  coronary  circulation.  Coronary  arteriography 
now  permits  precise  location  of  pathologic  lesions.  Among 
coronary  lesions  amenable  to  direct  attack  are  (1)  myocardial 
infarction  in  infancy  as  a result  of  congenital  origin  of  the 
left  coronary  artery  from  the  pulmonary  artery,  (2)  coronary 
arteriovenous  fistula,  (3)  coronary  atherosclerosis  with  angina 
pectoris,  and  (4)  syphilitic  coronary  ostial  obstruction.  Clinical 
manifestations,  diagnosis,  and  operative  therapy  of  these  condi- 
tions will  be  discussed. 

2.  (3:00)  Electrocardiographic  Diagnosis  of  Some 
Cardiac  Arrhythmias  of  Practical  Importance. 

Thomas  W.  Parkin,  Rochester,  Minn. 

Cardiac  arrhythmias  to  be  discussed  are  supraventricular  tachy- 
cardia, atrial  tachycardia  with  atrioventricular  block,  complete 
atrioventricular  block,  atrioventricular  dissociation,  ventricular 
tachycardia,  bidirectional  alternating  tachycardia,  and  alternat- 
ing anomalous  atrioventricular  excitation.  Differences  will  be 
pointed  out  between  complete  atrioventricular  block  and  atrio- 
ventricular dissociation  as  well  as  to  the  diagnosis  of  ventricular 
tachycardia. 
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3.  (3:30)  The  Internist  as  Psychotherapist. 

Jackson  A.  Smith,  Chicago. 

4.  (4:00)  Radioisotopes  in  Diagnosis  of  Abdominal 
Disease. 

Merrill  A.  Bender,  Buffalo. 

5.  (4:30)  Practical  Approach  to  Early  Care  of  the 
Stroke  Patient. 

Harriet  E.  Gillette,  Cleveland. 

Each  year  283,000  persons  survive  a stroke  with  varying  degrees 
of  several  disabilities.  For  those  who  cannot  receive  early  de- 
finitive therapy  a program  geared  to  the  environment  must  be 
devised.  Basic  principles  of  management  in  activation  of  motion, 
in  locomotion,  self-care  and  communication  which  can  be 
utilized  by  unskilled  personnel  are  to  be  presented. 


SATURDAY,  MAY  1,  2:30-5  p.m. 

Meeting  Room  2,  Villita  Assembly  Hall 

Joint  Session:  Sections  on  Internal  Medicine,  Diges- 
tive Diseases,  Pathology,  Radiology,  and  Surgery. 

6.  (2:30)  Background  Information  on  Aerospace 
Medicine. 

Lawrence  E.  Lamb,  Brooks  Air  Force  Base. 

7.  (2:.55)  Weightlessness. 

Maj.  Perry  B.  Miller,  Brooks  Air  Force  Base. 


SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 

Chairman — Wayne  F.  Baden,  Temple. 
Secretary — Garland  H.  Lang,  Midland. 


FRIDAY,  APRIL  30,  2:30-5  p.m. 

Roof  Garden,  Granada  Hotel 

1.  (2:30)  Shirodkar  Procedure  for  Treatment  of 
Incompetent  Cervix. 

V.  N.  Shirodkar,  Bombay,  India. 

It  is  now  nearly  14  years  since  report  of  my  operation  for  cervical 
incompetenc^e  was  first  published.  Serial  slides  of  the  present 
technique  will  be  shown  and  various  criticisms  answered.  Sta- 
tistics of  cases  done  will  also  be  given.  These  and  several  other 
points  regarding  diagnosis,  time  of  operation,  and  mode  of  de- 
livery have  been  discussed.  Some  have  passed  the  suture  by  tak- 
ing interrupted  bites  at  the  cervico-vaginal  junction  and  others 
have  stitched  the  external  os,  claiming  good  results. 

2.  (3:15)  A Concept  of  the  Importance  of  Cervi- 
citis and  Endometritis  in  Fetal  Loss  and  a Suggested 
Approach  to  Its  Study  and  Treatment. 

Maurice  J.  Meynier,  Jr.,  Houston. 

The  effect  on  pregnancy  of  pathogenic  organisms  that  often 
inhabit  the  vagina,  cervix,  and  sometimes  endometrium  without 
clinical  symptoms  will  be  discussed.  A method  of  study  and 
treatment  with  the  report  of  a series  of  cases  which  suggests 
that  results  in  selected  patients  might  be  improved  by  this 
method  of  care  will  be  presented. 


8.  (3:20)  Aeromedical  Evaluation. 

Lt.  Col.  Robert  L.  Johnson, 
Brooks  Air  Force  Base. 

(3:45)  Intermission. 

9.  (4:05)  Medical  Monitoring  in  High  Performance 
Aircraft. 

James  A.  Roman, 
Edwards  Air  Force  Base,  Calif. 

10.  (4:30)  Experience  in  Manned  Space  Flight. 

Maj.  Duane  E.  Graveline, 
Brooks  Air  Force  Base. 

11.  (4:55)  Summary. 

Lawrence  E.  Lamb,  Brooks  Air  Force  Base. 

(5:00)  Adjournment. 


MESSAGES  WILL  NOT  BE  READ  AT  MEETINGS 
Physicians  are  asked  to  check  bulletin  boards  for 
indication  of  messages  and  to  obtain  messages 
from  Message  Center,  Villita  Assembly  Hall. 


3.  (4:00)  Panel:  Problems  of  Abortion. 

Moderator:  Wayne  F.  Baden,  Temple. 

Panelists:  William  E.  Strozier,  San  Antonio; 
Mr.  Philip  R.  Overton,  LL.B.,  Austin;  and 
Rev.  L.  A.  Richardson,  San  Antonio. 


SATURDAY,  MAY  1,  2:30-5  p.m. 

Roof  Garden,  Granada  Hotel 

4.  (2:30)  New  Ideas  in  the  Anatomy  and  Treat- 
ment of  Prolapse. 

V.  N.  Shirodkar,  Bombay,  India. 

Operative  treatment  of  prolapse  in  the  U.  S.  consists  either  of 
doing  a Manchester  type  operation  or  a Mayo  Ward  type  of  va- 
ginal hysterectomy.  Occasionally,  cases  of  prolapse,  either  con- 
genital or  after  one  child,  may  be  noticed  in  practice  and  for 
such  cases  there  has  so  far  been  no  adequate  answer.  Two  tech- 
niques for  the  cure  of  such  cases  are  to  be  described  and  these 
are  based  on  a clear  perception  of  the  anatomy  of  uterine  sup- 
ports. 

5.  (3:15)  A Case  of  Acute  Puerperal  Inversion  of 
the  Uterus  Without  Shock  or  Hemorrhage. 

Norman  L.  West,  Hillsboro. 

6.  (3:45)  Management  of  Recurrent  Cancer  of  the 
Cervix. 

Alan  L.  Kaplan,  Houston. 

Recurrent  carcinoma  of  the  cervix  is  an  extremely  difficult 
problem,  but  many  patients  can  be  salvaged  or  very  effectively 
palliated  if  the  lesion  is  managed  properly.  The  principles  of 
diagnosis  and  treatment  will  be  discussed  in  full.  Emphasis  is 
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placed  on  the  importance  of  an  exact  histologic  diagnosis  before 
proceeding  with  therapy.  This  will  mean  exploration  in  many 
instances,  for  peripheral  recurrences  can  be  biopsied  in  no 
other  manner.  The  treatment  chosen  may  be  surgical,  radiologi- 
cal, or  medical,  depending  on  the  circumstances  and  goal  of 
therapy.  Examples  of  each  modality  will  be  given. 

7.  (4:15)  Abdominal  Exploration  at  the  Time  of 
Pelvic  Surgery. 

Joseph  H.  Pratt,  Rochester,  Minn. 

The  importance  of  routine  exploration  at  the  time  of  laparot- 
omy and  the  value  of  negative  as  well  as  the  positive  findings 
will  be  stressed.  A series  of  663  laparotomies  will  be  reviewed 
in  which  the  surgeon  noted  225  patients  or  38.5  percent  had 
definite  pathologic  lesions.  Discussion  centers  around  the  im- 
portance of  these  findings  as  well  as  aids  for  definite  diagnoses 
and  treatment. 


SUNDAY.  MAY  2,  12  Noon 

Alamo  Club  of  Texas,  Granada  Hotel 

Joint  Session:  Section  on  Obstetrics  and  Gynecology 
and  Texas  Diabetes  Association. 

8.  (12:00)  Luncheon. 

Panel:  Pregnancy  and  Diabetes. 
Moderator:  Charles  W.  Daeschner,  Jr., 

Galveston. 

Panelists:  Rafael  A.  Camerini-Davalos, 

New  York; 
Donald  M.  Paton,  Houston; 
V.  N.  Shirodkar,  Bombay,  India;  and 
L.  O.  Underdahl,  Rochester,  Minn. 


SECTION  ON  OPHTHALMOLOGY 
AND  TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Ophthalmology,  and  Presi- 
dent, Texas  Ophthalmological  Association — Ev- 
erett R.  Veirs,  Temple. 

Secretary,  Section  on  Ophthalmology,  and  Vice 
President,  Texas  Ophthalmological  Association — 
Harold  E.  Hunt,  Paris. 

(The  Executive  Council,  Texas  Ophthalmological  Association,  will 
meet  Thursday,  April  29,  3 p.m.,  in  Parlor  E,  Granada  Hotel.) 


FRIDAY,  APRIL  30,  8:30  a.m.-5  p.m. 

Walnut  Room,  Granada  Hotel 
Harold  E.  Hunt,  Paris,  Presiding. 

1.  (8:30)  Diagnosis  of  Red  and  Injured  Eyes  (Re- 
fresher Course  primarily  for  nonophthalmologists). 

Samuel  B.  Johnson,  Jackson,  Miss. 
Introduction  of  Speaker:  James  L. 

Mims,  Jr.,  San  Antonio. 

2.  (10:00)  President’s  Address:  Acute  Ischemic 
Papilledema  and  Optic  Atrophy  (Pseudosyndrome  of 
Foster  Kennedy). 

Everett  R.  Veirs,  Temple. 

Sudden  occlusion  of  the  vessels  nourishing  the  optic  nerve 


produces  edema  (ischemic  neuritis)  which  subsides  after  several 
weeks  to  be  followed  by  atrophy.  When  the  process  first  becomes 
bilateral,  the  clinical  picture  closely  resembles  that  of  the  Foster 
Kennedy  sjmdrome ; i.e.,  papilledema  in  one  eye  and  optic 
atrophy  in  the  other  eye.  Three  patients,  the  youngest  58,  with 
symptoms  following  this  pattern  have  been  observed.  All  three 
of  the  patients  showed  evidence  of  sclerosis  of  the  retinal  ves- 
sels ; and,  eventually,  they  developed  optic  atrophy.  The  perma- 
nent loss  of  vision  was  moderate  to  severe. 

3.  (10:30)  Degenerative  and  Systemic  Diseases  of 
the  Cornea. 

Frederick  C.  Blodi,  Iowa  City,  Iowa. 

The  cornea  is  frequently  affected  by  degenerative  processes. 
These  may  be  of  small  clinicial  importance,  especially  when 
they  are  located  in  the  periphery  and  not  progressing.  De- 
generative lesions  occurring  in  the  central  part  of  the  cornea, 
on  the  other  hand,  will  frequently  lead  to  marked  loss  of 
vision.  Their  medical  treatment  is  difficult  and  a corneal 
transplant  will  frequently  become  necessary.  In  numerous 
instances  the  cornea  is  a mirror  of  systemic  diseases.  This  is 
not  only  true  in  diffuse  infections  and  in  severe  skin  condi- 
tions, but  also  in  metabolic  diseases,  vitamin  deficiencies,  and 
enzymatic  defects. 

(12:00)  Recess. 


12:15  p.m. 

Roof  Garden,  Granada  Hotel 

4.  (12:15)  Luncheon  of  Texas  Ophthalmological 
Association. 


1:15  p.m. 

Walnut  Room,  Granada  Hotel 

5.  (1:15)  Business  Meeting  (Members  Only). 


2:30  p.m. 

Walnut  Room,  Granada  Hotel 

6.  (2:30)  Poorly  Appreciated  Facts  Concerning  the 
Retinal  Detachment  Disease. 

Richard  S.  Ruiz,  Houston. 

Facts,  often  not  fully  appreciated,  about  retinal  detachment 
disease  including  several  early  symptoms  and  the  importance 
in  early  diagnosis  are  to  be  discussed.  Retinal  break  as  an 
important  cause  of  vitreous  hemorrhage  will  be  stressed  and 
the  presence  of  multiple  retinal  breaks  in  the  detached  retina 
and  the  bilateral  nature  of  the  disease  emphasized. 

Discussion. 

Edward  C.  Ferguson,  III,  Galveston. 

7.  (3:00)  Atypical  Acid-Fast  Organisms  as  an  Eti- 
ology of  Uveitis. 

John  R.  Lynn,  Dallas. 

The  unclassified  acid-fast  mycobacteria  have  been  implicated  as 
a cause  of  sarcoid  and  other  granulomatous  pulmonary  disease. 
Specific  cases  of  uveitis  with  positive  and  sometimes  rising  titers 
to  the  various  members  of  this  group  will  be  presented  along  with 
evidence  of  their  response  to  the  anti-tubercular  drugs. 

8.  (3:30)  Film:  Lintless  Eye  Surgery  (1964). 

Clemens  A.  Struve,  Corpus  Christi. 

A presentation  of  eye  surgery  using  plastic  draping  technique 
will  be  given.  Cataract  extraction  will  illustrate  the  concept 
of  a lint  free  field  for  eye  surgery.  Methods  of  maintaining 
asepsis  during  eye  surgery  are  to  be  illustrated,  and  the  impor- 
tance of  meticulous  attention  to  detail  are  to  be  stressed. 
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Discussion. 


Sam  N.  Key,  Jr.,  Austin. 


Richard  E.  Leigh,  Jr.,  Houston,  Presiding. 


9.  (3:50)  Roentgenologic  Diagnosis  in  Nasolacrim- 
al Disease. 

Samuel  B.  Johnson,  Jackson,  Miss. 
(4:50)  Visit  Exhibits. 


SATURDAY,  MAY  1.  8:30  a.m.-5  p.m. 

Walnut  Room,  Granada  Hotel 
Thomas  M.  McCrory,  Dallas,  Presiding. 

10.  (8:30)  Complications  After  Cataract  Extrac- 
tions (Refresher  Course  primarily  for  ophthalmol- 
ogists). 

Frederick  C.  Blodi,  Iowa  City,  Iowa. 

Introduction.  John  Y.  Harper,  San  Antonio. 

A review  of  the  most  frequent  severe  complications  which  lead 
to  enucleation  of  the  globe  are  to  be  given.  The  cases  will  be 
analyzed  statistically  and  it  will  be  shown  how  enucleations 
after  cataract  extractions  have  developed  within  the  last  three 
decades.  The  most  important  complications  will  be  discussed, 
their  histologic  picture  will  be  shown,  and  possible  therapeutic 
approaches  will  be  considered. 


11.  (10:00)  A TOA  Survey  of  Fees  in  the  State  of 
Texas  Among  Ophthalmologists. 

James  L.  Mims,  Jr.,  San  Antonio. 

Program  of  State  Commission  for  the  Blind. 

Mr.  Burt  L.  Risley,  Austin. 


12.  (10:30)  Part  I — Information  Processing  in 
Normal  and  Abnormal  Binocularity. 

John  Lippas,  Dallas. 

Based  on  neuroanatomy  and  neuroelectrophysiology,  a presenta- 
tion of  the  theory  of  the  sensory  part  of  normal  binocular  vision, 
its  abnormal  states,  and  a method  of  correcting  these  will 
be  made.  The  large  number  of  haphazard  afferent  impulses 
from  the  retinae  undergo  orderly  synchronization  by  cyto- 
architectural  expansion  in  the  visual  cortex  encountering  a 
relative  synaptic  block  which  becomes  critical  by  facilitation  of 
a rhythmical  scanning  sweep  emanating  from  the  visual  associ- 
tional  cortex  or  diencephalon.  In  binocularity,  a binary  repre- 
sentation of  visual  information  by  virtue  of  the  anatomic  bilate- 
rality  and  an  information  processing  mechanism  of  storage 
and  transfer  is  hypothesized  in  normal  binocular  percept.  In 
abnormal  states,  normal  feedback  and  facilitation  does  not 
occur  because  of  a time  lag.  The  type  of  abnormality  depends 
upon  the  type  and  site  of  the  time  lag. 


Part  II — A New  Method  Attempting  to 
Reestablish  the  Innate  Binocular  Orientation  (Paleo- 
Orthopsis)  and  Improvement  of  Amblyopia. 

Mr.  Fletcher  Woodward,  Dallas. 


An  original  method  of  dark  adaptation  and  flashing  is  pre- 
sented to  improve  amblyopia.  A study  of  cases  treated  with 
this  method  is  presented. 


13.  (11:00)  Ophthalmologists  as  Viewed  by  the 
Attorney. 

Samuel  B.  Johnson,  Jackson,  Miss. 
(12:00)  Recess. 


14.  (2:30)  Reevaluation  of  Eye  Tumor  Localiza- 
tions with  Radioactive  Isotopes. 

Herbert  C.  Allen,  Jr.,  Houston. 


Discussion. 

Alice  R.  McPherson,  Houston. 

15.  (3:00)  Pigmentary  Glaucoma  and  Essential  Iris 
Atrophy:  Case  Reports  and  Discussion. 

John  A.  McCrary,  III,  and 
Allen  D.  Campbell,  Jr.,  Dallas. 

The  iris  is  a complex  structure  in  both  normal  and  pathologic 
states.  Two  unusual  diseases  involving  the  iris  are  pigmentary 
glaucoma  and  essential  iris  atrophy.  Pathologic  changes  will 
be  discussed  which  can  lead  to  comeal  edema  and  glaucoma. 
These  findings  along  with  other  essential  features  of  these 
conditions  and  case  reports  are  to  be  presented. 


16.  (3:30)  Glaucoma  Associated  with  Nevus  Flam- 
mus. 

Joe  L.  Bussey,  Fort  Worth. 

A review  is  given  of  the  literature  of  glaucoma  associated 
with  nevus  flammus  and  the  mechanisms  that  have  been 
postulated  by  various  ophthalmologists  in  the  past  as  to  the 
mechanism  of  this  relatively  rare  unilateral  glaucoma.  The 
discussion  includes  three  cases  of  glaucoma  associated  with 
nevus  flammus  that  are  presently  under  care  by  the  author 
and  his  associates  in  their  private  practice.  A discussion  of  the 
variety  of  patient  problems  in  the  Sturge  Weber  syndrome 
is  also  discussed. 

Discussion. 

Jack  C.  Cooper,  Dallas. 

17.  (4:00)  Unilateral  Exophthalmos. 

Frederick  C.  Blodi,  Iowa  City,  Iowa. 

In  cases  of  unilateral  exophthalmos  most  physicians  think 
automatically  of  aui  orbital  tumor.  In  practice,  however,  many 
of  these  cases  are  not  due  to  a neoplasm,  but  are  either  exam- 
ples of  asymmetrical  endocrine  exophthalmos  or  instances  of  a 
nonspecific  orbital  inflammation.  The  latter  disease  is  frequently 
referred  to  as  ‘‘pseudotumor  of  the  orbit.”  This  is  a usually 
benign  condition  which  expresses  itself  in  varied  clinical  and 
histologic  pictures.  More  than  100  cases  of  this  condition  will 
be  reviewed. 


SECTION  ON  OTOLARYNGOLOGY 
AND  TEXAS  OTOLARYNGOL- 
OGICAL  ASSOCIATION 

Chairman,  Section  on  Otolaryngology — Ben  T.  With- 
ers, Houston. 

Secretary,  Section  on  Otolaryngology — Thomas  W. 
Folbre,  San  Antonio. 

President,  Texas  Otolai*yngological  Association — 
Louis  Adin,  Jr.,  Dallas. 

Vice  President  and  Program  Chairman,  Texas 
Otolaryngological  Association — Ben  T.  Withers, 
Houston. 


FRIDAY,  APRIL  30,  8:30  a.m.-6  p.m. 

Parlor  B,  Granada  Hotel 

1.  (8:30)  Advancements  in  Ear  Surgery:  Impor- 
tance to  Other  Physicians.  (Refresher  Course.) 

John  J.  Shea,  Memphis. 
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Progress  in  surgical  correction  of  otologic  problems  in  the  last 
decade  has  brought  about  a renaissance  in  the  entire  spe- 
cialty of  otolaryngology.  More  than  90  percent  of  patients 
with  otosclerosis  can  be  restored  to  useful  hearing ; Meniere’s 
disease  can  be  benefited ; acoustic  neuromas  can  be  diagnosed 
and  safely  removed  before  they  have  done  great  damage  to  the 
patient ; and  tympanoplasty  has  attacked  the  great  problem  of 
chronic  otitis  media  so  that  now  most  patients  with  a chroni- 
cally infected  ear  can  get  relief  from  their  discharge  and  usual- 
ly an  improvement  in  their  hearing.  All  these  improvements, 
not  possible  ten  years  ago,  are  now  realities  thanks  to  the 
operating  surgical  microscope. 

2.  (10:00)  Treatment  of  Frontal  Sinusitis. 

John  E.  Bordley,  Baltimore. 

There  are  presently  a number  of  regimes,  both  medical  and 
surgical,  advocated  for  the  treatment  of  frontal  sinusitis.  This 
discussion  will  take  up  the  rationale  for  various  medical  and 
surgical  types  of  therapy,  with  greater  discussion  of  the  surgical 
treatment.  Four  types  of  surgery  are  in  use  for  the  problem  of 
chronic  frontal  sinusitis — the  Lynch  operation,  surgery  designed 
for  the  development  of  a new  frontal  duet,  the  osteoplastic 
procedure  operation,  and  obliterative  type  surgery.  These  will  be 
discussed  in  some  detail. 

3.  (10:45)  Musculoplasty  and  Musculo-Tympano- 
plasty. 

Jones  E.  Witcher,  August  J.  Streit,  and 
William  P.  Hale,  Amarillo. 

One  hundred  cases  of  chronic  mastoiditis  in  which  the  technique 
of  musculoplasty  and  musculo-tympanoplasty  was  used  will  be 
presented  including  follow-up  work  ranging  from  18  months 
to  five  years.  Using  the  temporalis  muscle  with  its  own  blood 
supply  to  fill  the  mastoid  bowl,  employing  a secondary  "banjo”- 
pedicled  graft  of  fascia  and  muscle  (or  fascia  alone)  for  the 
reconstruction  of  the  tympanic  membrane,  and  using  an  air- 
containing  middle  ear  is  a practice  now  Justifying  a firm  posi- 
tion in  surgery  of  the  chronically-diseased  ear. 

4.  (11:15)  Choice  of  Surgical  Procedures  in  Laryn- 
geal Malignancy. 

John  E.  Bordley,  Baltimore. 

Treatment  of  laryngeal  malignancies  has  made  strides  in  the 
past  ten  to  15  years.  Presently  we  have  a choice  of  cordec- 
tomy,  partial  laryngectomy,  supraglottic  laryngectomy,  laryn- 
gectomy with  and  without  radical  neck,  as  well  as  deep  ray 
therapy.  In  this  presentation  some  diagnostic  procedures  will 
be  presented.  The  discussion  will  also  take  up  the  rationale 
for  the  choice  of  various  procedures  and  will  include  some 
remarks  on  the  use  of  preoperative  x-ray  therapy.  Presentation 
of  some  of  the  results  obtained  during  the  past  four  years  at 
The  Johns  Hopkins  Hospital  will  also  be  included  in  this  talk. 

(12:00)  Recess. 


2:30  p.m. 

Parlor  B,  Granada  Hotel 

5.  (2:30)  Business  Meeting. 

6.  (3:15)  Teflon  and  Stainless  Steel  Piston  Opera- 
tion for  Otosclerosis. 

John  J.  Shea,  Memphis. 

Nearly  five  years  have  passed  since  the  first  piston  prosthesis 
was  used.  A great  advance  in  conservative  management  of 
patients  with  obliterative  otosclerosis,  the  piston  has  some 
disadvantages  in  the  management  of  patients  with  localized 
otosclerosis.  For  these  patients  we  have  returned  to  the  ante- 
rior crurotomy  operation  and  found  it  to  be  effective  and  safe 
and  for  these  reasons  far  superior  to  the  piston  prosthesis. 

7.  (3:45)  Vascular  Aspects  of  Inner  Ear  Disease. 

James  K.  Wood,  Jr.,  Houston. 

The  inner  ear  with  hearing  and  balance  functions  is  supplied 
by  an  end  artery.  Adequate  vascular  supply  to  the  inner  ear 


may  not  only  conserve  these  functions  but  may  act  as  a warn- 
ing system  to  the  entire  vascular  system  of  the  body.  Related 
cerebrovascular  mechanisms,  vascular  diseases,  and  the  neces- 
sity for  early  recognition  and  management  of  inner  ear 
disease  will  be  discussed. 

8.  (4:15)  Management  of  the  Child  with  Recurrent 
Otitis  Media. 

John  E.  Bordley,  Baltimore. 

One  of  the  oldest  in  otolaryngology,  this  problem  is  still  open 
for  general  debate.  Various  methods,  some  conflicting,  for  the 
control  of  recurrent  otitis  media,  both  acute  bacterial  and  the 
serous  type,  have  been  advocated  by  well  known  otologists. 
This  talk  will  cover  some  of  the  basic  underlying  factors 
causing  recurrent  otitis  media  and  outline  some  of  the  methods 
in  use. 


5 p.m. 

Parlor  A,  Granada  Hotel 

9.  (5:00)  Social  Hour. 

SATURDAY,  MAY  1,  10  a.m.-4:30  p.m. 

Parlor  B,  Granada  Hotel 

10.  (10:00)  Conservative  Surgical  Management  of 
Chronic  Otitis  Media. 

John  J.  Shea,  Baltimore. 

In  operating  on  a patient’s  only  ear,  it  is  necessary  to  be 
doubly  careful.  In  the  management  of  these  patients,  a culture 
and  sensitivity  must  be  taken  frequently  to  be  certain  the 
correct  antibiotic  is  being  given.  Local  cleaning,  opening  of 
the  eustachian  tube,  and  application  of  the  appropriate  anti- 
biotics, together  with  local  steroid  ointment  to  reduce  the 
reaction  in  the  ear  prior  to  operation,  are  important.  Great 
care  must  be  taken  to  avoid  motion  of  the  stapes  that  might 
tear  the  annular  ligament  and  allow  bacteria  to  get  into  the 
vestibule.  On  one  occasion  this  was  the  cause  of  some  further 
cochlear  loss  in  a patient  with  an  otherwise  perfect  operation. 
If  necessary,  a procedure  can  first  be  done  in  which  the  infec- 
tion is  controlled  and  the  drum  grafted.  At  a later  date  an 
attempt  can  be  made  to  rebuild  the  sound  conducting  mecha- 
nism of  the  middle  ear.  The  use  of  a prosthesis  is  to  be  avoided 
when  any  other  method  of  sound  restoration  can  be  used. 

11.  (10:45)  Local  Infusion  Chemotherapy  and  a 
Report  on  Arterial  Catheters. 

William  L.  Watson,  Dallas. 

Introduction. 

Dan  Corgill,  Dallas. 

In  an  effort  to  determine  the  cause  of  arterial  wall  damage 
which  was  discovered  in  patients  undergoing  intra-arterial 
chemotherapy,  a technique  has  been  developed  for  insertion 
and  repeated  infusions  through  catheters  in  the  common  carotid 
arteries  of  dogs.  Carrier  solutions  were  infused,  both  with 
and  without  0.12  percent  hydrogen  peroxide.  Teflon  catheter 
assemblies  have  been  developed  which  are  superior  to  other 
catheters  tested.  Findings  from  case  reports  of  local  infusion 
chemotherapy  patients  are  included  when  related  to  experi- 
mental findings. 

12.  (11:15)  Modem  Indications  for  Tonsillar  Sur- 
gery. 

John  E.  Bordley,  Baltimore. 

The  general  assault  on  tonsils,  particularly  those  of  children, 
which  used  to  be  in  vogue  before  the  antibiotic  period,  has 
changed.  Today,  otolaryngologists  are  trying  to  evaluate  ton- 
sillectomy and  develop  yardsticks  upon  which  decisions  can  be 
made  concerning  tonsillectomy.  As  one  of  the  most  frequently 
performed  surgical  procedures  carried  out  in  the  world,  ton- 
sillectomy deserves  periodic  evaluation,  especially  in  relation 
to  tho' extensive  new  therapeutic  measures  now  available  to  the 
pediatrician,  the  general  practitioner,  and  the  otolaryngologist. 
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(12:00)  Recess. 


2:30  p.m. 

Parlor  B,  Granada  Hotel 

13.  (2:30)  Laryngoceles : Diagnosis  and  Manage- 
ment— Case  Report. 

Claude  C.  Cody,  III,  Houston. 

Laryngoceles  probably  occur  more  often  than  is  suspected.  Only 
some  170  cases  have  been  reported  at  the  present  time:  but  new 
techniques  in  diagnosis,  which  include  tomograms  and  laryngo- 
grams,  indicate  greater  frequency  of  occurrence.  A one-stage 
operation  will  be  described  with  its  advantages.  The  history, 
symptoms,  diagnosis,  and  treatment  are  to  be  discussed,  as  well 
as  the  differential  diagnosis  of  tumors  in  the  neck. 

14.  (3:00)  Mastoid  Disease  Masked  by  Antibiotics. 

Paul  J.  Marmesh,  San  Antxinio. 

A series  of  acute  and  chronic  mastoid  cases  operated  on  during 
the  past  year  will  be  presented.  The  varying  degrees  of  middle 
ear  damage  and  mastoid  destruction  will  be  presented.  The 
role  of  antibiotic  use  in  the  treatment  of  the  disease  and  at 
time  of  surgery  will  be  emphasized. 

15.  (3:30)  Medical  and  Surgical  Treatment  of  Ver- 
tigo, Sudden  Hearing  Loss,  and  Other  Inner  Ear 
Conditions. 

John  J.  Shea,  Memphis. 

In  the  management  of  these  problems  it  is  necessary  to  have 
some  reasonable  hypothesis  as  to  what  is  happening  in  the 
ear  upon  which  treatment  reasonably  can  be  based.  Endolym- 
phatic hydrops  is  probably  due  to  an  increased  secretion  of 
endolymph  by  the  stria  vascularis  faster  than  it  can  be  ab- 
sorbed. This  causes  a dilatation  of  the  membranous  labyrinth 
which  somehow  expands  to  the  point  where  the  attacks  of 
vertigo  no  longer  occur,  but  the  hearing  deteriorates.  If  some- 
thing can  be  done  to  lessen  the  overproduction  of  endolymph, 
or  shunt  it  away  before  it  reaches  the  irreversible  last  stage, 
it  would  be  of  great  benefit.  Unfortunately  nothing  will  do 
this  every  time.  Sudden  hearing  loss  is  probably  due  to  rupture 
of  the  basilar  membrane,  which  may  or  may  not  heal.  There  is 
no  reasonable  treatment  of  this  condition. 


SECTION  ON  PATHOLOGY 

Chairman — Jack  P.  Abbott,  Houston. 
Secretary — George  Race,  Dallas. 


FRIDAY,  APRIL  30,  2:30-5  p.m. 

Meeting  Room  D,  Villita  Assembly  Hall 

1.  (2:30)  Recent  Advances  in  Laboratory  Diagno- 
sis of  Infectious  Mononucleosis. 

Israel  Davidsohn,  Chicago. 

2.  (2:50)  Leukocyte  Chromosomal  Abnormalities  13 
Years  After  1-131  Treatment  of  Hyperthyroidism. 

William  H.  Beierwaltes,  Ann  Arbor,  Mich. 

In  91  patients  treated  for  hyperthyroidism  with  1-131  and 
followed  up  to  13  years,  31  of  54  had  an  abnonnal  incidence 
of  a nonmodal  number  of  chromosomes,  abnormalities  of  ploidy, 
and  more  than  the  normal  range  of  achromatic  lesions.  Whereas 
none  of  the  18  nonirradiated  controls  matched  for  age  showed 
chromosomal  aberrations,  12  of  the  54  1-131  treated  patients 
showed  these  aberrations. 


3.  (3:10)  Mechanisms  in  Pulmonary  Revasculari- 
zation. 

Averill  A.  Liebow,  New  Haven,  Conn. 

From  analysis  of  events  after  interruption  of  the  pulmonary 
artery,  it  is  evident  that  mechanical  events,  particularly  decrease 
in  peripheral  resistance,  play  a dominant  role  in  enlargement 
of  collateral  circulation.  The  more  rapid  expansion  of  collaterals 
in  newborn  animals  suggests  a hormonal  influence,  and  this  is 
confirmed  in  a quantitative  experimental  demonstration  of 
inhibition  by  cortisone  and  stimulation  by  growth  hormone. 
Increase  of  vasoactive  substances  after  the  first  few  days  of 
growth  of  collateral  vessels  has  also  been  demonstrated. 

4.  (3:40)  Autoimmune  Hematologic  Syndromes. 

Israel  Davidsohn,  Chicago. 

5.  (4:00)  Hypersensitivity  Reactions  in  the  Lung. 

Averill  A.  Liebow,  New  Haven,  Conn. 

Hypersensitivity  in  the  lung  may  be  (1)  primarily  exudative — 
manifested  in  pulmonary  edema,  alveolitis,  capillaritis,  or  hya- 
line membrane  formation;  (2)  primarily  bronchial — manifested 
in  excessive  secretion  or  spasm  as  in  asthma,  in  eosinophilic 
polypoid  bronchiolitis,  or  in  exfoliation  associated  with  exfolia- 
tive dermatitis:  (3)  primarily  vascular — as  in  Wegener’s  granu- 
lomatosis, generalized  polyangiitis,  Loeffler’s  syndrome,  or  pos- 
sibly Goodpasture’s  syndrome:  (4)  primarily  parenchymal — as 
in  farmer’s  lung,  maple  bark  disease,  berylliosis,  rheumatoid 
disease,  or  “plasma  cell  granuloma.’’  Some  overlapping  in  the 
various  reactions  can  occur. 

6.  (4:20)  Studies  on  the  Shwartzman  Phenomenon. 

Giulio  Gabbiani,  Montreal. 

Bilateral  cortical  necrosis  of  the  kidney  (generalized  Shwartz- 
man reaction)  has  repeatedly  been  produced  with  bacterial 
endotoxins.  This  lesion  also  has  its  parallel  in  human  pathology 
in  acute  septicemic  states  and  pregnancy  toxemia.  Recently,  we 
have  been  able  to  produce  in  the  rat,  renal  lesions  resembling 
those  of  generalized  Shwartzman  phenomenon  by  a single  in- 
jection of  RES-blocking  agents  in  animals  which  have  been 
previously  submitted  to  stress  or  treated  with  adrenalin. 
Further  experiments  will  be  necessary  to  clarify  the  patho. 
genesis  of  this  lesion,  but  it  can  already  be  concluded  that  a 
specific  endotoxication  is  not  essential  for  the  production  of 
this  type  of  lesion. 


SATURDAY,  MAY  1,  2:30-5  p.m. 

Meeting  Room  2,  Villita  Assembly  Hall 

Joint  Session:  Sections  on  Pathology,  Digestive  Dis- 
eases, Internal  Medicine,  Radiology,  and  Surgery. 

7.  (2:30)  Background  Information  on  Aerospace 
Medicine. 

Lawrence  E.  Lamb,  Brooks  Air  Force  Base. 

8.  (2:55)  Weightlessness. 

Maj.  Perry  B.  Miller,  Brooks  Air  Force  Base. 

9.  (3:20)  Aeromedical  Evaluation. 

Lt.  Col.  Robert  L.  Johnson, 
Brooks  Air  Force  Base. 

(3:45)  Intermission. 

10.  (4:05)  Medical  Monitoring  in  High  Perform- 
ance Aircraft. 

James  A.  Roman, 
Edwards  Air  Force  Base,  Calif. 

11.  (4:30)  Experience  in  Manned  Space  Flight. 

Maj.  Duane  E.  Graveline, 
Brooks  Air  Force  Base. 
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12.  (4:55)  Summary. 

Lawrence  E.  Lamb,  Brooks  Air  Force  Base. 
(5:00)  Adjournment. 


SECTION  ON  PEDIATRICS 

Chairman — David  M.  Mumford,  Houston. 
Secretary — William  S.  Conkling,  Navasota. 


FRIDAY,  APRIL  30,  2:30-5  p.m. 

Crystal  Ballroom,  Granada  Hotel 
David  M.  Mumford,  Houston,  Presiding. 

1.  (2:30)  Review  of  Ventriculoatrial  Shunts  in  In- 
fantile Hydrocephalus. 

Marvin  C.  Overton,  III,  Galveston. 

Use  of  ventriculoatrial  shunts  will  be  critically  reviewed.  Correla- 
tion of  cortical  thickness,  CSF  quality,  etiology*  spina  bifida, 
and  other  factors  upon  duration  of  valve  function,  number  of 
revisions,  infection,  and  intelligence  will  be  considered.  Cause 
of  death,  complications,  survival  time  after  shunting,  incidence 
of  new  cases,  revisions,  deaths  per  year,  and  duration  of  func- 
tion of  survivors  will  be  reviewed. 

2.  (3:00)  Complications  of  Steroid  Therapy  in  Chil- 
dren. 

William  J.  Oliver,  Ann  Arbor,  Mich. 

Complications  of  steroid  therapy  are  increasing.  Certain  ones, 
as  hypopotassemia  and  osteoporosis,  are  an  accentuation  of  the 
physiologic  action  of  these  agents ; others,  such  as  enhanced 
susceptibility  to  infection,  pseudotumor  cerebri,  and  cataracts, 
have  been,  less  easily  understood.  Recognizing  circumstances 
contributing  to  development  of  complications  will  help  effect  pre- 
vention. For  others,  early  detection  permits  prompt  treatment. 

3.  (3:30)  Middle  Ear  Allergy  in  Children:  Treat- 
ment and  Results. 

Theodore  J.  Haywood,  Houston. 

Middle  ear  allergy  in  childhood  encompasses  several  diseases 
of  which  secretory  otitis  media  is  the  most  prevalent.  Secretory 
otitis  media  may  have  a multiple  etiology  and  its  proper  man- 
agement depends  upon  a definite  etiologic  diagnosis,  of  which 
allergy  is  frequently  overlooked.  Various  methods  of  treatment, 
together  with  their  results,  are  to  be  reviewed.  A clinical  survey 
reporting  results  of  anti-allergic  management  of  200  atopic 
children  with  chronic  secretory  otitis  media  will  be  presented. 

4.  (4:00)  Problem  of  the  Child  with  Frequent  In- 
fections. 

William  J.  Oliver,  Ann  Arbor,  Mich. 

Increased  susceptibility  to  infection  may  result  from  altered 
local  defense  mechanism,  from  altered  systemic  defense  mecha- 
nisms, and  from  varying  combinations  of  these.  In  the  child 
with  a history  of  increased  number  and  severity  of  infections, 
an  orderly  approach  for  investigating  local  and  systemic  defects 
can  be  conducted  without  elaborate  or  unusual  clinical  and 
laboratory  techniques.  The  diagnostic  and  therapeutic  manage- 
ment of  this  problem  will  be  discussed. 

5.  (4:30)  Panel:  Problem  of  the  Child  with  Fre- 
quent Infections. 

Moderator:  David  M.  Mumford,  Houston. 

Panelists:  Heinz  Eichenwald,  Dallas; 

Allen  H.  Kline,  Houston; 
William  J.  Oliver,  Ann  Arbor,  Mich.;  and 
T.  S.  Painter,  Jr.,  Austin. 


(5 :00)  Adjourn. 

SATURDAY,  MAY  1,  2:30-5  p.m. 

Crystal  Ballroom,  Granada  Hotel 
William  S.  Conkling,  Navasota,  Presiding. 

6.  (2:30)  Deafness  in  Children. 

John  E.  Bordley,  Baltimore. 

This  presentation  will  deal  primarily  with  the  discussion  of  the 
determination  of  hearing  loss  in  a group  of  very  young  children. 
It  will  discuss  the  methods  used  for  such  determinations.  Studies 
done  during  four  years  in  the  Perinatal  Collaborative  Research 
Program  will  be  presented.  Most  of  the  material  will  be  taken 
from  the  study  at  the  Johns  Hopkins  Hospital  in  which  there  are 
presently  more  than  4,000  children  enrolled.  In  this  research 
project,  simple  methods  for  testing  auditory  responses  have  been 
developed  and  put  in  use.  Careful  follow-up  studies  have  now 
been  completed  for  the  first  three  years  of  life  on  a large  group 
of  these  children.  Some  interesting  correlations  have  been  found 
between  the  early  examinations  and  those  of  later  years.  There 
will  be  a discussion  of  the  relationship  between  auditory  findings 
and  the  neurological  and  psychological  findings  at  the  end  of 
three  years. 

7.  (3:00)  Practical  Radioisotope  Diagnostic  Proce- 
dures in  Pediatrics. 

William  H.  Beierwaltes,  Ann  Arbor,  Mich. 

The  place  of  radioisotope  procedures  in  the  diagnosis  of  brain 
tumors  and  thyroid,  lung,  heart,  liver,  pancreas,  spleen,  and 
renal  disease  will  be  presented.  Evidence  will  be  presented  that 
no  proof  exists  today  that  the  amount  or  type  of  radiation 
delivered  hy  these  procedures  is  more  harmful  than  nonradio- 
isotope diagnostic  procedures. 

8.  (3:30)  Metabolic  Alkalosis  in  Infancy. 

Luther  Travis,  Galveston. 

9.  (4:00)  Pyelonephritis  in  Children. 

William  J.  Oliver,  Ann  Arbor,  Mich. 

The  diagnosis  of  pyelonephritis  in  children  has  been  aided  by 
simplified  techniques  for  quantitating  bacteria  in  urine.  In  some 
children  with  proven  urinary  tract  infe(jtions,  newer  methods 
of  study  have  shown  anatomic  defects  which  can  be  corrected. 
For  patients  without  correctable  defects,  prolonged  antibacterial 
therapy  is  indicated,  with  appropriate  follow-up.  The  approa<^tea 
to  recognition  of  urinary  tract  infection,  to  diagnosis  of  cor- 
rectable defects,  and  to  planning  treatment  and  follow-up  will 
be  discussed. 

10.  (4:30)  Panel:  Pyelonephritis  in  Children. 

Moderator:  Charles  W.  Daeschner,  Jr., 

Galveston. 

Panelists:  L.  Leighton  Hill,  Houston; 

Luther  Travis,  Galveston;  and 
William  J.  Oliver,  Ann  Arbor,  Mich. 

(5 :00)  Adjourn. 


SECTION  ON  PUBLIC  HEALTH 

Chairman — William  R.  Ross,  San  Antonio. 

Secretary — Charles  A.  Pigford,  Houston. 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday  at  7 p.m..  Parlor  B,  Granada 
Hotel.  Conference  of  City  and  County  Health  Officers  will  be 
held  Friday  at  2 :30  p.m..  Parlor  C,  Granada  Hotel.  See  Spe- 
cialty Programs  section  for  details.) 
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SATURDAY,  MAY  1,  2:30-5  p.m. 

Parlor  C,  Granada  Hotel 

1.  (2:30)  Community  Health  Services  Today  and 
in  the  Future. 

Wilson  T.  Sowder,  Jacksonville,  Fla. 

In  presentation  of  today’s  complexities  in  developing  and  main- 
taining community  health  services  and  the  need  for  support  by 
federal,  state,  and  local  governing  and  appropriating  bodies 
for  health  agencies,  the  disadvantages  of  fragmentation  and 
dispersion  of  health  programs,  and  the  need  for  medical  leader- 
ship in  the  planning  and  direction  of  health  programs  will  be 
pointed  out. 

(2:50)  Discussion. 

2.  (3:00)  Encephalitis  Sentinel  Program. 

Charles  M.  Parker,  Wichita  Falls. 


4.  (3:35)  Radiologic-Legal  Aspects  of  the  Battered  S 

Child  Syndrome.  \ 

Carl  C.  Peterson,  and 
Mr.  P.  Lari-y  Pascoe,  LL.B.,  Dallas. 

Among  the  steps  necessary  to  process  child  abuse  cases,  two 
are  of  primary  import:  (1)  uninhibited  reporting  of  cases  by  ' 
physicians,  and  (2)  evidence  that  will  convince  the  civil  court 
that  the  abused  child  should  be  declared  dependent.  Why 
specific  legislation  to  protect  the  reporting  physician  from 
libel  and  breach  of  confidence  suits  is  necessary  will  be  dis- 
cussed. A review  of  the  laws  existing  in  21  other  states  and  an 
analysis  of  the  critical  legal  reviews  of  these  statutes  is  given. 
Reliability  of  radiologic  evidence  will  be  discussed. 

5.  (3:55)  Cinefluorography  of  the  Urinary  Tract. 

R.  Lynn  Turner,  Dallas. 

A discussion  on  technique,  equipment,  indication,  and  advan- 
tages of  cinefluorographic  conditions  v^ill  be  given  as  well  as  • 
normal  variations  in  anatomy  which  must  be  recognized  to  avoid 
errors  in  interpretation.  t 


(3:20)  Discussion. 

3.  (3:30)  Vaccination  Assistance  Program. 

John  R.  Hall,  Houston. 

(3:50)  Discussion. 

4.  (4:00)  Review  of  Yellow  Fever  and  the  Aedes 
Aegypti  Eradication  Program. 

Sidney  C.  Brockman,  San  Antonio. 

(4:20)  Discussion. 


SECTION  ON  RADIOLOGY 

Chairman — George  F.  Crawford,  Beaumont. 
Secretary — Winston  E.  Riley,  Corpus  Christi. 


FRIDAY,  APRIL  30,  2:30-5  p.m. 

Meeting  Room  A,  Villita  Assembly  Hall 

1.  (2:30)  Intravenous  Aortography  and  Placentog- 
raphy. 

Melvyn  H.  Shreiber,  Galveston. 

Indications,  technique,  and  results  of  intravenous  abdominal 
aortography  and  placentography  will  be  presented  along  with 
comments  regarding  hazards  and  reliability  of  the  procedure. 
Examples  to  be  illustrated  will  be  aortic  aneurysms,  obstructions 
and  other  lesions,  and  placenta  previa,  marginal  and  central. 
In  properly  selected  patients  the  examination  is  simple,  safe, 
and  reliable. 


6.  (4:15)  Recent  Activities  of  the  American  Col-  i 
lege  of  Radiology.  ! 

David  S.  Carroll,  Memphis.  ' 

Radiology  currently  faces  special  and  acute  problems  in  the 
areas  of  in-hospital  radiological  practice,  coverage  under  hospi- 
talization insurance  contracts,  and  inclusion  as  a hospital  service 
under  federal  legislation.  Much  of  the  activity  of  the  American 
College  of  Radiology  has  been  directed  toward  preserving  free- 
dom in  the  practice  of  the  medical  specialty  of  radiology.  • 


SATURDAY,  MAY  1,  2:30-5  p.m. 

Meeting  Room  2,  Villita  Assembly  Hall 

Joint  Session:  Sections  on  Radiology,  Digestive  Dis- 
eases, Internal  Medicine,  Pathology,  and  Surgery. 

7.  (2:30)  Background  Information  on  Aerospace 
Medicine. 

Lawi’ence  E.  Lamb,  Brooks  Air  Force  Base. 

8.  (2:55)  Weightlessness. 

Maj.  Perry  B.  Miller,  Brooks  Air  Force  Base. 

9.  (3:20)  Aeromedical  Evaluation.  S 

Lt.  Col.  Robert  L.  Johnson,  | 
Brooks  Air  Force  Base.  I 

(3:45)  Intermission. 

10.  (4:05)  Medical  Monitoring  in  High  Perform- 
ance Aircraft. 

James  A.  Roman, 
Edwards  Air  Force  Base,  Calif. 


2.  (2:50)  Angiographic  Studies  of  Bone  and  Soft 
Tissue  Tumors. 

John  P.  McGraw,  Houston. 

The  malignant  nature  of  bone  and  soft  tissue  tumors  can  be 
predicted  with  a high  degree  of  accuracy  based  on  age,  history, 
location,  size,  calcification,  degree  and  site  of  new  bone  for- 
mation, and  bone  destruction.  However,  angiographic  studies 
of  these  malignant  tumors  show  a characteristic  abnormal 
vascular  pattern  that  enables  the  radiologist  to  predict  with 
complete  accuracy  the  malignant  nature  of  tumors  showing 
this  pattern. 


3.  (3:10)  Organ  Scanning. 

Merrill  A.  Bender,  Buffalo. 


11.  (4:30)  Experience  in  Manned  Space  Flight. 

Maj.  Duane  E.  Graveline, 
Brooks  Air  Force  Base. 

12.  (4:55)  Summary. 

Latvrence  E.  Lamb,  Brooks  Air  Force  Base. 

(5:00)  Adjournment. 


Register  NOW  for  Tennis  Tournament 
See  Details,  Page  246 
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SECTION  ON  SURGERY 

Chairman — E.  H.  Baskin,  Waco. 

Secretary — A.  0.  Singleton,  Jr.,  Galveston. 

FRIDAY,  APRIL  30,  2:30-5  p.m. 

Meeting  Room  3,  Villita  Assembly  Hall 

1.  (2:30)  Vagotomy  and  Pyloroplasty  in  the  Man- 
agement of  Duodenal  Ulcer. 

William  Klingensmith,  Jr.,  Amarillo, 

For  6%  years,  Dr.  Klingensmith  has  used  vagotomy  and  pylo- 
roplasty for  all  peptic  ulcerations  of  the  duodenum  unless  pylo- 
roplasty technically  was  impossible ; then  he  has  used  gastro- 
enterostomy. He  has  experience  with  about  175  cases  now,  and 
will  present  indications  for  the  procedure  with  some  views  of  the 
technique,  summarizing  results  and  discussing  the  rationale  of 
vagotomy.  He  has  not  done  a gastrectomy  for  benign  duodenal 
ulceration  during  this  time,  and  although  all  cases  were  not 
completely  successful,  none  have  been  subjected  to  reoperation. 

2.  (3:00)  Surgical  Management  of  Functioning  Tu- 
mors of  the  Pancreas. 

William  H.  ReMine,  Rochester,  Minn. 

Not  long  ago  many  surgeons  were  reluctant  to  attack  lesions  of 
the  pancreas.  Development  of  more  sophisticated  diagnostic 
techniques  and  their  application  to  the  diagnosis  of  functioning 
pancreatic  tumors  has  made  possible  earlier  recognition  of  such 
lesions.  A better  understanding  of  the  anatomy  and  basic  physi- 
ology of  the  pancreas  has  enabled  surgeons  to  approach  and 
manage  better  both  insulin-producing  and  non-insulin-producing 
islet  cell  tumors  of  the  pancreas. 

3.  (3:30)  Diagnosis,  Pathology,  and  Treatment  of 
Pulmonary  Embolism. 

David  C.  Sabiston,  Jr.,  Durham,  N.  C. 

Pulmonary  embolism  continues  to  represent  a serious  compli- 
cation of  a variety  of  medical  and  surgical  disorders.  One  of  the 
principal  difficulties  in  the  past  has  been  the  establishment  of 
a firm  diagnosis  of  this  condition.  A method  has  been  evaluated 
for  the  relatively  simple  diagnosis  of  pulmonary  embolism  by 
radioactive  pulmonary  scanning.  Pulmonary  arteriography  is 
also  useful  in  the  diagnosis  of  this  condition.  The  clinical  mani- 
festations, diagnosis,  and  appropriate  surgical  therapy  of  pul- 
monary embolism  will  be  discussed. 

4.  (4:00)  Conservation,  Surgical,  and  Bowel  Com- 
plications in  Endometriosis, 

Joseph  H.  Pratt,  Rochester,  Minn. 

A short  discussion  will  be  given  of  the  principal  complications 
when  ovarian  tissue  is  left  after  conservative  surgery.  Emphasis 
is  placed  on  the  need  to  cover  raw  areas,  to  keep  ovaries  out  of 
the  cul-de-sac  and  the  possible  iatrogenic  damage  to  ureter  or 
colon.  Endometriosis  of  the  bowel  may  narrow  or  obstruct  the 
lumen,  may  be  difficult  to  denote  from  malignancy,  or  may  cause 
abdominal  pain.  The  reasons  for  choosing  local  excision,  seg- 
mental resection,  and  castration  are  discussed  and  illustrated  by 
case  histories. 

5.  (4:30)  A New  Look  at  Villous  Adenomas. 

James  D.  McMurrey,  Houston. 

Recent  publications  express  doubt  that  adenomatous  polyps 
produce  a significant  number  of  invasive  carcinomas  of  the 
colon.  This  stimulated  review  of  villous  adenomas  and  cancers 
of  the  colon.  Over  50  percent  of  villous  adenomas  had  demon- 
strable carcinoma  in  situ  or  were  invasive  carcinoma  at  the  time 
of  diagnosis. 


SATURDAY,  MAY  1,  2:30-5  p.m. 

Meeting  Room  2,  Villita  Assembly  Hall 


Joint  Session:  Sections  on  Digestive  Diseases,  In- 
ternal Medicine,  Pathology,  Radiology,  and  Surgery. 

6.  (2:30)  Background  Information  on  Aerospace 
Medicine. 

Lawrence  E.  Lamb,  Brooks  Air  Force  Base. 

7.  (2:55)  Weightlessness. 

Maj.  Perry  B.  Miller,  Brooks  Air  Force  Base. 

8.  (3:20)  Aeromedical  Evaluation. 

Lt.  Col.  Robert  L.  Johnson, 
Brooks  Air  Force  Base. 

(3:45)  Intermission. 

9.  (4:05)  Medical  Monitoring  in  High  Performance 
Aircraft. 

James  A.  Roman, 
Edwards  Air  Force  Base,  Calif. 

10.  (4:30)  Experience  in  Manned  Space  Flight. 

Maj.  Duane  E.  Graveline, 
Brooks  Air  Force  Base, 

11.  (4:55)  Summary. 

Lawrence  E.  Lamb,  Brooks  Air  Force  Base. 

(5 :00)  Adjournment. 


Specialty  Programs 


CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin. 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday  at  7 p.m.,  Parlor  B,  Granada  Hotel. 
The  Section  on  Public  Health  of  the  Texas  Medical  Association 
will  be  held  Saturday  from  2 :30  to  5 p.m.,  Parlor  C,  Granada 
Hotel.  See  Section  Meetings  section  and  elsewhere  in  this 
Specialty  Programs  section  for  details.) 


FRIDAY,  APRIL  30,  2:30-5  p.m. 

Parlor  C,  Granada  Hotel 

1.  (2:30)  Coordination  and  Adminstration  in  the 
Field  of  Public  Health. 

Wilson  T.  Sowder,  Jacksonville,  Fla. 

This  paper  will  deal  primarily  with  the  necessity  and  the  ways 
and  means  of  working  amicably  with  public  and  private  agencies 
outside  of  the  health  department.  It  will  cover  relationships 
in  both  horizontal  and  vertical  directions ; and  relationships 
with  both  health  and  non-health  agencies  that  are  necessary 
to  a local  health  program. 

2.  (3:00)  Highlights  of  the  Governor’s  Committee 
Report  on  the  Eradication  of  Tuberculosis  in  Texas. 

Charles  A.  LeMaistre,  Dallas. 

(3:20)  General  Discussion. 

3.  (3:30)  Summary  of  Citizens’  Committee  Report 
on  a Mental  Health  Plan  for  Texas. 

Cyril  J.  Ruilmann,  Austin. 
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(3:50)  General  Discussion. 

2.  (8:30)  Call  to  Order. 

James  D.  Murphy,  Fort  Worth. 

4.  (4:00)  The  1964  Outbreak  of  Encephalitis  in 
Houston. 

Charles  A.  Pigford,  Houston. 

3.  (8:33)  Welcome:  Objectives  of  the  Orientation 
Program. 

(4:20)  General  Discussion. 

Travis  Smith,  Abilene. 

5.  (4:30)  The  1964  Outbreak  of  Encephalitis  in 
West  Texas. 

Joseph  T.  Marshall,  Plainview. 

4.  (8:40)  An  Accounting  of  Stewardship;  What 
Happens  to  Your  Dues? 

Byron  P.  York,  Houston. 

(4:50)  General  Discussion. 

5.  (9:00)  The  Best  Medical  Care  for  All  Texans. 

Mr.  C.  Lincoln  Williston,  Austin. 

CONFERENCE  ON  PREMEDICAL 
AND  MEDICAL  EDUCATION 

6.  (9:30)  Medical  Ethics — Obligations  of  the  Physi- 
cian to  His  Colleagues  and  to  the  Profession. 

James  H.  Sammons,  Highlands. 

Moderator — Russell  L.  Deter,  El  Paso,  Chairman, 
Committee  on  Liaison  with  Medical  Schools 

(9:50)  Coffee  Break. 

7.  (10:00)  Call  to  Order. 

A Refresher  Course  on  Premedical  Education 
(The  Conference  on  Premedical  and  Medical  Education  is  spon- 
sored by  the  Committee  on  Liaison  with  Medical  Schools.) 

Charles  Max  Cole,  Dallas. 

8.  (10:01)  The  Physician’s  Responsibility  as  a 
Citizen. 

Robert  Mayo  Tenery,  Waxahachie. 

FRIDAY,  APRIL  30,  2:30  p.m. 

Grand  Ballroom,  Granada  Hotel 

9.  (10:20)  Doctor-Patient  Relations. 

Walter  Walthall,  San  Antonio. 

1.  Introduction. 

Russell  L.  Deter,  El  Paso. 

10.  (10:40)  Serving  the  Doctors  of  Texas. 

Mr.  Donald  M.  Anderson,  Austin. 

2.  Medical  School. 

Speaker  pending. 

(11:00)  Rest  Break. 

11.  (11:05)  The  Physician’s  Responsibility  in  Pre- 

3. Premedical  Education. 

Robert  W.  Lackey,  Ph.D.,  Dallas. 

serving  Voluntary  Health  Insurance. 

A.  Rex  Kirkley,  Dallas. 

4.  Premedical  Program  of  the  Undergraduate 
College. 

Harold  A.  Jeskey,  Ph.D.,  Dallas. 

12.  (11:20)  The  Veterans  Administration  Hospital 
Program:  Its  Effect  LTpon  the  Private  Practice  of 
Medicine. 

Milton  V.  Davis,  Dallas. 

5.  The  Premedical  Education  Program  at  the  Level 
of  the  Junior  and  Senior  High  School. 

Mr.  Frank  I.  Gary,  El  Paso. 

13.  (11:35)  Legal  Aspects  of  Medicine:  Malpractice 
— How  to  Avoid  It. 

Mr.  Philip  R.  Overton,  LL.B.,  Austin. 

6.  The  Physician  in  Practice. 

Peter  B.  Kamin,  San  Antonio. 

(12:15)  Adjournment. 

7.  Question  and  Answer  Period. 

SOCIETY  OF  LIFE  INSURANCE 

8.  Summary. 

James  R.  Schofield,  Houston. 

MEDICAL  DIRECTORS  OF  TEXAS 

(The  Society  of  Life  Insurance  Medical  Directors  will  sponsor  a 
Hospitality  Suite  in  the  St.  Anthony  Hotel  Thursday,  Friday,  and 
Saturday.  All  Texas  Medical  Association  members  are  invited  to 

TEXAS  MEDICAL  ASSOCIATION 
ORIENTATION  PROGRAM 

visit  the  suite.  Suite  number  will  be  posted  in  the  lobby.) 

Corresponding  Secretary — Miss  Florence  Ferguson, 
Dallas. 

FRIDAY,  APRIL  30,  8 a.m. 

SATURDAY,  MAY  1,  12:15  p.m. 

Crystal  Ballroom,  Granada  Hotel 

Hunt  Room,  St.  Anthony  Hotel 

1.  (8:00)  Registration. 

1.  (12:15)  Luncheon  Meeting. 
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SYMPOSIUM  ON  ALCOHOLISM 


1.  (10:00)  Opening  Remarks. 

Heinrich  Lamm,  Harlingen. 


(The  Symposium  on  Alcoholism  is  sponsored  by  the  Texas  Com- 
mission on  Alcoholism  and  The  University  of  Texas.)  2.  (10:05)  Legal  Aspects  of  Traffic  Problems. 

Mr.  James  P.  Economos,  Chicago. 


THURSDAY.  APRIL  29,  8 p.m. 

Crystal  Ballroom,  Granada  Hotel 

1.  (8:00)  Approaching  the  Problem  of  Alcoholism. 

Marvin  A.  Block,  Buffalo. 

This  is  a general  approach  to  the  problem  of  alcoholism,  describ- 
ing the  various  types  of  alcoholics  with  the  psychiatric  back- 
grounds which  lead  them  to  their  drinking  problems.  There  is 
also  a delineation  of  the  various  types  of  alcoholics,  classified 
according  to  their  drinking  patterns,  and  the  recognition  of  the 
individuals  suffering  from  the  disease.  The  importance  of  early 
detection  and  treatment  is  emphasized,  and  the  role  of  the  physi- 
cian in  meeting  the  problem  is  described. 


SYMPOSIUM  ON  NUTRITION 

Chairman,  Committee  on  Nutrition,  Texas  Medical 
Association — Ralph  G.  Greenlee,  Midland. 

Nutritional  Problems  of  Digestive  Diseases 

(The  Symposium  on  Nutrition  is  sponsored  by  the  Committee 
on  Nutrition  of  the  Texas  Medical  Association.) 


3.  (10:20)  Low  Velocity  Impact. 

Harold  A.  Fenner,  Hobbs,  N.  M. 

(10:35)  Coffee  Break. 

4.  (10:50)  Car  Design  and  Prevention  of  Injuries 
in  Accidents. 

Mr.  Roy  C.  Haeusler,  Detroit. 

5.  (11:05)  Alcoholic  Drivers. 

Horace  E.  Campbell,  Denver. 

Alcoholic  drivers  are  the  cause  of  more  than  one-half  of  our 
fatal  and  critical  accidents  on  the  road.  Current  laws  allow  a 
driver  to  imbibe  six  to  eight  ounces  of  100  proof  whisky  on  an 
empty  stomach  within  the  last  hour  before  driving,  and  be  rated 
as  sober.  This  is  completely  unscientific,  and  until  we  are 
willing  to  allow  no  more  than  one,  or  at  most,  two  ounces, 
and  make  it  stick,  we  will  not  solve  our  traffic  death  and  in- 
jury problem. 

6.  (11:20)  Report  of  Subcommittee  for  President’s 
Committee  on  Highway  Safety  (Medical  Aspects  of 
Driver’s  Licensing,  Alcohol  and  Drugs,  Emergency 
Care  and  Transportation  of  Injured). 

George  M.  Wheatley,  New  York. 


FRIDAY,  APRIL  30,  8:30  a.m. 

Roof  Garden,  Granada  Hotel 

1.  (8:30)  Opening  Remarks. 

Ralph  G.  Greenlee,  Midland. 

2.  (8:40)  Liver  Problems  Associated  with  Drugs 
and  Toxic  Ingestants. 

Burton  Combes,  Dallas. 

3.  (9:00)  Nutrition  in  Viral  Hepatitis. 

Robert  S.  Nelson,  Houston. 

4.  (9:20)  Relationships  Between  Steatorrhea  and 
an  Insufficiency  of  Pancreatic  Secretion  in  Duo- 
denum in  Patients  with  Chronic  Pancreatitis. 

Frank  P.  Brooks,  Philadelphia. 

5.  (9:40)  Question  and  Answer  Period. 


SYMPOSIUM  ON 
TRAFFIC  SAFETY 

Chairman,  Committee  on  Transportation  Safety, 
Texas  Medical  Association — ^Heinrich  Lamm, 
Harlingen. 

(The  Symposium  on  Traffic  Safety  is  sponsored  by  the  Com- 
mittee on  Transportation  Safety  of  the  Texas  Medical  Asso- 
ciation.) 


SATURDAY,  MAY  1,  10  a.m. 

Crystal  Ballroom,  Granada  Hotel 


7.  (11:35)  Human  Tolerance  to  Crash  Impacts. 

Col.  John  P.  Stapp,  San  Antonio. 


TEXAS  ACADEMY  OF  GENERAL 
PRACTICE  SEMINAR 

President — J.  Frank  Beall,  Nacogdoches. 

Chairman,  Committee  on  Education — John  C.  Hund- 
ley, Fort  Stockton. 

Coordinator  of  Postgraduate  Training — Silas  W. 
Grant,  Hillsboro. 

New  Developments  and  Diagnoses  in  the 
Treatment  of  Malignancies 

(The  Texas  Academy  of  (Jeueral  Practice  in  cooperation  with 
The  University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Houston,  offers  a seminar  on  “New  Developments 
and  Diagnoses  in  the  Treatment  of  Malignancies.”  The  pro- 
gram is  acceptable  for  credit  by  the  American  Academy  of 
General  Practice.  All  American  Medical  Association  members 
are  invited  to  register.  Registration  fee  is  $10.) 


THURSDAY,  APRIL  29,  12:30  p.m. 

Meeting  Room  2,  Villita  Assembly  Hall 
John  C.  Hundley,  Fort  Stockton,  Presiding. 

1.  (12:30)  Registration. 

2.  (12:55)  Address  of  Welcome. 

J.  Frank  Beall,  Nacogdoches. 

3.  (1:00)  Management  of  Early  Breast  Cancer. 

Richard  G.  Martin,  Houston. 
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4.  (1:30)  Irradiation  Therapy  of  Breast  Cancer. 

Eleano'r  D.  Montague,  Houston. 

5.  (2:00)  Management  of  Late  Breast  Cancer. 

Mary  E.  Sears,  Houston. 


5.  (11:30) 
Mexico. 

(12:15) 


Civil  Aeronautics  Administration  of  r 

Luis  Amezcua  Gonzales,  Mexico,  D.  F.  | 
Recess.  Visit  Exhibits. 


(2:30) 

6.  (2:50) 
Cancer. 

7.  (3:20) 

8.  (3:50) 
(4:30) 


Coffee. 

Diagnosis  and  Treatment  of  Uterine 

Beaury  C.  Burns,  Jr.,  Houston. 

Chemotherapy  of  Ovarian  Cancer. 

Beaury  C.  Bums,  Jr.,  Houston. 

Head  and  Neck  Cancer. 

Alando  J.  Ballantyne,  Houston. 

Coffee. 


6.  (2:00)  Airplane  Accidents  in  the  South. 

Harry  L.  Gibbons,  Fort  Worth.  | 

7.  (3:00)  Safe  Seats  in  Airplanes. 

Horace  E.  Campbell,  Denver.  • 

Three  out  of  four  persons  now  dying  in  “survivable”  airplane  J ' 
crashes  in  civil  aviation  need  not  have  died.  In  the  Boston  Har-  ^ I 
bor  crash,  all  seats  except  the  right  rear  and  the  six  lounge  seats  « , 
tore  from  the  airplane,  despite  relatively  intact  floor  structure.  J 
With  only  a minor  weight  penalty,  seats  can  now  be  constructed  i 
to  stay  in  place  up  to  the  point  of  destruction  of  the  floor  itself,  j 
If  we  cannot  get  regulations  to  achieve  this,  we  should  have  a 
federal  law  to  do  so. 


9.  (4:40)  Curable  Metastatic  Tumors  of  Childhood. 

Margaret  P.  Sullivan,  Houston. 

10.  (5:10)  Panel  Discussion. 

Moderator:  Guy  T.  Denton,  Jr.,  Dallas. 


6 p.m. 

Roof  Garden,  Granada  Hotel 


8.  (4:00)  Round  Table  Discussion. 

Moderator:  Harry  L.  Gibbons,  Fort  Worth. 

6 p.m. 

Minuet  Room,  Monger  Hotel 


9.  (6:00)  Social  Hour. 


11.  (6:00)  Cocktail  Hour  for  Guest  Speakers,  Reg- 
istrants, and  Their  Wives. 

TEXAS  AIR-MEDICS  ASSOCIATION 

(Related  Organization) 

President — W.  B.  Adams,  Sr.,  Wichita  Falls. 
Secretary-Treasurer — C.  F.  Miller,  Waco. 

(An  informal  get-together  will  be  held  Friday,  5 p.m..  Minuet 
Boom,  Menger  Hotel,  for  Texas  Air-Medics  Association  members 
and  wives.  This  will  be  followed  with  dinner  at  Casa  Rio,  100 
West  Commerce.) 

(The  Texas  Chapter,  Flying  Physicians  Association,  will  meet 
with  the  Texas  Air-Medics  Association  for  scientific  sessions  to 
be  held  on  Saturday,  8 a.m.  to  5 p.m.,  and  Sunday,  8 to  11  a.m.) 


10.  (7 :30)  Annual  Banquet. 

SUNDAY,  MAY  2,  8 o.m. 

Minuet  Room,  Menger  Hotel 

11.  (8:00)  Registration. 

12.  (9:00)  Recent  Causes  of  Small  Airplane 
Accidents. 

Stanley  R.  Mohler,  Oklahoma  City. 

13.  (10:00)  Newer  Trends  in  the  Occurrence  and  " 
Control  of  Pesticide  Poisoning. 

George  L.  Gallaher,  Harlingen. 

14.  (11:00)  Business  Meeting.  ^ 

Election  of  Officers. 


SATURDAY,  MAY  1,  8 o.m. 

Minuet  Room,  Menger  Hotel 

1.  (8:00)  Registration. 

2.  (9:00)  Invocation. 

P.  W.  Malone,  Big  Spring. 

Welcoming  Address  and  Introduction  of  Guests. 

W.  B.  Adams,  Sr.,  Wichita  Falls. 

3.  (10:00)  Where  Do  We  Go  from  Here? 

Mr.  George  E.  Haddaway,  Dallas. 

4.  (10:45)  Flight  Displays  for  Altitude  and  Posi- 
tion Information. 

Mrs.  Billie  Abbott,  Fort  Worth. 


TEXAS  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

(Related  Organization) 

President — Albert  G.  Randall,  McAllen. 

Secretary-Treasurer — Francine  Jensen,  Houston. 

(The  Conference  of  City  and  County  Health  Officers  will  be 
held  Friday  from  2 :30  to  6 p.m..  Parlor  C,  Granada  Hotel. 
The  Section  on  Public  Health  of  the  Texas  Medical  Association 
will  meet  Saturday  from  2 :30  to  6 p.m..  Parlor  C,  Granada 
Hotel.  See  Section  Meetings  section  and  elsewhere  in  this 
Specialty  Programs  section  for  details.) 

THURSDAY,  APRIL  29,  7 p.m. 

Parlor  B,  Granada  Hotel 

1.  (7:00)  Dinner. 
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2.  (8:00)  Some  Special  Health  Problems  of  Physi- 
cians in  Public  Health. 

Wilson  T.  Sowder,  Jacksonville,  Fla. 

The  role  of  physicians  in  public  health  has  been  pictured  by 
those  in  the  field  as  a very  difficult  one,  characterized  by  poor 
pay,  overwork,  insecurity,  and  an  attitude  of  suspicion  as  to 
our  philosophy  on  the  part  of  our  professional  brethren.  This 
talk  will  present  the  more  positive  and  optimistic  side  of  the 
work  of  public  health  physicians.  No  person  or  group  gains  and 
keeps  the  good  opinion  of  others  without  earning  and  ex- 
pecting it. 


TEXAS  CHAPTER,  AMERICAN 
ACADEMY  OF  PEDIATRICS 

President — D.  H.  McDonald,  Abilene. 
Secretary-Treasurer — G.  Kenneth  Womack,  Austin. 
District  Chairman — Dorothy  Wyvell,  Midland. 

(The  Section  on  Pediatrics  of  the  Texas  Medical  Association  will 
meet  Friday  and  Saturday  from  2 :30  to  5 p.m.  in  the  Crystal 
Ballroom  of  the  Granada  Hotel.  See  Section  Meetings  section  for 
details.) 


FRIDAY,  APRIL  30,  12  NOON 

Parlor  C,  Granada  Hotel 

1.  (12:00)  Luncheon.  Youth:  Target  of  Commu- 
nism. 

Congressman  Martin  Dies,  Sr.,  Lufkin. 

TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 

(Related  Organization) 

President — Charles  T.  Meadows,  Abilene. 

Vice  President  and  Program  Chairman — John  L. 
Kee,  Dallas. 

SUNDAY,  MAY  2,  8:30  a.m. 

Parlor  B,  Granada  Hotel 

1.  (8:30)  Registration. 

2.  (9:00)  Surfactant  Studies. 

Watts  R.  Webb  and  William  A.  Cook,  Dallas. 

3.  (9:25)  Medical  Report — India  1962-1963. 

Kurt  Lekisch,  Midland. 

4.  (9:50)  Present  Status  of  Excision  of  the  Carotid 
Body  for  Emphysema  and  Asthma. 

Alan  K.  Pierce,  Dallas. 

5.  (10:15)  Pulmonary  Resection  in  Childhood. 

David  C.  Sabiston,  Jr.,  Durham,  N.  C. 

Pulmonary  resection  is  indicateci  in  a variety  of  disorders 
which  occur  in  infancy  and  childhood.  Thoracic  emergencies 
constitute  a distinct  aspect  of  this  problem,  particularly  in 


the  infant.  The  clinical  manifestations,  diagnosis,  and  treat- 
ment of  a variety  of  lesions  including  congenital  lobar  emphy- 
sema, bronchiectasis,  the  middle  lobe  syndrome,  neoplastic  di- 
sease, chronic  atelectasis,  and  other  disorders  will  be  presented. 

(10:45)  Coffee  Break. 

6.  (10:55)  Diagnosis  of  Pulmonary  and  Myocardial 
Infarcts  with  Radiopharmaceuticals. 

Thomas  P.  Haynie,  Galveston. 

7.  (11:20)  Charles  M.  Hendricks  Memorial  Lec- 
ture: Interstitial  Pneumonias. 

Averill  A.  Liebow,  New  Haven,  Conn. 

Chronic  interstitial  pneumonia  represents  a type  of  tissue 
response  which  can  be  produced  by  many  factors.  These  include 
simple  inhalants  such  as  mercury,  familial  factors,  and  collagen 
diseases,  especially  rheumatoid  disease.  Most  interstitial  pneu- 
monias, however,  are  of  unknown  etiology.  Recently  a new 
entity,  desquamative  interstitial  pneumonia,  has  been  defined 
on  the  basis  of  21  cases.  The  chest  films  typically  show  a 
basilar  ground  glass  opacity,  rather  than  coarse  streaking  and 
mottling.  The  lesions  are  relatively  homogeneous  with  slight 
thickening  of  interstitial  tissue,  little  loss  of  substance,  and 
massive  desquamation  into  alveoli  of  proliferated  large  alveolar 
cells.  Response  to  treatment  seems  better  than  in  most  inter- 
stitial pneumonias. 

12:30  p.m. 

Parlor  A,  Granada  Hotel 

8.  (12:30)  Luncheon. 

Business  Meeting. 

Informal  Question  and  Answer  Discussion. 
Averill  A.  Liebow,  New  Haven,  Conn., 
and  David  C.  Sabiston,  Jr., 
Durham,  N.  C.,  guests. 

9.  (2:00)  Bagasse  Worker’s  Lung. 

David  Nicholson,  Dallas. 
Immunogenic  Agents  in  Patients  with 
Bagasse  Worker’s  Lung. 

John  S.  Chapman,  Dallas. 
Electron  Microscopy  of  Bagasse  Work- 
er’s Lung. 

Rolland  C.  Reynolds,  Dallas. 


2 p.m. 

Parlor  B,  Granada  Hotel 

10.  (2:45)  Surgical  Treatment  of  Massive  Pulmo- 
nary Embolism. 

R.  Maurice  Hood,  and 
James  H.  CalhO'On,  Austin. 

(3:15)  Coffee  Break. 

11.  (3:30)  Recent  Discoveries  in  Pulmonary  Dis- 
ease. 

Averill  A.  Liebow,  New  Haven,  Conn. 

The  electron  microscope  has  provided  many  significant  clues  to 
the  nature  of  pulmonary  disease.  The  importance  of  surfactant 
has  become  clear  and  evidence  has  been  gathered  as  to  its  source 
in  the  granular  pneumocytes.  Contractile  organelles  have  been 
discovered  in  endothelial  cells  of  pulmonary  capillaries.  The 
nature  of  certain  tumors  has  been  clarified : There  is  now  good 
evidence  of  neurosecretory  granules  in  the  cells  of  carcinoid 
“bronchial  adenoma”  similar  to  those  of  the  intestinal  Kult- 
schitsky  cells.  Such  cells  are  present  normally  in  small  numbers 
among  other  elements  of  bronchial  mucous  glands. 


Volume  61,  MARCH.  1965 


273 


12.  (4:00)  Electron  Microscopy  of  Obstructive  Pul- 
monary Emphysema. 

Rolland  C.  Reynolds,  Dallas. 

TEXAS  CHAPTER,  FLYING 
PHYSICIANS  ASSOCIATION 

(Related  Organization) 

President — James  R.  Old,  Beaumont. 
Secretary-Treasurer — Loren  W.  Haus,  Houston. 

(The  Texas  Chapter,  Flying  Physicians  Association,  will  meet 
with  the  Texas  Air-Medics  Association  for  its  scientific  sessions. 
The  two  groups  will  convene  Saturday,  8 a.m.  to  5 p.m.,  and  Sun- 
day, 8 to  11  a.m.  See  Texas  Air-Medics  Association  program  in 
this  Specialty  Programs  section.) 


THURSDAY,  APRIL  29,  7 p.m. 

Steak  House,  Granada  Hotel 

1.  (7:00)  Dinner.  (Tickets  may  be  secured  at  ticket 
desk  in  registration  area.) 

Speaker:  Max  Conrad. 

TEXAS  DERMATOLOGICAL 
ASSOCIATION 

(Related  Organization) 

President — J.  Franklin  Campbell,  Fort  Worth. 
Secretary-Treasurer — M.  Allen  Forbes,  Austin. 
Program  Chairman — Coleman  Jacobson,  Dallas. 


SATURDAY,  MAY  1,  9:30  a.m. 

Roof  Garden,  Granada  Hotel 

1.  (9:30)  Relationships  of  Lupus  Erythematosus, 
Dermatomyositis  and  Scleroderma. 

Robert  R.  Kierland,  Rochester,  Minn. 

In  years  past  these  diseases  were  considered  separate  entities  but 
in  the  past  decade  there  has  been  rapidly  increasing  evidence  of 
close  relationship  in  these  disorders.  The  paper  will  consider  the 
similarities  and  dissimilarities  among  these  conditions,  will  de- 
scribe associations  between  these  and  other  collagen  disorders, 
provide  illustrative  examples  of  transitions  or  combinations  and 
will  attempt  to  correlate  the  auto-immune  concept  in  such  rela- 
tionships. It  is  hoped  that  this  paper  will  provide  a stimulus  for 
greater  and  more  thorough  investigation  of  patients  with  these 
diseases. 

(10:10)  Discussion. 

2.  (10:30)  An  Ophthalmologist’s  Approach  to  the 
Treatment  of  Basal  Cell  Carcinoma  of  the  Eyelids. 

S.  B.  Gostin,  Dallas. 

(10:45)  Discussion. 

.3.  (10:55)  Role  of  Candida  Albicans  in  Chronic 
Disease  Processes  with  Immunologic  Studies. 

Oi'ville  J.  Stone,  Galveston. 

(11:10)  Discussion. 


4.  (11:20)  Study  of  the  Host  Parasite  Relationship 
in  Erythrasma. 

Leopoldo  F.  Montes,  Houston. 
(11:35)  Discussion. 


TEXAS  DIABETES  ASSOCIATION 

(Related  Organization) 

President — John  W.  Chriss,  Corpus  Christi. 
Secretary-Treasurer — Leonard  R.  Robbins,  Houston. 


SUNDAY,  MAY  2,  9 a.m. 

Walnut  Room,  Granada  Hotel 


1. 

(9:00) 

Registration. 

2. 

(9:10) 

The  Cure  of  Diabetes? 

George  M.  Jones,  Dallas. 

3. 

(9:30) 

Prediabetes. 

Rafael  A.  Camerini-Davalos,  New  York. 


(10:00)  Discussion. 

(10:15)  Coffee  Break. 

4.  (10:25)  Role  of  Diet,  Oral  Agents,  and  Insulin 
in  Management  of  Diabetes. 

L.  0.  Underdahl,  Rochester,  Minn. 

5.  (10:55)  Insulin  Assay  Techniques  and  Their  Rel- 
ative Merit. 

Rafael  A.  Camerini-Davalos,  New  York. 

6.  (11:25)  Treatment  of  Diabetic  Retinal  Neovas- 
cularization. 

Jack  C.  Cooper,  Dallas.'^; 

(11:45)  Discussion. 


12  Noon 

Alamo  Club  of  Texas,  Granada  Hotel 

Joint  Session:  Texas  Diabetes  Association  and  Sec- 
tion on  Obstetrics  and  Gynecology. 

7.  (12:00)  Luncheon.  Panel:  Pregnancy  and  Dia- 
betes. 

Moderator:  Charles  W.  Daeschner,  Jr., 

Galveston. 

Panelists:  Rafael  A.  Camerini-Davalos, 

New  York; 
Donald  M.  Paton,  Houston; 
V.  N.  Shirodkar,  Bombay,  India;  and 
L.  0.  Underdahl,  Rochester,  Minn. 


274 


Texas  State  Journal  of  Medicine 


2 p.m. 

4.  (10:00)  Chemistry  — Control — Handling — Mor- 

Walnut Room,  Granada  Hotel 

bidity.  Experimental  Pathology  of  Exotic  Fuels 
(Present  Use  and  Forecasting  of  Fuels  of  the 
Future). 

8.  (2:00)  Annual  Business  Meeting  and  Election  of 
Officers. 

Col.  D.  Reeves,  Brooks  Air  Force  Base. 

9.  (2:20)  Male  Hypogonadism. 

L.  0.  Underdahl,  Rochester,  Minn. 

12:30  p.m. 

Roof  Garden,  Granada  Hotel 

10.  (2:50)  Radiographic  Analysis  of  the  Lower  Ex- 
tremities in  Patients  with  Diabetes  Mellitus. 

Magdalena  J.  Pogonowska,  Houston. 

5.  (12:30)  Luncheon. 

11.  (3:10)  Student  Award  Paper. 

1:30  p.m. 

Walnut  Room,  Granada  Hotel 

12.  (3:30)  Urinary  Bladder  in  Diabetes  Mellitus. 

F.  Brantley  Scott,  Jr.,  Houston. 

6.  (1:30)  Role  of  Medical  Director  in  Disaster 
Plant  Emergencies. 

13.  (3:50)  Pituitary-Adrenal  Function  in  the  Pre- 
diabetic. 

Klaus  Retiene,  Houston. 

Roy  E.  Joyner,  Texas  City. 

7.  (2:00)  Posture  and  Pain. 

Harriet  E.  Gillette,  Cleveland. 

(4:10)  Discussion. 

Pain  as  a presenting  symptom  may  initiate  a series  of  clinical 
and  laboratory  studies  which  fail  to  delineate  specific  organic 
pathology.  Postural  deviations  frequently  produce  pain  pat- 
terns which  simulate  common  clinical  syndromes ; certain  pat- 
terns may  appear  to  be  bizarre,  the  result  of  emotional  dis- 

TEXAS INDUSTRIAL  MEDICAL 
ASSOCIATION,  TEXAS  PHYSICAL 
MEDICINE  AND  REHABILITATION 
SOCIETY,  AND  TEXAS  TRAUMATIC 
SURGICAL  SOCIETY 

turbance.  The  role  of  posture  in  the  production  of  some  cases 
of  pain  of  obscure  etiology  is  discussed. 

8.  (3:00)  Functional  Bracing  of  the  Upper  Ex- 
tremity. 

Lewis  A.  Leavitt,  Houston. 

In  patients  with  flaccid  and/or  spastic  paralysis  of  the  upper 

(Related  Organizations) 

extremity  and  hand,  there  is  a need  to  restore  purposeful  arm 
and  hand  functions.  This  presentation  will  outline  some  of  the 

Texas  Industrial  Medical  Association 

orthotic  development  during  recent  years,  needed  research,  and 
methods  of  application  and  training  of  such  involved  patients. 

President — Roy  E.  Joyner,  Texas  City. 

9.  (3:30)  Functional  Bracing  of  the  Lower  Ex- 

President-Elect and  Program  Chairman — John  C. 
Parsons,  San  Antonio. 

tremity. 

Myron  D.  Lecklitner,  Houston. 

Texas  Physical  Medicine  and  Rehabilitation  Society 

The  speaker  will  discuss  some  of  the  more  common  conditions  re- 
quiring support  or  bracing  of  the  lower  extremity,  as  well  as 

President — David  Hoehn,  Fort  Worth. 

some  of  the  difficulties  encountered.  Recognition  of  situations 
where  lower  extremity  orthoses  are  unnecessary,  or  even  detri- 
mental, are  to  be  discussed.  The  value  of  maintenance  of  align- 

Secretary-Treasurer— Charles  R.  Peterson,  Houston. 

ment,  before  and  after  bracing,  vdll  be  emphasized. 

Texas  Traumatic  Surgical  Society 

President — Dwight  R.  Knapp,  Kerrville. 
Secretary-Treasurer — ^C.  M.  Ashmore,  Bellaire. 

10.  (4:00)  Symposium:  Reconstructive  Surgical 
Trauma — Industrial,  Disaster,  Warfare. 

Brooke  General  Hospital  Team, 
Fort  Sam  Houston. 

THURSDAY,  APRIL  29,  8 a.m. 

11.  (5:00)  Separate  Annual  Business  Meetings. 
Texas  Industrial  Medical  Association, 

Walnut  Room,  Granada  Hotel 

Parlor  C,  Granada  Hotel 

Texas  Traumatic  Surgical  Society, 

1.  (8:00)  Opening  Remarks. 

Roy  E.  Joyner,  Texas  City. 

Parlor  A,  Granada  Hotel 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Parlor  F,  Granada  Hotel 

2.  (8:05)  Recurrent  Effect  of  Severe  Trauma. 

Dwight  R.  Knapp,  Kerrville. 

6 p.m. 

3.  (8:30)  Symposium:  Industrial  Air  Pollution  — 
Chemistry — Engineering — Morbidity. 

Herbert  McKee,  Ph.D.,  San  Antonio. 

Walnut  Room,  Granada  Hotel 

12.  (6:00)  Hospitality  Hour. 
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TEXAS  NEUROPSYCHIATRIC 
ASSOCIATION 


Section  on  Neurology,  Neurological 
Surgery,  and  Allied  Fields 


(Related  Organization) 


David  M.  Keedy,  San  Antonio,  Presiding. 


President — E.  Ivan  Bruce,  Jr.,  Galveston. 

President-Elect — Perry  C.  Talkington,  Dallas. 

Vice  President — David  M.  Keedy,  San  Antonio. 

Secretary-Treasurer — James  K.  Peden,  Dallas. 

(The  Executive  Committee  of  the  Texas  Neuropsychiatric  Asso- 
ciation and  the  Texas  District  Branch  Society  of  the  American 
Psychiatric  Association  will  meet  Saturday,  1 :30  p.m..  Parlor 
D,  Granada  Hotel.) 

(The  Annual  “Early  Bird”  Party  will  be  held  Saturday,  7:30 
p.m.,  Roof  Garden,  Granada  Hotel.  Cocktails,  dancing  and  a 
buffet  are  on  the  agenda  for  members,  wives,  and  guests.) 


SUNDAY,  MAY  2,  8 a.m. 

Crystal  Ballroom,  Gi’anada  Hotel 
E.  Ivan  Bruce,  Jr.,  Galveston,  Presiding. 

1.  (8:00)  Registration. 

2.  (9:00)  Opening  Remarks. 

E.  Ivan  Bruce,  Jr.,  Galveston,  President. 

.3.  (9:10)  Guy  Witt  Memorial  Paper. 

Presentation  of  Award. 

Charles  L.  Bloss,  Dallas. 
Folk  Illness  in  an  Urban  Mexican-Ameri- 
can  Population. 

Cervando  Martinez,  Jr.,  Dallas. 

4.  (9:30)  The  Epidemic  of  Lost  Tranquility. 

Jackson  A.  Smith,  Chicago. 

5.  (10:10)  Brain  Mechanisms  Underlying  Psycho- 
somatic Disease. 

John  D.  French,  Los  Angeles. 
(10:45)  Coffee  Break. 

6.  (11:00)  Pseudomental  Retardation. 

Raymond  R.  Rembolt,  Iowa  City,  Iowa. 

7.  (11:30)  Joint  Business  Meeting — Texas  Neuro- 
psychiatric Association  and  Texas  District  Branch 
Society  of  American  Psychiatric  Association. 


12  Noon 

Roof  Garden,  Granada  Hotel 

8.  (12:00)  Appetizers. 

(12:45)  Luncheon. 

WATCH  FOR  FURTHER  ANNUAL 
SESSION  INFORMATION  BY  MAIL 


2 p.m. 

Parlor  F,  Granada  Hotel 

9.  (2:00)  Current  Status  of  Surgery  for  Involun- 
tary Movement  Disorders. 

John  Coe  and  Samuel  R.  Snodgrass, 

Galveston. 

Current  surgical  treatment  of  parkinsonism,  choreo-athetosis 
and  akinetic  states  will  be  summarized.  Various  types  of  stereo- 
taxic devices  will  be  discussed  with  emphasis  on  reliability  and 
accuracy.  Methods  of  producing  lesions  in  the  brain  including 
cryogenics  will  be  evaluated  from  a pathologic  and  physiologic 
standpoint. 

10.  (2:30)  Echoencephalography : A Clinical  Ap- 
praisal. 

Marvin  C.  Overton,  HI,  Galveston. 

The  author  will  present  findings  in  his  experience,  using  a rela- 
tively new  diagnostic  procedure  which  has  proven  to  be  quite 
useful  in  the  evaluation  of  intracranial  disease.  The  paper  will 
be  discussed  from  the  standpoint  of  the  author’s  experience 
with  this  technique,  the  use  of  the  technique  and  something  of 
its  reliability. 


11.  (3:00)  Electrical  Excitability  of  the  Human 
Brain. 

John  D.  French,  Los  Angeles. 


Section  on  Psychiatry  and  Psychoanalysis 

Perry  C.  Talkington,  Dallas,  Presiding. 


2 p.m. 

Crystal  Ballroom,  Granada  Hotel 

12.  (2:00)  LSD-25  as  Adjunct  to  Intensive  Psycho-^ 
therapy.  ^ 

Joe  P.  Tupin  and  Robert  B.  White,  Galveston.  | 

A reviev/  of  clinical  experience  with  LSD-25  as  an  adjunct  to  I 
intensive  psychotherapy  will  be  given.  Used  in  an  exploratorj’  f 
manner  with  numerous  types  of  patients,  ranging  from  border- 
line psychotics  to  those  with  character  disorders  and  severe 
neuroses,  the  results  have  been  encouraging.  An  overview  of 
how  the  drug  was  used  and  what  seems  to  be  its  effect  on  the 
course  of  psychotherapy  will  be  given  as  well  as  a brief  review 
of  the  literature,  method  of  procedure,  and  conclusions  of  the 
authors  from  their  experience. 


13.  (2:30)  The  Adopting  Parent  Syndrome. 

Victor  J.  Weiss,  Jr.,  J.  Paul  McNeill, 
and  G.  Williams,  San  Antonio. 

The  authors,  who  have  seen  a high  percentage  of  adopted  children 
in  their  practice,  will  review  the  signs  and  symptoms  of  this 
particular  syndrome  and  attempt  to  present  a dynamic  formu- 
lation of  the  problem  based  on  what  they  feel  is  the  adopting 
parents’  unconscious  attitude.  They  will  stress  that  the  par- 
ents deserve  help  as  much  as  the  emotionally  disturbed  child. 
The  treatment  is  to  be  discussed  from  the  standpoint  of  the 
team  approach,  with  one  member  of  the  team  working  with 
the  child  and  another  working  with  the  adopting  parents.  Peri- 
odic evaluation  by  social  workers,  physicians  or  psychiatrist,  in- 
cluding home  visits,  will  be  discussed. 
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14.  (3:00)  Is  There  Need  for  a Different  Psychi- 
atric Approach  to  the  Alcoholic? 

Jackson  A.  Smith,  Chicago. 


3:40  p.ni. 

Crystal  Ballroom,  Granada  Hotel 

15.  (3:40)  Joint  Business  Meeting — Texas  Neuro- 
psychiatric Association  and  Texas  District  Branch 
Society  of  American  Psychiatric  Association. 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OPHTHALMOLOGY 

President,  Texas  Ophthalmological  Association  and 
Chairman,  Section  on  Ophthalmology — Everett  R. 
Veirs,  Temple. 

Vice  President,  Texas  Ophthalmological  Association 
and  Secretary,  Section  on  Ophthalmology — Harold 
E.  Hunt,  Paris. 

Secretary,  Texas  Ophthalmological  Association — 
James  L.  Mims,  San  Antonio. 

Treasurer,  Texas  Ophthalmological  Association — 
Harl  D.  Mansur,  Jr.,  Wichita  Falls. 

(The  Executive  Council,  Texas  Ophthalmological  Association,  will 

meet  Thursday,  April  29,  3 p.m.,  in  Parlor  E,  Granada  Hotel. ) 


FRIDAY,  APRIL  30,  8:30  a.m.-S  p.m. 

Walnut  Room,  Granada  Hotel 
Harold  E.  Hunt,  Paris,  Presiding. 

1.  (8:30)  Diagnosis  of  Red  and  Injured  Eyes  (Re- 
fresher Course  primarily  for  nonophthalmologists). 

Samuel  B.  Johnson,  Jackson,  Miss. 
Introduction  of  Speaker. 

James  L.  Mims,  Jr.,  San  Antonio. 

2.  (10:00)  President’s  Address:  Acute  Ischemic 
Papilledema  and  Optic  Atrophy  (Pseudosyndrome  of 
Foster  Kennedy). 

Everett  R.  Veirs,  Temple. 

Sudden  occlusion  of  the  vessels  nourishing  the  optic  nerve 
produces  edema  (ischemic  neuritis)  which  subsides  after  several 
weeks  to  be  followed  by  atrophy.  When  the  process  first  becomes 
bilateral,  the  clinical  picrture  closely  resembles  that  of  the  Foster 
Kennedy  syndrome  : i.e.,  papilledema  in  one  eye  and  optic  atrophy 
in  the  other  eye.  Three  patients,  the  youngest  58,  with  symptoms 
following  this  pattern  have  been  observed.  All  three  of  the  pa- 
tients showed  evidence  of  sclerosis  of  the  retinal  vessels  ; and, 
eventually,  they  developed  optic  atrophy.  The  permanent  loss  of 
vision  was  moderate  to  severe. 

3.  (10:30)  Degenerative  and  Systemic  Diseases  of 
the  Cornea. 

Frederick  C.  Blodi,  Iowa  City,  Iowa. 

The  cornea  is  frequently  affected  by  degenerative  processes. 
These  may  be  of  small  clinical  importance,  especially  when 
they  are  located  in  the  periphery  and  not  progressing.  De- 
generative lesions  occurring  in  the  central  part  of  the  cornea, 


on  the  other  hand,  will  frequenUy  lead  to  marked  loss  of 
vision.  Their  medical  treatment  is  difficult  and  a comeal 
transplant  will  frequently  become  necessary.  In  numerous 
instances  the  cornea  is  a mirror  of  systemic  diseases.  This  is 
not  only  true  in  diffuse  infections  and  in  severe  skin  condi- 
tions, but  also  in  metabolic  diseases,  vitamin  deficiences,  and 
enzymatic  defects. 

(12:00)  Recess. 


12:15  p.m. 

Roof  Garden,  Granada  Hotel 

4.  (12:15)  Luncheon  of  Texas  Ophthalmological 
Association. 


1:15  p.m. 

Walnut  Room,  Granada  Hotel 

5.  (1:15)  Business  Meeting  (Members  Only). 


2:30  p.m. 

Walnut  Room,  Granada  Hotel 

6.  (2:30)  Poorly  Appreciated  Facts  Concerning  the 
Retinal  Detachment  Disease. 

Richard  S.  Ruiz,  Houston. 

Facts,  often  not  fully  appreciated,  about  retinal  detachment 
disease  including  several  early  symptoms  and  the  importance 
in  early  diagnosis  are  to  be  discussed.  Retinal  break  as  an 
important  cause  of  vitreous  hemorrhage  will  be  stressed  and 
the  presence  of  multiple  retinal  breaks  in  the  detached  retina 
and  the  bilateral  nature  of  the  disease  emphasized. 

Discussion. 

Edward  C.  Ferguson,  III,  Galveston. 

7.  (3:00)  Atypical  Acid-Fast  Organisms  as  an  Eti- 
ology of  Uveitis. 

John  R.  Lynn,  Dallas. 

The  unclassified  acid-fast  mycobacteria  have  been  implicated  as 
a cause  of  sarcoid  and  other  granulomatous  pulmonary  disease. 
Specific  cases  of  uveitis  with  positive  and  sometimes  rising  titers 
to  the  various  members  of  this  group  will  be  presented  along  with 
evidence  of  their  response  to  the  anti-tubercular  drugs. 

8.  (3:30)  Film:  Lintless  Eye  Surgery  (1964). 

Clemens  A.  Struve,  Corpus  Christi. 

A presentation  of  eye  surgery  using  plastic  draping  technique 
will  be  given.  Cataract  extraction  will  illustrate  the  concept 
of  a lint  free  field  for  eye  surgery.  Methods  of  maintaining 
asepsis  during  eye  surgei-y  are  to  be  illustrated,  and  the  impor- 
tance of  meticulous  attention  to  detail  are  to  be  stressed. 

Discussion. 

Sam  N.  Key,  Jr.,  Austin. 

9.  (3:50)  Roentgenologic  Diagnosis  in  Nasolacrim- 
al Disease. 

Samuel  B.  Johnson,  Jackson,  Miss. 
(4:50)  Visit  Exhibits. 
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SATURDAY,  MAY  1,  8:30  a.m.-5  p.m. 

Walnut  Room,  Granada  Hotel 
Thomas  M.  McCrory,  Dallas,  Presiding. 

10.  (8:30)  Complications  After  Cataract  Extrac- 
tions (Refresher  Course  primarily  for  ophthalmol- 
ogists). 

Frederick  C.  Blodi,  Iowa  City,  Iowa. 

A review  of  the  most  frequent  severe  complications  which  lead 
to  enucleation  of  the  globe  are  to  be  given.  The  cases  will  be 
analyzed  statistically  and  it  will  be  shown  how  enucleations 
after  cataract  extractions  have  developed  within  the  last  three 
decades.  The  most  important  complications  will  be  discussed, 
their  histologic  picture  will  be  shown,  and  possible  therapeutic 
approaches  will  be  considered. 

Introduction.  John  Y.  Harper,  San  Antonio. 

11.  (10:00)  A TOA  Survey  of  Fees  in  the  State  of 
Texas  Among  Ophthalmologists. 

James  L.  Mims,  Jr.,  San  Antonio. 

Program  of  State  Commission  for  the  Blind. 

Mr.  Burt  L.  Risley,  Austin. 

12.  (10:30)  Part  I — Information  Processing  in 
Normal  and  Abnormal  Binocularity. 

John  Lippas,  Dallas. 

Based  on  neuroanatomy  and  neuroelectrophysiology,  a presenta- 
tion of  the  theory  of  the  sensory  part  of  normal  binocular  vision, 
its  abnormal  states,  and  a method  of  correcting  these  will 
be  made.  The  large  number  of  haphazard  afferent  impulses 
from  the  retinae  undergo  orderly  synchronization  by  cyto- 
architectural  expansion  in  the  visual  cortex  encountering  a 
relative  synaptic  block  which  becomes  critical  by  facilitation  of 
a rhythmical  scanning  sweep  emanating  from  the  visual  associa- 
tional  cortex  or  diencephalon.  In  binocularity,  a binary  repre- 
sentation of  visual  infoi’mation  by  virtue  of  the  anatomic  bilate- 
rality and  an  information  processing  mechanism  of  storage 
and  transfer  is  hypothesized  in  normal  binocular  percept.  In 
abnormal  states,  normal  feedback  and  facilitation  does  not 
occur  because  of  a time  lag.  The  type  of  abnormality  depends 
upon  the  type  and  site  of  the  time  lag. 

Part  II — A New  Method  Attempting  to 
Reestablish  the  Innate  Binocular  Orientation  (Paleo- 
Orthopsis)  and  Improvement  of  Amblyopia. 

Mr.  Fletcher  Woodward,  Dallas. 

An  original  method  of  dark  adaptation  and  flashing  is  pre- 
sented to  improve  amblyopia.  A study  of  cases  treated  with 
this  method  is  presented. 

13.  (11:00)  Ophthalmologists  as  Viewed  by  the 
Attorney. 

Samuel  B.  Johnson,  Jackson,  Miss. 
(12:00)  Recess. 

Richard  E.  Leigh,  Jr.,  Houston,  Presiding. 

14.  (2:30)  Reevaluation  of  Eye  Tumor  Localiza- 
tions with  Radioactive  Isotopes. 

Herbert  C.  Allen,  Jr.,  Houston. 

Discussion. 

Alice  R.  McPherson,  Houston. 

l.'i.  (3:00)  Pigmentary  Glaucoma  and  Essential  Iris 
Atrophy:  Case  Reports  and  Discussion. 

John  A.  McCrary,  III,  and 
Allen  D.  Campbell,  Jr.,  Dallas. 


The  iris  is  a complex  structure  in  both  normal  and  pathologic 
states.  Two  unusual  diseases  involving  the  iris  are  pigmentary 
glaucoma  and  essential  iris  atrophy.  Pathologic  changes  will 
be  discussed  which  can  lead  to  comeal  edema  and  glaucoma. 
These  findings  along  with  other  essential  features  of  these 
conditions  and  case  reports  are  to  be  presented. 

16.  (3:30)  Glaucoma  Associated  with  Nevus  Flam- 
mus. 

Joe  L.  Bussey,  Fort  Worth. 

A review  is  given  of  the  literature  of  glaucoma  associated 
with  nevus  flammus  and  the  mechanisms  that  have  been 
postulated  by  various  ophthalmologists  in  the  past  as  to  the 
mechanism  of  this  relatively  rare  unilateral  glaucoma.  The 
discussion  includes  three  cases  of  glaucoma  associated  with 
nevus  flammus  that  are  presently  under  care  by  the  author 
and  his  associates  in  their  private  practice.  A discussion  of  the 
variety  of  patient  problems  in  the  Sturge  Weber  syndrome  is 
also  discussed. 

Discussion. 

Jack  C.  Cooper,  Dallas. 

17.  (4:00)  Unilateral  Exophthalmos. 

Frederick  C.  Blodi,  Iowa  City,  Iowa. 

In  cases  of  unilateral  exophthalmos  most  physicians  think 
automatically  of  an  orbital  tumor.  In  practice,  however,  many 
of  these  cases  are  not  due  to  a neoplasm,  but  are  either  exam- 
ples of  asymmetrical  endocrine  exophthalmos  or  instances  of  a 
nonspecific  orbital  inflammation.  The  latter  disease  is  frequently 
referred  to  as  “Pseudotumor  of  the  Orbit.“  This  is  a usually 
benign  condition  which  expresses  itself  in  varied  clinical  and 
histologic  pictures.  More  than  100  cases  of  this  condition  will 
be  reviewed. 

TEXAS  ORTHOPAEDIC 
ASSOCIATION 

(Related  Organization) 

President — Marvin  P.  Knight,  Dallas. 

Vice  President  and  Program  Chairman — Phillip  L. 
Day,  San  Antonio. 

Secretary-Treasurer— Margaret  Watkins,  Dallas. 

(A  Cocktail  Supper  will  be  held  Friday,  April  30.  7:30  p.m., 
at  the  Oak  Hills  Country  Club,  Fredericksburg  Road.) 


SATURDAY,  MAY  1,  9 o.m. 

Navarro  Room,  St.  Anthony  Hotel 

1.  (9:00)  Welcome. 

Marvin  P.  Knight,  Dallas. 

2.  (9:10)  Diagnosis  of  Acute  Posterior  Dislocation 
of  Shoulder. 

Maj.  Charles  A.  Rockwood,  Jr., 
Lackland  Air  Force  Base. 

(9:30)  Discussion. 

Ralph  E.  Donnell,  Jr.,  Abilene. 

3.  (9:35)  Fracture  Dislocations  of  the  Proximal 
Interphalangeal  Joint  of  the  Finger. 

Spencer  A.  Rowland,  San  Antonio. 

(9:55)  Discussion. 

Rex  J.  Howard,  Fort  Worth. 
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4.  (10:00)  Articular  and  Periarticular  Fractures  of 
the  Hand. 

Col.  James  H.  Dobyns,  Lackland  Air  Force  Base. 
(10:20)  Discussion. 

Kermit  W.  Fox,  Austin. 

(10:25)  Coffee  Break. 

5.  (10:40)  Treatment  of  Fracture  Dislocations  of 
the  Talus  by  Blair  Technique. 

Harry  D.  Morris,  New  Orleans. 

6.  (11:10)  Contrast  Arthrography  of  the  Knee. 

William  P.  Price,  Houston. 

(11:30)  Exhibit. 


TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OTOLARYNGOLOGY 

President,  Texas  Otolai’yngological  Association — 
Louis  Adin,  Jr.,  Dallas. 

Vice  President,  Texas  Otolaryngological  Associa- 
tion, and  Chairman,  Section  on  Otolaryngology- 
Ben  T.  Withers,  Houston. 

Secretary,  Texas  Otolaryngological  Association — 
Norman  E.  Wright,  Amarillo. 

Treasurer,  Texas  Otolaryngological  Association — 
Jesse  D.  Gomillion,  Midland. 

Secretary,  Section  on  Otolaryngology — Thomas  W, 
Folbre,  San  Antonio. 


12  Noon 

Peraux  Room,  St.  Anthony  Hotel 

7.  (12:00)  Appetizers. 

Luncheon. 

Business  Meeting. 


2:30  p.m. 

Navarro  Room,  St.  Anthony  Hotel 

8.  (2:30)  President’s  Address:  Restoration  of  Pa- 
tello-Femoral  Joint. 

Marvin  P.  Knight,  Dallas. 

(2:55)  Discussion. 

E.  Burke  Evans,  Galveston. 

9.  (3:00)  Hyperparathyroidism  in  the  Orthopaedic 
Patient. 

Joseph  M.  Barnhart,  Houston. 

(3:20)  Discussion. 

William  H.  Ainsworth,  Galveston. 

10.  (3:25)  Double  Fractures  of  the  Femur. 

Leroy  D.  Lockhart,  LaMarque. 

(3:45)  Discussion. 

Harold  A.  Mattson,  Dallas. 

11.  (3:50)  Treatment  of  Compound  Fractures  with 
Arterial  Injuries. 

John  H.  Langston,  Jr.,  San  Antonio. 
(4:10)  Discussion. 

Louis  J.  Levy,  Fort  Worth. 


CURBSTONE  CONSULTATIONS 
Check  the  topics  on  page  259.  Bring  materials 
and  reports,  and  participate  in  discussions. 


FRIDAY,  APRIL  30,  8:30  a.m.-6  p.m. 

Parlor  B,  Granada  Hotel 

1.  (8:30)  Advancements  in  Ear  Surgery:  Impor- 
tance to  Other  Physicians.  (Refresher  Course.) 

John  J.  Shea,  Memphis. 

Progress  in  surgical  correction  of  otologic  problems  in  the  last 
decade  has  brought  about  a renaissance  in  the  entire  spe- 
cialty of  otolaryngology.  More  than  90  percent  of  patients 
with  otosclerosis  can  be  restored  to  useful  hearing ; Meniere’s 
disease  can  be  benefited ; acoustic  neuromas  can  be  diagnosed 
and  safely  removed  before  they  have  done  great  damage  to  the 
patient ; and  tympanoplasty  has  attacked  the  great  problem  of 
chronic  otitis  media  so  that  now  most  patients  with  a chroni- 
cally infected  ear  can  get  relief  from  their  discharge  and  usual- 
ly an  improvement  in  their  hearing.  All  these  improvements, 
not  possible  ten  years  ago,  are  now  realities  thanks  to  the 
operating  surgical  microscope. 

2.  (10:00)  Treatment  of  Frontal  Sinusitis. 

John  E.  Bordley,  Baltimore. 

There  are  presently  a number  of  regimes,  both  medical  and 
surgical,  advocated  for  the  treatment  of  frontal  sinusitis.  This 
discussion  will  take  up  the  rationale  for  various  medical  and 
surgical  types  of  therapy,  with  greater  discussion  of  the  surgical 
treatment.  Four  types  of  surgery  are  in  use  for  the  problem  of 
chronic  frontal  sinusitis — the  Lynch  operation,  surgery  designed 
for  the  development  of  a new  frontal  duct,  the  osteoplastic 
procedure  operation,  and  obliterative  type  surgery.  These  will  be 
discussed  in  some  detail. 

3.  (10:45)  Musculoplasty  and  Musculo-Tympano- 
plasty. 

Jones  E.  Witcher,  August  J.  Streit,  and 
William  P.  Hale,  Amarillo. 

One  hundred  cases  of  chronic  mastoiditis  in  which  the  techniiiue 
of  musculoplasty  and  musculo-tympanoplasty  was  used  will  be 
presented  including  follow-up  work  ranging  from  18  months 
to  five  years.  Using  the  temporalis  muscle  with  its  own  blood 
supply  to  fill  the  mastoid  bowl,  employing  a secondary  “banjo”- 
pedicled  graft  of  fascia  and  muscle  (or  fascia  alone)  for  the 
reconstruction  of  the  tympanic  membrane,  and  using  an  air- 
containing  middle  ear  is  a practice  now  justifying  a firm  posi- 
tion in  surgery  of  the  chronically-diseased  ear. 

4.  (11:15)  Choice  of  Surgical  Procedures  in  Laryn- 
geal Malignancy. 

John  E.  Bordley,  Baltimore. 

Treatment  of  laryngeal  malignancies  has  made  strides  in  the 
past  ten  to  15  years.  Presently  we  have  a choice  of  cordec- 
tomy,  partial  laryngectomy,  supraglottic  laryngectomy,  laryn- 
gectomy with  and  without  radical  neck,  as  well  as  deep  ray 
therapy.  In  this  presentation  some  diagnostic  procedures  will 
be  presented.  The  discussion  will  also  take  up  the  rationale 
for  the  choice  of  various  procedures  and  will  include  some 
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remarks  on  the  use  of  preoperative  x-ray  therapy.  Presentation 
of  some  of  the  results  obtained  during  the  past  four  years  at 
The  Johns  Hopkins  Hospital  will  also  be  included  in  this  talk. 

(12:00)  Recess. 


2:30  p.m. 

Parlor  B,  Granada  Hotel 

5.  (2:30)  Business  Meeting. 

6.  (3:15)  Teflon  and  Stainless  Steel  Piston  Opera- 
tion for  Otosclerosis. 

John  J.  Shea,  Memphis. 

Nearly  five  years  have  passed  since  the  first  piston  prosthesis 
was  used.  A great  advance  in  conservative  management  of 
patients  with  obliterative  otosclerosis,  the  piston  has  some 
disadvantages  in  the  management  of  patients  with  localized 
otosclerosis.  For  these  patients  we  have  returned  to  the  ante- 
rior crurotomy  operation  and  found  it  to  be  effective  and  safe 
and  for  these  reasons  far  superior  to  the  piston  prosthesis. 

7.  (3:45)  Vascular  Aspects  of  Inner  Ear  Disease. 

James  K.  Wood,  Jr.,  Houston. 

The  inner  ear  with  hearing  and  balance  function  is  supplied 
by  an  end  artery.  Adequate  vascular  supply  to  the  inner  ear 
may  not  only  conserve  these  functions  but  may  act  as  a warn- 
ing system  to  the  entire  vascular  system  of  the  body.  Related 
cerebrovascular  mechanisms,  vascular  diseases,  and  the  neces- 
sity for  early  recognition  and  management  of  inner  ear 
disease  will  be  discussed. 

8.  (4:15)  Management  of  the  Child  with  Recurrent 
Otitis  Media. 

John  E.  Bordley,  Baltimore. 

One  of  the  oldest  in  otolaryngology,  this  problem  is  still  open 
for  general  debate.  Various  methods,  some  conflicting,  for  the 
control  of  recurrent  otitis  media,  both  acute  bacterial  and  the 
serous  type,  have  been  advocated  by  well  known  otologists. 
This  talk  will  cover  some  of  the  basic  underlying  factors 
causing  recurrent  otitis  media  and  outline  some  of  the  methods 
in  use. 


5 p.m. 

Parlor  A,  Granada  Hotel 

9.  (5:00)  Social  Hour. 

SATURDAY,  MAY  1,  10  o.m.-4:30  p.m. 

Parlor  B,  Granada  Hotel 

10.  (10:00)  Conservative  Surgical  Management  of 
Chronic  Otitis  Media. 

John  J.  Shea,  Baltimore. 

In  operating  on  a patient’s  only  ear,  it  is  necessary  to  be 
doubly  careful.  In  the  management  of  these  patients,  a culture 
and  sensitivity  must  be  taken  frequently  to  be  certain  the 
correct  antibiotic  is  being  given.  Local  cleaning,  opening  of 
the  eustachian  tube,  and  application  of  the  appropriate  anti- 
biotics, together  with  local  steroid  ointment  to  reduce  the 
reaction  in  the  ear  prior  to  operation,  are  important.  Great 
care  must  be  taken  to  avoid  motion  of  the  stapes  that  might 
tear  the  annular  ligament  and  allow  bacteria  to  get  into  the 
vestibule.  On  one  occasion  this  was  the  cause  of  some  further 
cochlear  loss  in  a patient  with  an  otherwise  perfect  (deration. 
If  necessary,  a procedure  can  first  be  done  in  which  the  infec- 
tion is  controlled  and  the  drum  grafted.  At  a later  date  an 
attempt  can  be  made  to  rebuild  the  sound  conducting  mecha- 
nism of  the  middle  ear.  The  use  of  prostheses  is  to  be  avoided 
when  any  other  method  of  sound  restoration  can  be  used. 


11.  (10:45)  Local  Infusion  Chemotherapy  and  a 
Report  on  Arterial  Catheters. 

William  L.  Watson,  Dallas. 

In  an  effort  to  determine  the  cause  of  arterial  wall  damage 
which  was  discovered  in  patients  undergoing  intra-arterial 
chemotherapy,  a technique  has  been  developed  for  insertion 
and  repeated  infusions  through  catheters  in  the  common  carotid 
arteries  of  dogs.  Carrier  solutions  were  infused,  both  with 
and  without  0.12  percent  hydrogen  peroxide.  Teflon  catheter 
assemblies  have  been  developed  which  are  superior  to  other 
catheters  tested.  Findings  from  case  reports  of  local  infusion 
chemotherapy  patients  are  included  when  related  to  experi- 
mental findings. 

12.  (11:15)  Modern  Indications  for  Tonsillar  Sur- 
gery. 

John  E.  Bordley,  Baltimore. 

The  general  assault  on  tonsils,  particularly  those  of  children, 
which  used  to  be  in  vogue  before  the  antibiotic  period,  has 
changed.  Today,  otolaryngologists  are  trying  to  evaluate  ton- 
sillectomy and  develop  yardsticks  upon  which  decisions  can  be 
made  concerning  tonsillectomy.  As  one  of  the  most  frequently 
performed  surgical  procedures  carried  out  in  the  world,  ton- 
sillectomy deserves  periodic  evaluation,  especially  in  relation 
to  the  extensive  new  therapeutic  measures  now  available  to  the 
pediatrician,  the  general  practitioner,  and  the  otolaryngologist. 

(12:00)  Recess. 

2:30  p.m. 

Parlor  B,  Granada  Hotel 

13.  (2:30)  Laryngoceles:  Diagnosis  and  Manage- 
ment— Case  Report. 

Claude  C.  Cody,  III,  Houston. 

Laryngoceles  probably  occur  more  often  than  is  suspected.  Only 
some  170  cases  have  been  reported  at  the  present  time  : but  new 
techniques  in  diagnosis,  which  include  tomograms  and  laryngo- 
grams,  indicate  greater  frequency  of  occurrence.  A one-stage 
operation  will  be  described  with  its  advantages.  The  history, 
symptoms,  diagnosis,  and  treatment  are  to  be  discussed,  as  wdl 
as  the  differential  diagnosis  of  tumors  in  the  neck. 

14.  (3:00)  Mastoid  Disease  Masked  by  Antibiotics. 

Paul  J.  Marmesh,  San  Antonio. 

A series  of  acute  and  chronic  mastoid  cases  operated  on  during 
the  past  year  will  be  presented.  The  varying  degrees  of  middle 
ear  damage  and  mastoid  destruction  will  be  presented.  The 
role  of  antibiotic  use  in  the  treatment  of  the  disease  and  at 
time  of  surgery  will  be  emphasized. 

15.  (3:30)  Medical  and  Surgical  Treatment  of  Ver^ 
tigo.  Sudden  Hearing  Loss,  and  Other  Inner  Ear 
Conditions. 

John  J.  Shea,  Memphis. 

In  the  management  of  these  problems  it  is  necessary  to  have 
some  reasonable  hypothesis  as  to  what  is  happening  in  the 
ear  upon  which  reasonable  treatment  can  be  based.  Endolym- 
phatic hydrops  is  probably  due  to  an  increased  secretion  of 
endolymph  by  the  stria  vascularis  faster  than  it  can  be  ab- 
sorbed. This  causes  a dilatation  of  the  membranous  labyrinth 
which  somehow  expands  to  the  point  where  the  attacks  of 
vertigo  no  longer  occur,  but  the  hearing  deteriorates.  If  some- 
thing can  be  done  to  lessen  the  overproduction  of  endolymph, 
or  shunt  it  away  before  it  reaches  the  irreversible  last  stage, 
it  would  be  of  great  benefit.  Unfortunately  nothing  will  do 
this  every  time.  Sudden  hearing  loss  is  probably  due  to  rupture 
of  the  basilar  membrane,  which  may  or  m&y  not  heal.  There  is 
no  reasonable  treatment  of  this  condition. 


PARTICIPATE  IN  GOLF  TOURNAMENT 
Thursdoy,  Pecan  Volley  Golf  Club 
See  Detoils,  Page  246 
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TEXAS  PROCTOLOGIC  SOCIETY 

(Related  Organization) 

President — Lewis  E.  Tucker,  San  Antonio. 

Secretary-Treasurer — Michael  Kendrick, 

Corpus  Christi. 


4.  (3:40)  Abdominal  Injuries  in  Athletics. 

Henry  C.  McQuaide,  Bryan. 

5.  (4:10)  Use  of  Physical  Therapy  in  the  Treat- 
ment of  Athletic  Injuries. 

Max  M.  Novich,  Newark,  N.  J. 

6.  (4:45)  Business  Meeting. 


THURSDAY.  APRIL  29,  10  o.m. 

Grand  Ballroom,  Granada  Hotel 

1.  (10:00)  Recognition  and  Treatment  of  Congen- 
ital Anomalies  of  the  Colon  and  Rectum. 

Hyrum  R.  Reichman,  Salt  Lake  City. 

2.  (10:30)  Hemorrhoidectomy  with  Wound  Closure 
and  Skin  Graft. 

Harry  B.  Burr,  Houston. 

The  primary  closure  of  wounds  after  hemorrhoidectomy  has 
been,  in  my  experience,  most  satisfactory.  There  is  less  dis- 
comfort at  the  first  stool  because  the  alkaline  feces  does  not 
come  in  contact  with  an  open  wound  ; there  is  less  incidence  of 
edematous  skin  tabs  and  less  fibrosis,  and  the  final  result  is 
usually  a smooth  anus.  The  skin  graft  that  covers  a posterior 
sphincterotomy  or  proctotomy  wound  has  circumvented  the  slow 
healing  of  such  wounds.  All  dead  space  is  obliterated  by  the 
suture  that  incorporates  a generous  "bite**  of  rectal  wall  or 
subcutaneous  tissue.  This  usually  prevents  the  formation  of  a 
seroma  or  abscess. 

3.  (11:00)  Round  Table  Discussion  of  Proctologic 
Problems. 


4.  (12:00)  Business  Meeting  (Members  Only). 


TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

(Related  Organization) 

President — E.  L.  Slataper,  Houston. 

Vice  President — Ivey  E.  Lamberth,  Tyler. 

Secretary-Treasurer — F.  P.  Thomas,  Houston. 

Program  Chairman — Wendell  E.  McKiski, 

San  Antonio. 

SATURDAY,  MAY  1,  6:30  p.m. 

Ballroom,  El  Tropicano  Hotel 

1.  (6:30)  Annual  Cocktail  and  Dinner  Party. 
Everest — the  West  Side  Story. 

Thomas  F.  Hornbein,  Seattle. 
Music — South  of  the  Border  (Courtesy  San 
Antonio  Society  of  Anesthesiologists). 


TEXAS  SOCIETY  OF 
ATHLETIC  TEAM  PHYSICIANS 

(Related  Organization) 

President — Louis  J.  Levy,  Fort  Worth. 

Vice  President — Dwight  R.  Knapp,  Kerrville. 
Secretary-Treasurer — Dan  Spivey,  Lufkin. 


SUNDAY,  MAY  2,  8 o.m. 

Navarro  Room,  St.  Anthony  Hotel 
(8:00)  Coffee. 

2.  (8:30)  Hyperbaric  Oxygen. 

Arthur  Jennette,  Fort  Sam  Houston. 

3.  (9:00)  Changing  Concepts  in  Extracorporeal  Cir- 
culation. 

Joe  A.  Walker,  Galveston. 


THURSDAY,  APRIL  29,  1:30  p.m. 

Meeting  Room  3,  Villita  Assembly  Hall 

1.  (1:30)  Presidential  Address:  Repair  of  Knee 
Ligaments. 

Louis  J.  Levy,  Port  Worth. 

2.  (2:00)  Management  and  Treatment  of  Athletic 
Injuries. 

Max  M.  Novich,  Newark,  N.  J. 

3.  (2:30)  Pathogenesis  and  Prevention  of  Heat 
Diseases. 

W.  Cone  Johnson,  Temple. 

(3:20)  Coffee  Break. 


4.  (9:30)  Clinical  Methods  of  Estimating  Blood 
Loss  During  Surgery. 

Robert  A.  Moore,  Fort  Sam  Houston. 

5.  (10:00)  Effects  of  NsO  Under  Hyperbaric  Con- 
ditions. 

Robert  G.  Mclver,  Brooks  Air  Force  Base, 
(10:30)  Coffee. 

6.  (11:00)  Doctor,  the  Blood  Is  Dark! 

Thomas  F.  Hoimbein,  Seattle. 

Dark  blood  is  a surgical  complaint  which  denotes  significant 
threat  to  life  and  well  being  of  a patient.  The  causes  of  arterial 
hyi>oxemia  during  anesthesia  are  decreased  concentration  of  oxy- 
gen in  the  gas  mixture,  hypoventilation,  uneven  ventilation  and 
perfusion  of  the  lungs,  shunt.  This  discussion  will  explain  the 
physiologic  basis,  predisposing  anesthetic  cases,  and  possible 
means  of  prevention  of  dark  blood. 
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7.  (11:45)  Salt  Water,  Venous  Pressure,  and  Car- 
diac Compensation. 

Eric  Holmes,  Dallas. 

12:30  p.m. 

Peraux  Room,  St.  Anthony  Hotel 

8.  (12:30)  Luncheon. 

1:30  p.m. 

Navarro  Room,  St.  Anthony  Hotel 

9.  (1:30)  Business  Meeting. 

TEXAS  SOCIETY  OF 
PATHOLOGISTS,  INC. 

(Related  Organization) 

President — John  R.  Rainey,  Austin. 

Secretary-Treasurer — Jack  L.  Smith,  Beaumont. 

(The  Society  will  have  its  scientific  session  with  the  Section  on 
Pathology  Friday,  2:30  to  5 p.m..  Meeting  Room  D,  Villita  Assem- 
bly Hall,  and  Saturday,  2 :30  to  5 p.m..  Meeting  Room  2,  Villita 
Assembly  Hall.  See  Section  Meetings  section  for  details.) 

SATURDAY,  MAY  1,  8 a.m. 

Parlor  C,  Granada  Hotel 

1.  (8:00)  Business  Meeting. 


5.  (10:15)  Disseminated  Vascular  Mucormycosis — 
Causing  Death  in  a Burn  Patient. 

Edward  J.  Kirby,  Houston. 

6.  (10:30)  Use  of  Immune  Lymph  in  the  Treat- 
ment of  Mouse  Cancer. 

Robert  H.  Balme,  Corpus  Christi. 

7.  (10:45)  Ptotic  Buccal  Fat-Pad  Excision  in  Meli- 
oplasty. 

Dean  C.  Kipp  and  E.  Frank  Dunton,  Dallas. 
(11:00)  Coffee  Break. 

8.  (11:15)  Cleft  Lip  Repair — A Follow-Up. 

Charles  W.  Tennison,  San  Antonio. 

9.  (11:45)  Diffuse  Polycystic  Parotid  Disease. 

John  B.  Lynch,  Truman  G.  Blocker,  Jr., 
Stephen  R.  Lewis,  Galveston. 

10.  (12:05)  Further  Observations  in  the  Follow-Up 
of  Renal  Transplantation. 

James  R.  Smith  and 
Maj.  James  S.  Harvin,  San  Antonio. 

11.  (12:30)  Thumb  Reconstruction. 

David  A.  Grant  and  Marcus  L.  Finley, 

Fort  Worth. 

(12:40)  Announcements. 


1 p.m. 

Parlor  C,  Granada  Hotel 

12.  (1:00)  Luncheon. 


TEXAS  SOCIETY  OF  PLASTIC 
SURGEONS 

(Related  Organization) 

President — Stephen  R.  Lewis,  Galveston. 

Vice  President — Willard  C.  Sellman,  Jr.,  Dallas. 
Secretai’y-Treasurer — John  P.  Gannon,  Houston. 
Program  Chairman — David  A.  Grant,  Fort  Worth. 


THURSDAY,  APRIL  29,  9 a.m. 

Crystal  Ballroom,  Granada  Hotel 


1.  (9:00)  Registration. 

2.  (9:30)  Introductory  Remarks. 

Stephen  R.  Lewis,  Galveston. 

3.  (9:40)  Treatment  of  Malar  Compound  Fractures. 

Jeff  R.  Moore,  Amarillo. 


4.  (9:55)  Bilateral  Midfacial  Crushed-Egg  Deform- 
ity and  Its  Immediate  Repair. 

Bromley  S.  Freeman,  Houston. 


2 p.  m. 

Crystal  Ballroom,  Granada  Hotel 


13.  (2:15)  Round  Table  Discussion. 

14.  (4:00)  Business  Meeting  (Members  Only). 
(5:00)  Adjourn. 


7 p.m. 

San  Antonio  Country  Club 
4100  North  New  Braunfels 


15.  (7:00)  Dinner. 


TEXAS  SOCIETY  ON  AGING 
CLINICAL  MEDICINE  SECTION 

(Related  Organization) 


Chairman — Walter  C.  H.  Kerr,  Fort  Worth. 
Chairman-Elect — Donald  H.  Brandt,  Denison. 
Program  Chainnan — Janies  0.  Armstrong,  Dallas. 
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SUNDAY,  MAY  2,  8:30  a.m. 

Parlor  D,  Granada  Hotel 

1.  (8:30)  Registration. 

2.  (9:00)  Chairman’s  Remarks. 

Donald  H.  Brandt,  Denison. 

3.  (9:30)  Congestive  Heart  Failure  and  Digitalis 
Intoxication  in  the  Geriatric  Patient. 

George  R.  Herrmann,  Galveston. 

4.  (10:00)  Electrocardiographic  Diagnosis  of  Some 
Disorders  Affecting  Older  Adults. 

Thomas  W.  Parkin,  Rochester,  Minn. 

Subjects  that  will  be  reviewed  include  the  electrocardiographic 
recognition  of  cardiac  mechanisms  associated  with  Stokes- 
Adams  syndrome,  some  electrocardiographic  manifestations  of 
digitalis  intoxication,  acute  cor  pulmonale,  hypocalcemia,  and 
some  atrioventricular  conduction  defects  associated  with  acute 
myocardial  infarction. 

5.  (10:30)  Office  Management  of  Musculoskeletal 
Pain. 

Harriet  E.  Gillette,  Cleveland. 

Pain  due  to  soft  tissue  pathology  secondary  to  postural  strain 
or  degenerative  changes  or  with  emotional  disturbances  may 
seriously  disable.  Common  patterns  of  involvement  are  described. 
Emphasis  is  placed  upon  development  of  a simple  program  for 
home  use  to  supplement  limited  office  visits. 

6.  (11:00)  Work  Evaluation  in  the  Cardiac  Patient. 

David  J.  Turell,  Houston. 

7.  (11:30)  Cerebrovascular  Problems  in  the  Aged. 

John  Calverley,  Galveston. 

(12:00)  Recess. 


12:30  p.m. 

Grand  Ballroom,  Granada  Hotel 

8.  (12:30)  Luncheon  of  Texas  Medical  Association. 
Body  and  Soul. 

Milford  0.  Rouse,  Dallas,  Chairman, 
American  Medicial  Association  Com- 
mittee on  Medicine  and  Religion. 


2 p.m. 

Parlor  D,  Granada  Hotel 

9.  (2:00)  Clinical  Aspects  of  Heart  Block  and  Car- 
diac Pacing. 

Hugh  H.  Hanson,  Houston. 

10.  (2:30)  Clinical  Manifestations  of  Coronary 
Heart  Disease. 

Maurice  M.  Scurry,  Dallas. 
(3:00)  General  Discussion. 

11.  (4:00)  Business  Meeting. 


TEXAS  STATE  DIVISION 
INTERNATIONAL  COLLEGE 
OF  SURGEONS 

President — John  R.  Rainey,  Austin. 
Secretary-Treasurer — Jack  F.  Smith. 


THURSDAY,  APRIL  29,  6:30  p.m. 

Renaissance  Room,  Monger  Hotel 

1.  (6:30)  Annual  Dinner  and  Business  Meeting. 


Exhibits 


FILM  PROGRAM 


FRIDAY,  APRIL  30,  10  a.m.-1  p.m. 

Meeting  Room  E,  Villita  Assembly  Hall 

1.  (10:00)  Tetanus  and  Its  Prevention — 1963  (Nor- 
man A.  Christensen,  M.D.) 

This  film  is  based  on  105  cases  of  tetanus.  It  deals  with  the 
bacteriologic  basis  of  tetanus,  tbe  portals  of  entry,  the  tetanus 
organism,  the  action  of  toxin  produced  by  the  organism,  the 
signs  and  symptoms  of  tetanus,  and  the  factors  that  govern 
the  prognosis  of  the  disease. 

2.  (10:38)  Diagnosis  and  Management  of  Eye  In- 
juries— 1962  (William  H.  Havener,  M.D.)* 

This  film  deals  with  the  diagnosis  and  treatment  of  several 
typical,  that  is  representative,  eye  injuries.  Particular  stress 
is  placed  on  the  general  approach  to  the  injured  eye.  It  shows 
how  to  obtain  maximum  information  about  the  eye  without 
adding  to  the  damage  by  improper  handling  of  the  eyelids.  The 
methods  of  treatment  shown  include  some  surgical  procedures 
of  the  emergency  type. 

3.  (11:11)  Peritoneal  Dialysis — (Robert  Stevens, 
M.D.) 

This  film  lists  indications  for  use  of  peritoneal  dialysis  and 
demonstrates  how  a dialysis  is  initiated  and  carried  out. 

4.  (11:19)  Injuries  of  the  Hands  and  Face — 1963 
(Robert  A.  Chase,  M.D.) 

This  film  is  an  illustrated  discussion  of  primary  management 
of  wounds  of  the  hands  and  face,  emphasizing  conservative 
preservation  of  parts  for  final  reconstruction.  Pitfalls  and  prob- 
lems in  making  decisions  at  the  time  of  injury  are  discussed. 
Examples  of  primary  reconstruction  to  achieve  the  best  func- 
tional and  cosmetic  result,  with  or  without  secondary  recon- 
struction are  shown. 

5.  (11:52)  Thyroidectomy:  A Half  Century  of  Ex- 
perience— 1963  (Bentley  P.  Colcock,  M.D.,  Cornelius 
E.  Sedgwick,  M.D.) 

The  Lahey  Clinic  technique  of  thyroidectomy,  originally  de- 
veloped by  Dr.  Frank  Lahey,  is  characterized  by  the  word 
“exposure."  An  adequate  incision,  high  mobilization  of  the  skin 
flap,  and  the  routine  division  of  the  strap  muscle,  make  possible 
the  actual  visualization  of  every  important  structure  encountered 
in  a thyroidectomy. 
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6.  (12:25)  Modern  Obstetrics:  Normal  Delivery — 
1964  (Sponsors:  AM  A and  the  American  College  of 
Obstetricians  and  Gynecologists  and  Ortho  Pharma- 
ceutical Corporation)* 

This  film  presents  two  uncomplicated  labors  and  deliveries : 
one  a spontaneous  delivery  under  general  anesthesia*  the  second 
a low  forcep  and  episiotomy  delivery  under  anesthesia.  The 
examination  of  the  patient  including  the  proper  technique  of 
performing  a vaginal  examination  during  labor,  care  and  ob- 
servance through  the  first  stage  of  labor  in  the  labor  room, 
the  second  and  third  stages  of  labor  in  the  delivery  room,  and 
the  fourth  stage  of  labor  in  the  recovery  room  are  presented 
in  detail.  Animation  is  used  to  explain  the  forces  of  labor,  the 
action  of  the  bag  of  water,  effacement  and  dilation  of  the 
cervix,  and  flexion,  descent,  internal  rotation,  extension,  and 
external  rotation  of  the  baby's  head. 


SATURDAY,  MAY  1,  10  a.m.-1  p.m. 

Meeting  Room  E,  Villita  Assembly  Hall 

1.  (10:00)  Cardiac  and  Pulmonary  Echinococcosis 
—1962  (Charles  F.  Kittle,  M.D.) 

A Persian  student  with  hemoptysis  and  a “coin"  lesion  at  the 
left  apex  is  subjected  to  pulmonary  segmental  resection,  and  a 
cyst  of  the  tapeworm  Echinoccoccua  granulosis  is  found.  A car- 
diac echinococcic  cyst  is  discovered  and  is  removed  at  a subse- 
quent operation.  The  patient's  disease  course  typifies  the  prob- 
lem of  hydatid  disease. 

2.  (10:38)  Late  Sequelae  of  Nonpenetrating  Ab- 
dominal Trauma — 1963  (Robert  J.  Freeark,  M.D., 
Robert  J.  Baker,  M.D.)* 

Visceral  damage  resulting  from  blunt  trauma  may  initially 
escape  detection  because  of  minimal  findings,  diagnostic  over- 
sight, and  overshadowing  injuries.  Recurrent  symptoms,  weeks 
to  years  later,  present  challenging  therapeutic  problems.  The 
clinical,  radiologic,  and  surgical  aspects  of  the  late  sequelae 
of  injuries  to  the  liver,  pancreas,  spleen,  and  intestine  are 
demonstrated. 

3.  (11:08)  Hypertension  of  Adrenal  Origin — 1964 
(Peter  H.  Forsham,  M.D.)* 

The  two  clinical  entities,  aldosteronism  and  pheochromocytoma, 
that  concern  hypertension  of  adrenal  origin  are  of  special 
interest  because  they  are  both  curable  if  diagnosed.  The  film 
presents  patients  who  describe  their  symptoms  clearly.  The 
physical  signs  are  demonstrated  and  related  to  the  pathological 
defect.  Animation  sequences  are  used  to  clarify  the  adrenal 
hormonal  aberrations.  The  laboratory  procedures  and  special 
tests  that  aid  in  diagnosis  are  presented. 

4.  (11:41)  Addison’s  Disease — 1964  (Peter  H.  For- 
sham, M.D.) 

This  film  presents  a series  of  patients  who  describe  their 
symptoms.  The  physical  signs  are  seen  and  the  adrenal- 
pituitary  relationships  are  established  through  animation  tech- 
niques. The  physiologic  changes  that  cause  the  signs  and 
symptoms  are  described.  The  laboratory  tests  and  special  hor- 
mone studies  are  presented. 

5.  (12:12)  Surgical  Treatment  of  the  Intractable 
Plantar  Wart — 1964  (Robin  Anderson,  M.D.)* 

Most  plantar  warts  respond  satisfactorily  to  conservative  therapy. 
There  remain  a few  which  resist  all  types  of  treatment  and  pro- 
duce severe  discomfort  and  disability  for  the  patient.  Since  these 
lesions  are  located  over  bony  prominences,  their  treatment  must 
include  relief  of  pressure  on  skin  and  soft  tissue  if  the  problem 
is  to  be  solved  permanently.  A technique  is  presented,  consisting 
of  excision  of  the  lesion,  removal  of  scar  and  projecting  bony 
prominence,  and  closure  by  means  of  a rotation  flap. 

6.  (12:32)  PKU:  Early  Detection  in  the  Hospital. 

This  film  describes  a simple  procedure  for  early  detection  of 
phenylketonuria  (PKU)  in  the  newborn  infant.  From  a heel- 


prick  three  drops  of  blood  are  spotted  on  a special  filter  paper 
for  mailing  to  the  laboratory.  The  film  shows  clearly  how  the 
test  is  carried  out  in  the  laboratory. 


♦These  films,  as  well  as  many  others,  are  available  from  the 
Memorial  Library  of  the  Texas  Medical  Association.  A brochure 
will  be  sent  upon  request. 


SCIENTIFIC  EXHIBITS 

All  scientific  exhibits  are  located  on  the  upper  level 
(street  level)  of  the  Villita  Assembly  Hall.  Exhibits 
will  be  displayed  during  the  following  hours: 

Thursday  12  Noon-5 :15  p.m. 

Friday  8 a.m.-5:15  p.m. 

Saturday  8 a.m.-5  p.m. 

First,  second,  and  honorable  mention  awards  will  be 
given  in  the  four  groups  of  exhibits:  Group  I,  In- 
dividual; Group  II,  Group;  Group  HI,  Institutional; 
and  Group  IV,  Educational-Promotional. 

Scientific  exhibitors  may  be  recognized  by  special 
ribbons  attached  to  their  identification  badges. 

Floor  plans,  showing  location  of  scientific  and  techni- 
cal exhibits,  are  available  in  the  exhibit  area,  A 
copy  of  the  floor  plan  is  printed  in  this  program. 

Following  is  a roster  of  exhibitors  and  their  ex- 
hibits: 

The  Drug  Therapy  of  Hypertension:  Its  Manage- 
ment and  Complications. 

Seymour  Diamond,  M.D.,  Edwin  Feldman,  M.D., 
and  Irvin  Belgrade,  M.D.,  The  Samuel  H.  Flamm 
Foundation,  (Chicago. 

Segmental  Renal  Arteriography. 

J.  R.  Derrick,  M.D.,  H.  A.  Fadhli,  M.D.,  R.  N. 
Cooley,  M.D.,  R.  W.  Brown,  R.  T.,  University  of 
Texas  Medical  Branch,  Galveston. 

Indoklon-A  Clinical  Review. 

Bernard  J.  Dolenz,  M.D.,  Fort  Worth. 

Research  Development  in  Upper  Extremity 
Orthotics. 

Thorkild  J.  Engen,  Orthotic  Department  of  Tex- 
as Institute  of  Rehabilitation  and  Research  and 
Baylor  University  College  of  Medicine,  Houston.,^ 
Osteomyelitis  in  Adults. 

R.  H.  Eppright,  M.D.,  F.  W.  Sanders,  M.D.,  H. 
J.  Spjut,  M.D.,  Houston. 

The  Congenital  Amputee. 

Lewis  A.  Leavitt,  M.D.,  Charles  R.  Peterson, 
M.D.,  Baylor  University  College  of  Medicine, 
Department  of  Physical  Medicine,  Houston. 
Thermotherapy  for  Herpes  Simplex  Keratitis. 

Everett  R.  Veirs,  M.D.,  Robert  G.  Bowers,  Jr., 
M.D.,  Eugene  V.  H.  Brasseur,  M.D.,  Scott  and 
White  Clinic,  Temple. 

Palliation  of  Advanced  Cancer  by  Continuous  Intra- 
arterial Infusion. 

James  S.  O’Hare,  M.D.,  Department  of  Surgery, 
Travis  Clinic,  Jacksonville. 

Massive  Obesity;  An  Approach  to  its  Control. 

S.  K.  Fineberg,  M.D.,  Hai’lem  Hospital,  New 
York. 

Prosthetic  Replacement  of  Cardiac  Valves. 

Arthur  C.  Beall,  Jr.,  M.D.,  Donald  L.  Bricker, 
M.D.,  Denton  Cooley,  M.D.,  Michael  E.  DeBakey, 
M.D.,  Baylor  University  College  of  Medicine, 
Houston. 
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Compound  Fractures  with  Arterial  Injuries. 

Coyle  W.  Williams,  M.D.,  Charles  Fohn,  M.D., 
John  Langston,  M.D.,  San  Antonio  Bone  and 
Joint  Clinic,  San  Antonio. 

Osteoplastic  Surgery  of  the  Frontal  Sinus. 

Bobby  R.  Alford,  M.D.,  George  N.  Gorman, 
M.D.,  Houston. 

The  Smoking  Habit. 

Texas  State  Department  of  Health,  Austin,  Di- 
vision of  Cancer  & Heart  Diseases. 

The  Osteochondroses:  Incidence  and  Relative  Inci- 
dence in  a Private  Practice  of  Orthopaedic  Surgery, 
1937-1963  Inclusive. 

Louis  W.  Breck,  M.D.,  The  El  Paso  Orthopaedic 
Surgery  Group,  El  Paso. 

The  Menopause,  A Deficiency  Disease. 

F.  P.  Rhoades,  M.D.,  Detroit. 

Overall  Management  of  Geriatric  Patients  with 
Chronic  Brain  Syndrome. 

Francis  H.  Stem,  M.D.,  Philadelphia. 
Intravenous  Abdominal  Aortography. 

Melvyn  H.  Schreiber,  M.D.,  Fred  J.  Wolma, 
M.D.,  Charles  K.  Hendrick,  M.D.,  University  of 
Texas  Medical  Branch,  Department  of  Radiol- 
ogy and  Surgery,  Galveston. 

You  Can  Reduce. 

Theresa  Mondeika,  American  Medical  Associa- 
tion, Chicago. 

Difficult  Patients. 

Jackson  A.  Smith,  M.D.,  Lester  H.  Rudy,  M.D., 
Stritch  School  of  Medicine,  Loyola  University, 
Chicago. 

The  Senior  Citizen  and  Essential  Hypertension. 

Henry  A.  Cronwell,  M.D.,  Houston. 

Aid  to  the  Partially  Seeing. 

Texas  Society  for  the  Prevention  of  Blindness, 
Pauline  Outland,  Houston. 

The  Prevention  and  the  Elimination  of  Vaginitis 
from  the  Practice  of  Medicine. 

Karl  John  Kamaky,  M.D.,  Houston. 
Pathophysiology  and  Therapy  of  Hemorrhagic 
Shock. 

Lewis  C.  Mills,  M.D.,  Professor  of  Medicine, 
Hahnemann  Medical  College  and  Hospital,  Phil- 
adelphia. 

The  Major  Uncontrolled  Cancer — Carcinoma  of  the 
Breast. 

American  Cancer  Society,  Texas  Division,  Ger- 
trude Linn,  Austin. 

Why  Not  Routine  Scout  Films  of  the  Abdomen? 
Francis  Edward  O’Neil,  M.D.,  Alvin  Thaggard, 
M.D.,  J.  J.  Wiesner,  M.D.,  Phillip  W.  Voltz,  Jr., 
M.D.,  C.  F.  Douglass,  M.D.,  R.  W.  Bradley,  M.D., 
1.  Queralt,  M.D.,  Radiology  Department,  Santa 
Rosa  Medical  Center,  San  Antonio. 

TSMT  Traveling  Seminar  Team. 

Texas  Society  of  Medical  Technologists,  San 
Antonio. 

Diagnostic  Testing  Unit  on  Heart  Sounds. 

Texas  Heart  Association,  Houston. 

Aims  and  Ideals  of  the  Texas  Society  of  Internal 
Medicine. 

Texas  Society  of  Internal  Medicine,  Houston. 
Echoencephalography  in  the  Diagnosis  of  Intra- 
cranial Lesions. 

M.  C.  Overton,  III,  M.D.,  J.  E.  Coe,  M.D.,  S.  R. 
Snodgrass,  M.D.,  Division  of  Neurological  Sur- 
gery, University  of  Texas  Medical  Branch,  Gal- 
veston. 


Nausea  and  Vomiting  from  Anti-Cancer  Drugs, 
Treatment  with  Diphenidol. 

William  L.  Wilson,  M.D.,  Robert  B.  Green  Hos- 
pital and  University  of  Texas  South  Texas  Med- 
ical School,  San  Antonio. 

Two  Hour  Postprandial  Blood  Sugar  in  Detection  of 
Diabetes. 

John  T.  Scogin,  M.D.,  Department  of  Medicine, 
Travis  Clinic,  Jacksonville. 

Cigarette  Buzzer  Board. 

Texas  State  Department  of  Health,  Austin. 
Facts  About  Radiation  in  Our  Daily  Lives. 

Cosponsored  by  the  TMA  Committee  on  Nuclear 
Medicine  and  the  Division  of  Occupational  Health 
and  Radiation  Control  of  the  Texas  State  De- 
partment of  Health. 

Physical  Therapy. 

Texas  Chapter,  American  Physical  Therapy  As- 
sociation, Inc.,  Austin. 

Disaster  Medical  Care  for  Texas. 

Committee  on  Disaster  Medical  Care,  Texas 
Medical  Association  and  Texas  State  Depart- 
ment of  Health,  Austin. 

Medicine  and  Religion. 

Committee  on  Medicine  and  Religion  of  TMA. 
Surgical  Treatment  of  Baldness. 

James  W.  Burks,  M.D.,  M.  A.  Hairston,  Jr., 
M.D.,  Kenneth  Cummings,  M.D.,  Division  of 
Dermatology,  Department  of  Medicine,  Tulane 
Medical  School,  New  Orleans. 


TECHNICAL  EXHIBITS 

Technical  exhibits  are  displayed  on  the  upper 
(street)  and  lower  levels  of  the  Villita  Assembly 
Hall.  Booths  1-76  are  located  on  the  upper  level  and 
booths  77-138  are  located  on  the  lower  level. 

Representatives  from  the  pharmaceutical  industry, 
business  equipment  companies,  insurance  and  invest- 
ment companies,  and  other  related  fields  will  be 
present  to  discuss  equipment  and  products  with  phy- 
sicians. 

Exhibits  will  be  displayed  during  the  follovsdng 
hours : 

Thursday  12  Noon-5 :15  p.m. 

Friday  8 a.m.-5:15  p.m. 

Saturday  8 a.m.-5  p.m. 

The  President’s  Reception  for  Exhibitors  will  be  held 
for  a representative  of  each  exhibiting  company 
Thursday,  5:30-6:30  p.m.,  in  the  Grand  Ballroom  of 
the  Granada  Hotel. 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  are  available  in  the  exhibit  areas.  A 
copy  of  the  floor  plan  is  printed  in  this  program. 

Following  is  a list  of  exhibits: 


Exhibitor  Booth 


The  Brown  Schools,  Austin  1 

Dome  Chemicals  Inc.,  New  York  2 

The  Medical  Protective  Company,  Fort  Wayne,  Ind.  3 

Charles  O,  Finley  & Co.,  Austin  4 

Mission  Pharmacal  Company,  San  Antonio  5 

Texas  Employers  Insurance  Association,  Dallas  6 

Accounts  Receivable  Manag:ement  Inc.,  Dallas  7 

R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C.  8 

J.  B.  Lippincott  Company,  Philadelphia  9 


Volume  61,  MARCH,  1965 


285 


Emerson  Laboratories,  Dallas  10 

The  National  Drug  Company,  Philadelphia  11 

Thomas  A.  Edison  Industries,  Houston  12 

Terrell  Supply  Co.,  Inc.,  Ft.  Worth  13 

Metro  Med  Inc.,  Houston  14 

Duke  Laboratories,  South  Norwalk,  Conn.  15 

Winthrop  Laboratories,  New  York  16 

Roche  Laboratories,  Nutley,  N.  J.  17 

Wyeth  Laboratories,  Philadelphia  18 

Ortho  Pharmaceutical  Corporation,  Raritan,  N.  J.  19 

Associated  Credit  Bureaus  of  Texas,  Austin  20 

Beverly  Hills  Hospital,  Dallas  21 

Lloyd  Brothers,  Inc.,  Cincinnati  22 

The  Coca-Cola  Company,  Atlanta  23  & 24 

Sandoz  Pharmaceuticals,  Hanover,  N.  J.  25 

Shermann  Laboratories,  Detroit  26 

Carnrick  Laboratories,  Summit,  N.  J.  27 

Syntex  Laboratories,  Inc.,  Palo  Alto,  Calif.  28 

Alcon  Laboratories,  Inc.,  Fort  Worth  29 

Ciba  Pharmaceutical  Company,  Summit,  N.  J.  30 

Ames  Company,  Inc.,  Elkhart,  Ind.  31 

Medco  Products  Co.,  Inc.,  Tulsa,  Okla.  32 

Pacific  Medical  Equipment  Co.,  North  Hollywood,  Calif.  33 

White  Laboratories,  Inc.,  Kenilworth,  N.  J.  34 

Savage  Laboratories,  Inc.,  Bellaire  35 

Abbott  Laboratories,  North  Chicago  38 

Gerber  Products  Company,  Fremont,  Mich.  39 

Syntex  Laboratories,  Inc.,  Palo  Alto,  Calif.  40 

Geigy  Pharmaceuticals,  Yonkers,  N.  Y.  41 

G.  D.  Searle  & Co.,  Chicago  42 

Professional  Pharmacal  Co.  Inc.,  San  Antonio  43 

The  Gilbert  X-Ray  Company  of  Texas,  Dallas  44 

J.  A.  Majors  Company,  Dallas  45 

Americana  Corporation,  Beverly  Hills,  Calif.  46 

Wm.  P.  Poythress  & Co.  Inc.,  Richmond,  Va.  47 

D.  M.  Doyle  Pharmaceutical  Company, 

A Division  of  the  Dietene  Co.,  Minneapolis  48 

Dictaphone  Corporation,  New  York  49 

Schering  Corporation,  Union,  N.  J.  50 

The  Wm.  S.  Merrell  Company,  Cincinnati  51 

Davies,  Rose  & Company,  Limited,  Boston,  Mass.  52 

The  Mutual  Benefit  Life  Ins.  Co.,  Newark,  N.  J.  53 

U.  S.  Vitamin  & Pharmaceutical  Corporation,  New  York  54 

Johnson  & Johnson,  New  Brunswick,  N.  J.  55 

Lederle  Laboratories,  Pearl  River,  N.  Y.  56 

Merck  Sharp  & Dohme,  West  Point,  Pa.  57 

WTS — Pharmacraft,  Rochester,  N.  Y.  58 

Fuller  Pharmaceutical  Company,  Minneapolis  59 

Royal  Crown  Cola  Company  (Texas  Bottlers),  San  Antonio  60 
Strasenburgh  Laboratories,  Rochester,  N.  Y.  61 

Medical  Specialty  Company,  Fort  Worth  62 

V.  Mueller  Co.,  Dallas  71 

The  Borden  Company  (Southern  Division),  Houston  72,  73  & 74 
Borden^s  Pharmaceutical  Division,  New  York  75 

The  Lanier  Company,  Houston  77  & 78 

Great  Books  of  the  Western  World,  Houston  79 

Burton,  Parsons  & Company,  Inc.,  Washington,  D.  C.  80 


Wallace  Laboratories,  Cranbury,  N.  J.  81 

Riker  Laboratories,  Northridge,  Calif.  82 

Hewlett  Packard  Inc.,  Dallas  83  & 84 

Southern  X-Ray  Engineering  Company,  Houston  85 

Flint  Laboratories,  Morton  Grove,  111.  86 

Bristol  Laboratories,  Syracuse,  N.  Y.  87 

Westwood  Pharmaceuticals,  Buffalo  88 

Borcherdt  Company,  Chicago  89 

Ives  Laboratories  Inc.,  New  York  90 

Encyclopaedia  Britannica,  Inc.,  Chicago  91 

William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  92 

Armour  Pharmaceutical  Company,  Chicago  93 

The  Stuart  Co.,  Division  of  Atlas  Chemical 

Industries,  Inc.,  Pasadena,  Calif.  95 

Brooke  Laboratories,  Dallas  96 

W.  A.  Kyle  Co.,  Inc.,  San  Antonio  97 

Landry  Pharmaceuticals  Inc.,  Houston  98 

Texas  Pharmacal  Company,  San  Antonio  99 

Pharmafac  Inc.,  Austin  100 

General  Electric  Co.,  X-Ray  Department,  Dallas  101 

Cutter  Laboratories,  Berkeley,  Calif.  102 

Great  American  Reserve  Insurance  Co..  Dallas  103 

Merit  Pharmaceutical  Company,  Inc.,  Houston  104 

Seven-Up  Developers  of  Texas,  Waco  105 

Aloe  Medical — Division  of 

Brunswick  Corporation,  St.  Louis,  Mo.  106 

Contour  Chair  Lounge  Co.,  Dallas  107  & 108 

Holland-Rantos  Company,  Inc.,  New  York  109 

Coreco  Research  Corporation,  New  York  110 

A.  H.  Robins  Company,  Inc.,  Richmond,  Va.  Ill 

Smith,  Kline  & French  Laboratories,  Philadelphia,  Pa.  112 
Burroughs  Wellcome  & Co.  (U.  S.  A.)  Inc.,  Tuckahoe,  N,  Y.  113 
DePuy  Manufacturing  Co.  Inc. 

(Ted  Whitworth  & Associates,  Warsaw,  Ind.)  114 

Jacuzzi  Research  Inc.,  Berkeley,  Calif.  115 

Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J.  116 

Ross  Laboratories,  Columbus  117 

Mead  Johnson  Laboratories,  Evansville,  Ind.  118 

Ford  Dixon  Company,  Dallas  119 

The  Upjohn  Company,  Kalamazoo,  Mich.  120 

Ritter  Company,  Inc.,  Rochester,  N.  Y.  121 

Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Mass.  122 

Smith,  Miller  & Patch,  Inc.,  New  York  123 

Knoll  Pharmaceutical  Company,  Orange,  N.  J.  124 

Arnar-Stone  Laboratories,  Inc.,  Mount  Prospect,  III.  125 

Eli  Lilly  and  Company,  Indianapolis,  Ind.  126 

Electrodyne  Company  Inc.,  Westwood,  Mass.  127 

Berkeley  Medical  Instruments,  Berkeley,  Calif.  128 

Ayerst  Laboratories,  Dallas  129  & 130 

Hope  Medical  Supply  of  Texas,  San  Antonio  131 

Dallas  Radionics,  Inc.,  Dallas  132 

Stanley  Supply  Co.  Inc.,  San  Antonio  133 

United  Medical  Laboratories,  Inc.,  Portland,  Ore.  134 

Barnes-Hinds  Laboratories,  Sunnyvale,  Calif.  135 

Blue  Cross-Blue  Shield  of  Texas,  Dallas  136 

Bentex  Pharmaceutical  Co.,  Houston  137 

Organon  Inc.,  West  Orange,  N.  J.  138 
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PROGRAM 


Woman's  Auxiliary 

to  the 

Texas  Medical  Association 

Forty-Seventh  Annual  Convention — San  Antonio — April  29-May  2,  1965 

Tickets  to  all  functions  may  be  obtained  upon  registration. 


WEDNESDAY,  APRIL  28 


1 p.m. 

Finance  Committee  Meeting, 
Monterrey  Suite 

1:30  p.m. 

Advisory  Committee  Meeting, 
Monterrey  Suite 

2 p.m. 

Revisions  Committee  Meeting, 
Monterrey  Suite 

2:30  p.m. 

Reference  Committee  Meeting, 
Monterrey  Suite 

2-5  p.m. 

Registration,  Lobby,  El  Tropicano 
Motor  Hotel 

6:30  p.m. 

Past  Presidents’  Dinner,  Urschel  Room, 
The  Argyle,  934  Patterson  Avenue 

THURSDAY,  APRIL  29 

8 a.m.-4  p.m.  Registration,  Lobby,  El  Tropicano 

Motor  Hotel 

9 a.m.-4  p.m.  Registration,  Lobby,  St.  Anthony 

Hotel 

8-8:30  p.m.  Hospitality  Room  Open,  HemisFair 
Room,  El  Tropicano  Motor  Hotel 
Exhibits  of  all  Auxiliary  projects  with 
new  available  materials  and  pamphlets 

8:30-11  a.m.  COUNCIL  WOMAN’S  BREAKFAST, 
“Headin’  for  the  First  Round-Up,”  Hidalgo 
Room,  El  Tropicano  Motor  Hotel 

12  Noon  EXECUTIVE  BOARD  LUNCHEON, 
“Giant,”  River  Room,  El  Tropicano 
Motor  Hotel 

Mrs.  W.  D.  Nicholson,  President,  presiding. 
(All  County  Presidents,  County  Presidents- 
Elect,  current  and  incoming  Board  members 
are  invited  to  attend.) 

Invocation  Mrs.  Edwai’d  W.  Coyle, 

San  Antonio 

Welcome  Mrs.  Phillip  L.  Day,  San  Antonio 
Response  Mrs.  H.  Fi'ed  Johnson,  Amarillo 
Presentation  of  President-Elect 
Greetings  from  Chairman  of  Texas  Medical 
Association  Advisory  Committee  to  the 
Woman’s  Auxiliary 

A.  O.  McCary,  M.D.,  Freeport 
Introduction  of  Special  Guests 
Presentation  of  Past  Presidents 

Mrs.  George  V.  Brindley,  Temple 

Business : 


Approval  of  Convention  Agenda 
Appointment  of  Reading  Committee: 

Mrs.  Ralph  G.  Greenlee,  Midland;  Mrs. 
C.  M.  Stanfill,  El  Paso;  Mrs.  R.  Grin 
Littlejohn,  Marshall 
Convention  Rules 
Minutes 

Treasurer’s  Report 
Correspondence 

Recommendations  of  Officers  and  Com- 
mittee Chairmen 

Announcements  Mrs.  Phillip  L.  Day, 

San  Antonio,  Convention  Chairman 
Adjournment 

2:00  p.m.  AUXILIARY  PRESIDENT’S  REPORT 
to  TMA  House  of  Delegates, 
Anacacho  Room,  St.  Anthony  Hotel 

3:30  p.m.  Merienda,  “By  the  Bend  of  the  River,” 

Cos  House  in  La  Villita 
(All  members  invited.) 


FRIDAY,  APRIL  30 

7:30-8:15  a.m.  PRACTICAL  PARLIAMENTARY 
PROCEDURE,  “The  Drum  Ma- 
jor’s Role,”  River  Room, 
El  Tropicano  Motor  Hotel, 
Panel  Discussion,  Mrs.  Richard  C.  Bellamy, 
Liberty,  Moderator.  (Everyone  invited.) 

8 a.m. -4  p.m.  Registration,  Lobby,  El  Tropicano 

Motor  Hotel 

9 a.m.-4  p.  m.  Registration,  Lobby,  St.  Anthony 

Hotel 

8 a.m.-4  p.m.  Hospitality  Room  Open,  HemisFair 
Room,  El  Tropicano  Motor  Hotel 

8 a.m.-12:30  p.m.  FIRST  BUSINESS  MEETING, 
River  Room,  El  Tropicano  Motor  Hotel 
Mrs.  W.  D.  Nicholson,  Lake  Jackson, 
President,  presiding 

Invocation 

Mrs.  Edward  W.  Coyle,  San  Antonio 
Welcome 

Mrs.  Ralph  A.  Munslow,  San  Antonio, 
Convention  Cochairman 
Response  Mrs.  0.  E.  Harper,  Abilene 
Credo  and  Pledge  (Stand) 

Mrs.  John  D.  Gleckler,  Denison 
Pledge  of  Allegiance  (Stand) 

Mrs.  George  H.  Wahle,  Jr.,  Temple 
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SOUTHERN  REGION  REPORTS 
(District  and  County) 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio, 
Southern  Regional  Vice-President 
District  5.  Mrs.  Brad  Oxford,  San  Antonio, 
Council  Woman 

Atascosa,  Bexar.  Comal.  Gonzales,  Guadalupe, 
Karnes- Wilson,  Kerr-  Kendall-  Gillespie-  Bandera, 
La  Salle- F^io-Dimmit,  and  Medina-Uvalde-Mav- 
erick-Val  Verde-  Edwards  - Real  - Kinney  - Terrell- 
Zavala  Counties 

District  6.  Mrs.  Willis  H.  Jondahl,  Harlin- 
gen, Council  Woman 

Bee- Live  Oak -McMullen,  Brooks -Duval- Jim 
Wells,  Cameron-Willacy,  Hidalgo-Starr,  Kleberg- 
Kenedy,  Nueces,  San  Patricio-Aransas,  Refugio, 
and  Webb- Zapata- Jim  Hogg  Counties 

District  7.  Mrs.  Philip  A.  Wales,  Lockhart, 
Council  Woman 

Bastrop-Lee,  Caldwell,  Hays-Blanco,  Lampasas- 
Bumet-Llano,  Travis,  and  Williamson  Counties 
District  8.  Mrs.  M.  Lake  Fowler,  Galveston, 
Council  Woman 

Brazoria,  Colorado-Fayette,  DeWitt-Lavaca.  Gal- 
veston,  Victor ia-Calhoun-Goliad,  and  Wharton- 
Jackson-Matagorda-Fort  Bend  Counties 

EASTERN  REGION  REPORTS 
(District  and  County) 

Mrs.  William  M.  Palm,  Houston,  Eastern 
Regional  Vice-President 
District  9.  Mrs.  G.  V.  Pazdral,  Somerville, 
Council  Woman 

Austin -Grimes -Waller,  Harris,  East  Harris 
(Chapter),  Montgomery,  Polk-San  Jacinto,  Wal- 
ker-Madison-Trinity,  and  Washington-Burleson 
Counties 

District  10.  Mrs.  P.  C.  Caldwell,  Beaumont, 
Council  Woman 

Angelina,  Hardin-Tyler,  Jasper-Newton,  Jeffer- 
son : Beaumont  and  Port  Arthur  Chapters,  Lib- 
erty-Chambers, Nacogdoches,  Orange,  and  Shel- 
by-San  Augustine-Sabine  Counties 

District  11.  Mrs.  Hugh  F.  Rives,  Jackson- 
ville, Council  Woman 

Anderson- Leon,  Cherokee,  Freestone,  Henderson, 
Houston,  Rusk-Panola,  Smith,  and  Wood  Counties 

District  15.  Mrs.  Harold  P.  Bray,  Marshall, 
Council  Woman 

Bowie,  Camp-Morris-Titus,  Cass-Marion,  Gregg, 
Harrison,  Red  River,  and  Upshur  Counties 


NORTHERN  REGION  REPORTS 
(District  and  County) 

Mrs.  James  C.  Terrell,  Stephenville, 
Northern  Regional  Vice-President 

District  12.  Mrs.  Charles  E.  Gamble,  Waco, 
Council  Woman 

Bell,  Bosque- Hamilton,  Brazos  - Robertson,  Cor- 
yell, Erath-Hood-Somervell,  Hill,  Johnson,  Lime- 
stone, McLennan,  Milam,  and  Navarro  Counties 

District  13.  Mrs.  Orville  E.  Harper,  Abi- 
lene, Council  Woman 

Baylor-Knox-Haskell,  Clay-Montague-Wise,  East- 
land-  Callahan  - Stephens  - Shackelf  ord-Throckmor- 
ton,  Palo  Pinto-Parker-Young-Jack-Archer,  Tar- 
rant, Taylor- Jones,  Wichita,  and  Wilbarger 
Counties 

District  14.  Mrs.  W.  Ray  Hanna,  Sulphur 
Springs,  Council  Woman 

Collin,  Cooke,  Dallas,  Denton,  Ellis,  Fannin, 
Grayson,  Hopkins-  Franklin,  Hunt-  Rockwall- 
Rains,  Kaufman,  Lamar-Delta,  and  Van  Zandt 
Counties 


WESTERN  REGION  REPORTS 
(District  and  County) 

Mrs.  MacField  McDaniel,  Pampa,  West- 
ern Regional  Vice-President 

District  1.  Mrs.  Arvel  R.  Ponton,  Jr.,  Al- 
pine, Council  Woman 

El  Paso,  Pecos-Jeff  Davis-Presidio-Brewster  and 
Reeves  - W ar d - W inkier  - Loving  - Culberson  - Huds- 
peth Counties 

District  2.  Mrs.  George  Horton,  Odessa, 
Council  Woman 

Andrews  - Ector-  Midland,  Dawson  - Lynn  - Terry- 
Gaines-Yoakum,  Howard-Martin-Glasscock,  and 
Nolan-Fisher-Mitchell-Scurry-Borden-KenVStone- 
wall  Counties 


District  3.  Mrs.  H.  Fred  Johnson,  Amarillo,  < 
Council  Woman  ' 

Armstar  ong- Donley- Childress- Collingsworth-Hall-  . 
Wheeler.  Dallam -Hartley -Sherman -Moore,  Deaf  I 
Smith-Parmer-Castro-Oldham-Swisher,  Gray-  ' 
Hansford-  Hemphill-  Lipseomb-Roberts-Ochiltree- 
Hutchinson  - Carson  - Foard-  Motley-Dickens-King,  j 
Lamb-Bailey-Hockley-Cochran,  Lubbock -Crosby-  ^ 
Garza,  and  Potter-Randall  Counties  ^ 

District  4.  Mrs.  Roy  F.  Kemper,  Coleman,  J 
Council  Woman  ! 


1:00  p.m. 


8 p.m. 


Brown -Comanche- Mills -San  Saba,  Coleman, 
Crane  - Upton  - Reagan.  Kimble-  Mason  - Menard  - 
McCulloch,  Runnels,  and  Tom  Green-Coke-Crock- 
ett-Concho-Irion-Sterling-Sutton-Schleicher  Coun- 
ties 


LUNCHEON  HONORING  COUNTY 
PRESIDENTS,  “Texas,  Our  Texas,” 
Ballroom,  El  Tropicano  Motor  Hotel.  , 
Mrs.  W.  D.  Nicholson,  Lake  Jackson, 
President,  presiding. 
(Everyone  invited  to  pay  tribute  to  coun- 
ty president.) 

Invocation  Mrs.  Edward  W.  Coyle, 

San  Antonio 

“Texas  Our  Texas,”  Solo  ,, 

Mrs.  Roy  F.  Kemper,  Coleman 
Recognition  of  County  Presidents 
Recognition  of  Lay  Group  Representatives  ' 
Informal  Parade  of  Auxiliary  Projects  |, 
Invitation  to  Annual  Convention,  Worn-  j 
an’s  Auxiliary  to  the  Southern  Medical 
Association 

Mrs.  Jordan  Kelling,  Waverly,  Mo., 
President,  Woman’s  Auxiliary  to  the  ; 
Southern  Medical  Association  ; 
Address — President  of  Woman’s  Auxiliary  | 
to  the  American  Medical  Association  j 
Mrs.  William  H.  Evans,  t 
Youngstown,  Ohio  t 
Presentation  of  County  Auxiliary  Awards  ' 
Mrs.  James  C.  Price,  Gonzales,  Chairman,  ‘ 
Historical-Awards  Committee  j' 

FIESTA  NOCHE  DEL  RIO,  Arneson  I 
River  Theater  (Sponsored  by  TMA)  | 


I 


SATURDAY,  MAY  1 


7 a.m.  TexPAC  BREAKFAST,  Anacacho  j 

Room,  St.  Anthony  Hotel.  (Tickets  * 
available  at  TMA  Registration  I 
Desks,  Auxiliary  members  in-  # 
vited.)  ^ 
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8 a.in.-4  p.m.  Registration,  Lobby  El  Tropicano 
Motor  Hotel 

8 a.m.-4  p.m.  Hospitality  Room,  HemisFair  Room, 

El  Tropicano  Motor  Hotel 

8:30-9:30  a.m.  LEGISLATIVE  PANEL  DISCUS- 
SION, “Keeping  in  Step,”  Cortez 
Room,  El  Tropicano  Motor  Hotel, 
Mrs.  John  J.  Andujar  and  Mrs. 
Warren  Binion,  Fort  Worth,  Mod- 
erators. (Open  to  any  members 
interested  in  Legislation) 

9 a.m.-12  Noon  SECOND  BUSINESS  MEETING, 

River  Room,  El  Tropicano  Motor 
Hotel.  Mrs.  W.  D.  Nicholson,  Lake 
Jackson,  President,  presiding. 
Invocation 

Mrs.  Edward  W.  Coyle,  San  Antonio 
Greetings  from  President  of  Texas 
Medical  Association 

Max  E.  Johnson,  M.D., 
San  Antonio 

Introduction  of  Past  Presidents 

Mrs.  Garland  G.  Zedler,  Austin 
Reports  of  Committee  Chairmen  and 
Officers 

Recommendations  from  Executive 
Board 

Election  of  Officers 
Other  Business 

12:30-3  p.m.  INSTALLATION  LUNCHEON  AND 
SHOW,  “The  Eyes  of  Texas  Are 
Upon  You,”  Style  Show  staged  by 
Frost  Bros.,  Anacacho  Room,  St. 
Anthony  Hotel.  Mrs.  W.  D.  Nichol- 
son, Lake  Jackson,  President,  pre- 
siding. 

Invocation  Mrs.  Edward  W.  Coyle, 
San  Antonio 

President’s  Annual  Report 

Mrs.  W.  D.  Nicholson,  Lake 
Jackson,  President 
Courtesy  Resolutions 

Mrs.  George  M.  Hilliard, 
Jacksonville 

Installation  of  Officers 

Mrs.  Haskell  D.  Hatfield,  El  Paso 
Presentation  of  Gavel  and  Presi- 
dent’s Pin  Mrs.  W.  D.  Nicholson, 
Lake  Jackson 
Acceptance  of  Gavel  and  President’s 
Pin  Mrs.  Russell  L.  Deter, 

El  Paso 

Presentation  of  Past  President’s  Pin 
Mrs.  Mark  H.  Latimer,  Houston 
Style  Show 

Adjournment  of  1964-1965  Session 


SUNDAY,  MAY  2 

8 a.m.  POST-CONVENTION  EXECUTIVE 
BOARD  MEETING  AND  BREAK- 
FAST, “Tumblin’  'Tumbleweed,”  River 
Room,  El  Tropicano  Motor  Hotel. 
Mrs.  Russell  L.  Deter,  El  Paso,  Pres- 
ident, presiding. 

Invocation  Mrs.  L.  Bonham  Jones, 

San  Antonio 


Greetings  from  the  President  of  Texas 
Medical  Association, 

David  Wade,  M.D.,  Austin 
Introduction  of  TMA  Advisors  to  the 
Woman’s  Auxiliary: 

Gray  E.  Carpenter,  M.D.,  El  Paso; 
A.  O.  McCary,  M.D.,  Freeport  (Ap- 
pointment by  President-Elect). 
Introduction  of  Past  Presidents 

Mrs.  Ramsay  H.  Moore,  Dallas 
Introduction  of  President-Elect 

Mrs.  H.  S.  Renshaw,  Fort  Worth 
Response  of  President-Elect 
Introduction  of  Officers,  County  Presi- 
dents, County  Presidents  - Elect,  and 
Council  Women 

Introduction  of  Committee  Chairmen 

Business 

Announcements 

Adjournment 

10:15-10:45  a.m.  MEMORIAL  SERVICE  PROGRAM, 
Courtyard  of  the  Alamo.  John  H. 
Bohmfalk,  M.D.,  San  Antonio, 
chairman,  Mrs.  Eimest  A.  Max- 
well, San  Antonio,  cochairman. 
Organ  Prelude. 

Jack  B.  Lee,  M.D.,  San  Antonio. 
Invocation. 

Mrs.  Edward  W.  Coyle, 
San  Antonio. 
Memorial  Address  for  Deceased  Mem- 
bers of  Woman’s  Auxiliary. 

Mrs.  William  J.  Powell,  Dallas. 
Memorial  Address  for  Deceased  Phy- 
sicians. 

R.  Mayo  Tenery,  M.D., 
Waxahachie. 

The  Lord's  Prayer — Malotte. 

George  B.  Livesay,  M.D., 
San  Antonio. 
Benediction.  Dr.  Bohmfalk. 

Organ  Postlude.  Dr.  Lee. 

12:30  p.m.  ASSOCIATION  LUNCHEON,  “Body 
and  Soul,”  Ballroom,  Granada  Hotel. 
M.  0.  Rouse,  M.D.,  Dallas,  Chairman 
of  AMA  Committee  on  Medicine  and 
Religion. 

(Tickets  available  at  TMA  Registration 
Desks  — Auxiliary  members  invited.) 


RELATED  ACTIVITIES 

The  Hospitality  Rooms  throughout  the  convention 
will  be  the  HemisFair  Room,  located  at  the  rear  on 
the  ground  floor  of  the  El  Tropicano  Motor  Hotel. 
Refreshments  will  be  served  through  the  courtesy  of 
Great  American  Insurance  Company  of  Dallas. 

The  report  of  the  President  of  the  Woman’s  Aux- 
iliai’y  to  the  Texas  Medical  Association  will  be  given 
by  Mrs.  W.  D.  Nicholson,  Lake  Jackson,  to  the  House 
of  Delegates  on  Thursday,  April  29,  at  2 p.m.,  Ana- 
cacho Room,  St.  Anthony  Hotel.  Members  of  the 
Auxiliary  are  invited  to  hear  this  report. 

All  members  are  invited  to  attend  the  Luncheon 
Honoring  County  Presidents  in  the  Ballroom  of  the 
El  Tropicano  Motor  Hotel  at  1 p.m.,  Friday,  April 
30.  Special  guests  from  lay  organizations  have  been 
invited  to  attend  this  event. 
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At  3:30  p.m.,  Thursday,  April  29,  the  Woman’s 
Auxiliary  to  the  Texas  Medical  Association  will 
sponsor  a walking  tour  of  La  Villita  and  a Merienda 
(Mexican  Tea)  at  the  Co'S  House,  honoring  our  State 
President,  Mrs.  W.  D.  Nicholson,  and  Mrs.  Max 
Johnson,  wife  of  the  Texas  Medical  Association 
President. 

Fiesta  Noche  Del  Rio,  planned  for  the  entire 
family,  is  Mexican  entertainment  at  its  best,  at  the 
Arneson  River  Theater,  Friday,  April  30,  at  8 p.m. 

Auxiliary  members  are  invited  to  attend  the  Tex- 
PAC  Breakfast,  7 a.m.,  Saturday,  May  1,  Anacacho 
Room  of  the  St.  Anthony  Hotel,  and  the  Texas  Med- 
ical Association-sponsored  Luncheon  at  12:30  p.m. 
on  Sunday,  May  2,  Ballroom,  Granada  Hotel.  Tickets 
to  these  functions  will  be  available  at  the  TMA 
Registration  Desks. 

Fraternity  and  alumni  parties  will  be  held  on 
Saturday  evening. 

The  Memorial  Service  will  be  held  on  Sunday, 
May  2,  at  10:15  a.m.  in  the  Alamo  Courtyard. 

General  information  concerning  baby  sitters,  sight- 
seeing tours,  shops,  and  so  forth,  may  be  obtained 
at  the  Auxiliary  Information  Desks  in  the  Lobby 
of  the  El  Tropicano  and  the  St.  Anthony. 

Shuttle  bus  service  will  be  furnished  through  the 
courtesy  of  Mission  Pharmacal  Company.  Buses  will 
run  continuously  between  the  Granada,  St.  Anthony, 
Gunter,  and  El  Tropicano  Hotels,  and  La  Villita 
Convention  Center  as  follows:  Thursday,  11  a.m. 
until  6 p.m.;  Friday  and  Saturday,  7:30  a.m.  until 
6 p.m.  No  service  on  Sunday. 


LOCAL  CONVENTION  COMMITTEE 
CHAIRMEN 


General  Chairman 
Cochairman 
Theme  Cooi’dinator 
Social  Chairman 
Hospitality  Chairman 
Courtesy  Chairman 
Decorations  Chairman 
Finance  Chairman 
Business  Meetings  Chairman 


Ml'S.  Phillip  L.  Day 
Mrs.  Ralph  A.  Munslow 
Mrs.  L.  Bonham  Jones 
Mrs.  A.  0.  Severance 
Mrs.  J.  Lewis  Pipkin 
Mrs.  Max  E.  Johnson 
Mrs.  Boen  Swinny,  Jr. 
Mrs.  Alfred  H.  Hill 
Mrs.  Andrew  Jensen 


Post-Convention  Executive  Board 

Meeting  and  Breakfast  Mrs.  Andrew  Jensen 

Registration  Chairman  Mrs.  Frank  M.  Posey,  Jr. 
Information  Chairman  Mrs.  Charles  A.  Holshouser 
Publicity  Chairman  Mrs.  Joseph  W.  Goldzieher 
Memorial  Service  Chairman  Mrs.  Ernest  A.  Maxwell 
Council  Women’s  Meeting  and 


Breakfast 

Executive  Board  Luncheon 
Luncheon  Honoring  County 
Presidents 

Installation  Luncheon  and 
Style  Show 
Merienda 
Exhibits 

Past  Presidents’  Dinner 


Mrs.  T.  H.  Sharp 
Mrs.  Frank  Steed 

Mrs.  Edward  P.  Waller 

Mrs.  Jack  M.  Partain 
Mrs.  William  M.  Center 
Mrs.  Bland  Schwarting 
Mrs.  Frank  N.  Haggard 
Mrs.  Edward  W.  Coyle 
Mrs.  S.  C.  Applewhite 


Officers  and 


Past  Presidents 
Honorary  Life  Presidents 


Mrs.  E.  H.  Cary,  Dallas 
♦Mrs.  S.  C.  Red,  Houston 
♦Mrs.  M.  L.  Graves,  Houston 
♦Mrs.  W.  A.  Wood,  Waco 
♦Mrs.  John  O.  McReynolds,  Dallas 
Mrs.  S.  A.  Collom,  Texarkana 
♦Mrs.  E.  V.  DePew,  San  Antonio 
♦Mrs.  H.  B.  Trigg,  Fort  Worth 
♦Mrs.  Joe  Gilbert,  Austin 
♦Mrs.  H.  C.  Haden,  Houston 
Mrs.  O.  M.  Marchman,  Dallas 
♦Mrs.  H.  R.  Dudgeon,  Waco 
Mrs.  G.  V.  Brindley,  Temple 
Mrs.  Frank  N.  Haggard,  San  Antonio 
♦Mrs.  Preston  Hunt,  Texarkana 
♦Mrs.  S.  D.  Whitten,  Greenville 
♦Mrs.  John  T.  Moore,  Houston 
♦Mrs.  R.  B.  Homan,  El  Paso 
Mrs.  W.  R.  Thompson,  Fort  Worth 
Mrs.  F.  F.  Kirby,  Waco 
♦Mrs.  S.  H.  Watson,  Waxahachie 
Mrs.  Scott  C.  Applewhite,  San  Antonio 
Mrs.  William  Hibbitts,  Texarkana 
Mrs.  S.  F.  Harrington,  Dallas 
Mrs.  P.  R.  Denman,  Houston 
Mrs.  A.  B.  Pumphrey,  Fort  Worth 
♦Mrs.  Sam  E.  Thompson,  Kerrville 
♦Mrs.  Charles  B.  Alexander,  San  Antonio 
Mrs.  George  Turner,  El  Paso 
Mrs.  Edward  C.  Ferguson,  Beaumont 
Mrs.  S.  Minter  Hill.  Dallas 
Mrs.  Joseph  B.  Foster,  Houston 
♦Mrs.  William  M.  Gambrell,  Texas  City 


•Deceased, 


Committees 


Mrs.  Oscar  W.  Robinson,  Paris 
Mrs.  Robert  Farris  Thompson,  El  Paso 
Mrs.  E.  W.  Coyle,  San  Antonio 
Mrs.  Mark  H.  Latimer,  Houston 
Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas 
Mrs.  Richard  C.  Bellamy,  Liberty 
Mrs.  H.  S.  Renshaw,  Fort  Worth 
Mrs.  John  D.  decider,  Denison 
Mrs.  Haskell  D.  Hatfield,  El  Paso 
Mrs.  Ramsay  H.  Moore,  Dallas 
Mrs.  Garland  G.  Zedler,  Austin 
Mrs.  R.  C.  L.  Robertson,  Houston 
Mrs.  Hamilton  Ford,  La  Marque 


Honorary  Life  Members 

Mrs.  H.  Leslie  Moore,  Dallas 
May  Owen,  M.D.,  Fort  Worth 


Officers 


President  Mrs.  W.  D.  Nicholson,  Lake  Jackson 

President>Elect  Mrs.  Russell  L.  Deter,  El  Paso 

First  Vice-President  Mi-s.  James  A.  Hallmark,  Fort  Worth 

Western  Regional  Vice-President 

Mrs.  MacField  McDaniel.  Pampa 
Northern  Regional  Vice-President 

Mrs.  James  C.  Terrell.  Stephen ville 
Southern  Regional  Vice-President 

Mrs.  Frank  M.  Posey.  Jr.,  San  Antonio 
Eastern  Regional  Vice-President 

Mrs.  William  M.  Palm,  Houston 
Corresponding  Secretary  Mrs.  A.  O.  McCary,  Freeport 
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Recording  Secretary 
Treasurer 
Publicity  Secretary 
Parliamentarian 
Auxiliary  Staff  Secretary 


Mrs.  Scott  Haggard.  Denton 
Mrs.  Ralph  C.  Patrick,  Houston 
Mrs.  Tom  Oliver,  Waco 
Mrs.  Richard  C.  Bellamy,  Liberty 
Mrs.  Martha  D.  James,  Austin 


Council  Women 


District  1 
District  2 
District  3 
District  4 
District  5 
District  6 
District  7 
District  8 
District  9 
Distrcit  10 
District  11 
District  12 
District  13 
District  14 
District  15 


Mrs.  Arvel  R.  Ponton,  Jr.,  Alpine 
Mrs.  George  Horton,  Odessa 
Mrs.  H.  Fred  Johnson,  Amarillo 
Mrs.  Roy  F.  Kemper,  Coleman 
Mrs.  Brad  Oxford,  San  Antonio 
Mrs.  Willis  H.  Jondahl,  Harlingen 
Mrs.  Philip  A.  Wales,  Lockhart 
Mrs.  M.  Lake  Fowler,  Galveston 
Mrs.  G.  V.  Pazdral,  Somerville 
Mrs.  P.  C.  Caldwell,  Beaumont 
Mrs.  Hugh  F.  Rives,  Jacksonville 
Mrs.  Charles  E.  Gamble,  Waco 
Mrs.  Orville  E.  Harper,  Abilene 
Mrs.  W.  Ray  Hanna,  Sulphur  Springs 
Mrs.  Harold  P.  Bray,  Marshall 


Standing  Committees 


Advisory. — Mrs.  Hamilton  Ford,  La  Marque,  Chairman ; Mrs. 
R.  C.  L.  Robertson,  Houston  ; Mrs.  Garland  G.  Zedler,  Aus- 
tin ; Mrs.  Ramsay  H.  Moore,  Dallas ; Mrs.  Haskell  D.  Hat- 
field, El  Paso 

Civil  Defense. — Mrs  Weldon  G.  Kolb,  La  Marque,  Chairman ; 
Mrs.  Charles  W.  Castle,  Liberty,  Eastern  Region  ; Mrs.  Galen 
E.  Steeg,  Arlington,  Northern  Region ; Mrs.  Ivan  Barber, 
Hitchcock,  Southern  Region  ; Mrs.  James  D.  Lancaster,  Fort 
Stockton,  Western  Region 

Courtesy  Resolutions. — Mrs.  George  M.  Hilliard.  Jacksonville. 
Chairman 

Finance, — Mrs.  Robert  E.  Leslie,  El  Campo,  Chairman  ; Mrs. 
Ralph  C.  Patrick,  Houston  ; Mrs.  Russell  L.  Deter,  El  Paso  ; 
Mrs.  Philip  T.  Weisbach,  Beaumont;  Mrs.  Hamilton  Ford. 
La  Marque 

Historical. — Mrs.  J.  C.  Price,  Gonzales,  Chairman ; Mrs.  Sam 
Nixon.  Floresville;  Mrs.  David  Shelby,  Gonzales;  Mrs.  Her- 
bert G.  Liberty,  Seguin  ; Mrs.  Robert  Wagner,  Shiner 


Library  Fund. — Mrs.  Eugene  P.  Schoch,  Jr..  Austin,  Chair- 
man ; Mrs.  Albert  F.  Vickers,  Austin.  Cochairman 
Memorial  Fund, — Mrs.  Warren  A.  Shoecraft,  Dallas,  Chair- 
man; Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas,  Cochairman 
Student  Loan  Fund. — Mrs.  Lynn  L.  Bourdon,  Houston,  Chair- 
man ; Mrs.  William  M.  Sherrill,  Houston.  Cochairman 

Program. — Mrs.  J.  A.  Stewart.  Lake  Jackson,  Chainnan  ; Mrs. 
Elmer  Heimbigner,  Lake  Jackson  ; Mrs.  V.  C.  Smart,  Austin 

Public  Relations — Community  Service. — Mrs.  Ern  C.  Mooney, 
Victoria,  Chairman ; Mrs.  John  Bourland,  Dallas,  Northern 
Region ; Mrs.  A.  E.  Mgebroff,  Yoakum,  Southern  Region ; 
Mrs.  Marius  Hansen,  Navasota,  Eastern  Region  ; Mrs.  Travis 
Smith,  Abilene.  Northern  Region ; Mrs.  Braswell  Locker. 
Brownwood,  Western  Region 

PUBLICATIONS 

Bulletin. — Mrs.  Walter  P.  McCall,  Ennis,  Chairman 
News  Letter.^ — Mrs.  B.  J.  Smith,  Austin.  Editor;  Mrs.  Rob- 
ert G.  Farris,  Coeditor 

Recruitment. — Mrs.  Richard  B.  Johns,  Abilene,  Chairman  ; Mrs. 
J.  R.  Shipp,  Waco,  Cochairman,  Northern  Region  : Mrs. 
Andrew  J.  Magliolo.  Dickinson,  Northern  Region  ; Mrs.  Cecil 
Glass.  Beaumont,  Eastern  Region;  Mrs.  Joe  Lehman,  Lub- 
bock, Western  Region.  T.A.F.N.  Convention  Chairman : 
Mrs.  J,  R.  Shipp,  Waco 

Reference. — Mrs.  Garland  G.  Zedler.  Austin,  Chairman ; Mrs. 
Horace  A.  Renshaw,  Fort  Worth ; Mrs.  G.  Bedford  Brown, 
Angleton 

Research  and  Romance  of  Medicine. — Mrs.  O.  W.  Robinson, 
Paris,  Chairman 

Revisions. — Mrs.  V.  M.  Longmire.  Temple,  Chairman  ; Mrs. 
Ramsay  H.  Moore.  Dallas ; Mrs.  Sidney  Bohls,  Austin 

School  of  Instruction. — Mrs.  Paul  Klinger.  San  Antonio.  Chair- 
man : Mrs,  Donald  Pohl,  Austin,  Cochairman ; Mrs.  Eugene 
P.  Schoch.  Jr.,  Austin 


Committees — Special  Appointments 

AAPS  Essay  Contest. — Mrs.  Herbert  C.  Allen.  Jr..  Houston, 
Auxiliary  Representative 

Chaplain. — Mrs.  Edward  W.  Coyle,  San  Antonio 

Convention.— *Mrs.  Phillip  L.  Day,  San  Antonio,  Chairman ; 
Mrs.  Ralph  A.  Munslow,  San  Antonio,  Cochairman 

Doctors'  Day. — -Mrs.  Mack  F.  Bowyer,  Abilene,  Chairman 


Legislation. — Mrs.  John  J.  Andujar,  Fort  Worth,  Chairman  ; 
Mrs,  Warren  Binion,  Fort  Worth,  Cochairman;  Mrs.  W.  H. 
McClure,  Kermit,  Western  Region;  Mrs.  C.  E.  Willingham. 
Tyler,  Eastern  Region  ; Mrs.  Eaid  Gaston,  Kingsville.  South- 
ern Region ; Mrs.  Henry  K.  May,  Lake  Jackson,  Southern 
Region 

Memorial  Service. — Mrs.  William  J.  Powell,  Dallas,  Acting 
Chairman 

Mental  Health. — Mrs.  Winston  Cochran.  Beaumont.  Chairman  ; 
Mrs.  C.  M.  Phillips,  Levelland,  Legislation ; Mrs.  Lee  F. 
Scarborough,  Austin,  Rehabilitation ; Mrs.  E.  P.  Kalbaugh, 
Nederland,  Education ; Mrs.  Bruce  Beard,  Fort  Worth,  Re- 
ligion 

Nominating. — Mrs.  Hamilton  Ford,  La  Marque,  Chairman  ; Mrs. 
J.  C.  Terrell,  Stephenville ; Mrs.  Horace  A.  Renshaw,  Fort 
Worth ; Mrs.  Winston  Cochran,  Beaumont ; Mrs.  George  H. 
Brandau,  Houston ; Mi’s.  Ralph  A.  Munslow,  San  Antonio ; 
Mrs.  James  Kreimeyer,  Rusk 

Organization. — Mrs.  James  A.  Hallmark,  Fort  Worth.  Chair- 
man; Mrs.  MacField  McDaniel,  Pampa,  Western  Region; 
Mrs.  J.  C.  Terrell,  Stephenville,  Northern  Region ; Mrs. 
Frank  M.  Posey,  Jr.,  San  Antonio,  Southern  Region  ; Mrs. 
William  M.  Palm,  Houston,  Eastern  Region 

PHILANTHROPIC  FUNDS 

AMA-ERF. — Mrs.  J.  S.  Lancaster.  Austin,  Chairman  ; Mrs. 
Hardy  E.  Thompson.  Jr.,  Austin.  Cochairman  ; Mrs.  R. 
O.  Swearingen,  Austin  ; Mrs.  T.  J.  Archer,  Austin  ; Mrs. 
Sam  W.  Wilborn.  Austin  : Mrs.  William  W.  Kelton,  Jr., 
Austin ; Mrs.  A.  O.  Severance,  San  Antonio,  Southern 
Region;  Mrs.  Joe  R.  Donaldson.  Pampa.  Northern  Re- 
gion; Mrs.  John  H.  Andrews,  Baytown.  Eastern  Region 


International  Health  Activities. — Mrs.  Paul  Collins,  Wichita 
Falls,  Chairman ; Mrs.  George  T.  Singleton,  Wichita  Falls, 
Cochairman,  Northern  Region;  Mrs.  H.  O.  Padgett,  Mar- 
shall. Eastern  Region ; Mrs.  Robert  F.  Boverie,  El  Paso, 
Western  Region  ; Mrs.  F.  F.  Rogers,  Corpus  Christi,  South- 
ern Region 

Medicine  and  Religion. — Mrs.  William  J.  Powell,  Dallas,  Chair- 
man ; Mrs.  Howard  Bell,  Beaumont,  Southern  Region  ; Mrs. 
W.  D.  Thames,  Lufkin,  Eastern  Region  ; Mrs.  Harold  Euda- 
ley.  Fort  Worth,  Northern  Region ; Mrs.  Clement  Boehler, 
El  Paso,  Western  Region 

Physicians  Benevolent  Fund. — Mrs.  R.  C.  L.  Robertson,  Hous- 
ton, Auxiliary  Representative;  Mrs.  Garland  G.  Zedler,  Aus- 
tin, Alternate  Representative 

Rural  Health. — Mrs.  Edwin  R.  Franks,  Iraan,  Chairman ; Mrs. 
E.  C.  Andrews,  Fredericksburg,  Southern  Region ; Mrs.  M. 
J.  McSween,  Slaton,  Western  Region ; Mrs.  Hal  V.  Norgaard, 
Denton,  Northern  Region 

Safety. — Mrs.  W.  V.  Bradshaw,  Jr.,  Fort  Worth,  Chairman ; 
Mrs.  William  B.  Allensworth,  Mineral  Wells,  Cochairman, 
Northern  Region;  Mrs.  Robert  W.  Pipkin,  Baytown,  Eastem 
Region  ; Mrs.  John  W.  Hays,  Andrews,  Western  t Region ; 
Mrs.  Lee  Dale  Jones,  Brownsville,  Southern  Region 

Science  Fair. — Mrs.  L.  Bonham  Jones,  San  Antonio,  Chaixnnan  ; 
Mrs.  Donald  Kennedy,  New  Braunfels  ; Mrs.  Charles  Berger, 
New  Braunfels 

Senior  Citizens. — Mrs.  Andrew  G.  Goesl,  Texarkana,  Chairman  ; 
Mrs.  Van  D.  Goodall,  Clifton,  Northern  Region;  Mrs.  Paul 
B.  deMesquita,  Galveston,  Southern  Region ; Mrs.  Robert 
Morrison,  Austin,  Southern  Region 

Special  Advisor  to  the  President. — Mrs.  Mark  H.  Latimer. 
Houston 
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TMA  Advisory  Committee. — A.  O.  McCary.  M.D..  Freeport. 
Chairman:  Martin  L.  Towler.  M.D.,  Galveston;  Gray  E. 
Carpenter,  M.D.,  El  Paso 


County  Presidents 


DISTRICT  1 

El  Paso  Mrs.  C.  M.  Stanfill,  El  Paso 

Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend) 

Mrs.  Edwin  Franks.  Iraan 
Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 

Mrs.  Daniell  Newell,  Monahans 

DISTRICT  2 

Andrews-Ector-Midland  Mrs.  Ralph  G.  Greenlee.  Midland 

Dawson-Lynn-Terry-Gaines-Yoakum  (Five  Counties) 

^ Mrs.  Douglas  B.  Black,  Lamesa 

Howard-Martin-Glasscock  (Permian  Basin) 

Mrs.  Mel  Porter,  Big  Spring 
Nolan-Fisher-Mitchell-ScuriT-Borden-Kent-Stonewall 

(Colorado  Basin)  Mrs.  William  S.  Rhode,  Colorado  City 

DISTRICT  3 

Armstrong-Donley-Childress-Collingsworth-Hall-Wheeler 

(Greenbelt)  Mrs.  Robert  E.  Clark,  Memphis 

Dallam-Hartley-Sherman-Moore  Mrs.  Karl  Pieratt,  Dumas 

Deaf  Smith-Parmer-Castro-Oldham-S wisher 

(Tierra  Blanca)  Mrs.  Roy  Grubbs,  Hereford 

Gray-Hansford-Hemphill-Lipscomb-Roberts-Ochiltree- 
Hutchinson-Carson  City  (Top  O’Texas) 

Mrs.  Felix  Vendrell,  Pampa 
Hale-Floyd-Briscoe  Mrs.  T.  Coe  Branch.  Plainview 

Hardeman-Cottle-Foard-Motley-Dickens-King 
Lamb-Bailey-Hockley-Cochran 

Lubbock-Crosby-Garza  Mrs.  Joe  Lehman,  Lubbock 

Potter-Randall  Mrs.  Jan  R.  Werner,  Amarillo 

DISTRICT  4 

Brown-Comanche-Mills-San  Saba 

Mrs.  Allan  Spence,  Brownwood 
Coleman  Mrs.  F.  M.  Burke,  Coleman 

Crane-Upton-Reagan 
Kimble-Mason-Menard-McCulloch 

(contact)  Mrs.  Glenn  H,  Ricks,  Brady 

Runnels 

Tom  Green-Coke-Cx’ockett-Concho-Irion-Sterling-Sutton- 

Schleicher  (Tom  Green  Eight)  Mrs.  Roy  Moon.  San  Angelo 


DISTRICT  5 
Atascosa 

Bexar  Mrs.  Phillip  L.  Day.  San  Antonio 

Comal  (contact)  Mrs.  Don  Kennedy.  New  Braunfels 

Gonzales  Mrs.  James  C.  Price,  Gonzales 

Guadalupe  Mrs.  John  Mueller,  Seguin 

Karnes-Wilson  Mrs.  F.  Spencer  Stubbs,  Karnes  City 

Kerr-Kendall-Gillespie-Bandera  Mrs.  William  E.  Bell,  Keriwille 
LaSalle-Frio-Dimmit  (contact)  Mrs.  Clyde  Myers,  Cotulla 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real-Kinney- 

Terrell-Zavala  (Nine  Counties)  Mrs.  Hi  Newby,  Del  Rio 


DISTRICT  6 
Bee-Live  Oak-McMullen 
Brooks-Duval-Jim  Wells 

(contact) 

Cameron- Willacy 

Hidalgo-Starr 

Kleberg-Kenedy 

Nueces  Mrs. 

San  Patricio- Aransas-Refugio 
Webb-Zapata-Jim  Hogg 


Mrs.  Richard  Penly,  Falfurrias 
Mrs.  Rudolph  Hecht,  La  Feria 
Mrs.  Jorge  Trevino,  McAllen 
Mrs.  Ben  Martin.  Kingsville 
Meyer  Kurzner,  Corpus  Christi 

Mrs.  Francisco  Canseco,  Laredo 


DISTRICT  7 

Bastrop-Lee  Mrs.  R.  H.  Morris,  Elgin 

Caldwell  (contact)  Mrs.  PhiUp  A.  Wales,  Lockhart 

Hays-Blanco  Mrs.  A.  Nilon  Tallant.  San  Marcos 

Lampasas-Burnet-Llano  (contact)  Mrs.  Joe  Shepperd,  Burnet 
Travis  Mrs.  Donald  Pohl.  Austin 

Williamson 

DISTRICT  8 
Brazoria 
Colorado-Fayette 
DeWitt-Lavaca 
Galveston 


Mrs.  James  Fisher,  Lake  Jackson 
Mrs.  R.  Cecil  Marburger,  Columbus 
Mrs.  O.  H.  Hall,  Cuero 
Mrs.  Paul  B.  deMesquita,  Galveston 


Victoria-Calhoun-Goliad  Mrs.  James  L.  Coleman.  Victoria 

Wharton-Jackson-Matagorda-Fort  Bend 

Mrs.  E.  B.  Sanford,  Palacios 


DISTRICT  9 

Austin-Grimes-Waller  Mrs.  Paul  S.  Baur,  Hempstead 

Harris  Mrs.  Donald  M.  Gready,  Houston 

East  Harris  Chapter  Mrs.  W.  H.  Bridges.  Baytown 

Montgomery 
Polk-San  Jacinto 

Walker-Madison-Trinity  (Tri  County) 

(contact)  Mrs.  Eugene  M.  Addison,  Huntsville 
Washington-Burleson  Mrs.  G.  V.  Pazdral,  Somerville 


DISTRICT  10 
Angelina 
Hardin-Tyler 
J asper-Newton 
Jefferson 

Beaumont  Chapter 
Port  Arthur  Chapter 
Liberty-Chambers 
Nacogdoches 
Orange 

Shelby-San  Augustine-Sabine 

(contact)  Mrs.  Vernon  T.  Polk.  Center 


Mrs.  Robert  Taylor.  Lufkin 
Mrs.  John  Tate,  Kountze 
Mrs.  Thomas  R.  Jones.  Jasper 

Mrs.  A.  F.  Reimers.  Beaumont 
Mrs.  Dan  H.  Byram.  Port  Arthur 
Mrs.  Richard  O.  Clements,  Liberty 
Mrs.  J.  Frank  Beall,  Nacogdoches 
Mrs.  David  Bennett,  Orange 


DISTRICT  11 

An  derson-Leon 

Cherokee 

Freestone 

Henderson 

Houston 

Rusk-Panola 

Smith 

Wood 


Mrs.  Thomas  Walkup,  Palestine 
Mrs.  M.  L.  Gray,  Jacksonville 
(contact)  Mrs.  Jack  Cox,  Teague 
(contact)  Mrs.  Norris  Holt,  Athens 
(contact)  Mrs.  John  Dean,  Jr.,  Crockett 
Mrs.  William  Barry,  Carthage 
Mrs.  Joe  C.  Jones,  Tyler 
(contact)  Mrs.  Roscoe  Moore,  Mineola 


DISTRICT  12 
Bell 

Bosque-Hamilton 

Brazos-Robertson 

Coryell 

Erath-Hood-Somervell 

Falls 

Hill 

Johnson 

Limestone 

McLennan 

Milam 

Navarro 


Mrs.  George  H.  Wahle,  Jr.,  Temple 
Mrs.  W.  F.  Key.  Jr.,  Clifton 
Mrs.  William  B.  Roman,  Jr..  Bryan 
Mrs.  O.  W.  Lowrey,  Gatesville 
(Tri  County) 

Mrs.  John  G.  Little.  Granbury 
(contact)  Mrs.  John  Barnett,  Marlin 
Mrs.  Norman  L.  West.  Hillsboro 
Mrs.  O.  T.  Harris,  Jr.,  Alvarado 
(contact)  Mrs.  M.  I.  Barger,  Mexia 
Mrs.  H.  H.  Trippet,  Waco 

Mrs.  John  W.  Griffin.  Corsicana 


DISTRICT  13 
Baylor-Knox-Haskell 

(contact)  Mrs.  James  F.  Cadenhead.  Haskell 
Clay-Montagne-Wise  Mrs.  M.  M.  Browder,  Bowie 

Eastland-Callahan-Stephens-Shackelford-Throckmorton 

Mrs.  Luther  A.  Gohlke.  Ranger 
Palo  Pin to-Parker-Young- Jack-Archer 

Mrs.  Gordon  Gafford.  Mineral  Wells 
Tarrant  Mrs.  O.  P.  Griffin,  Fort  Worth 

Taylor-Jones  Mrs.  Lee  Williamson.  Abilene 

Wichita  Mrs.  Edwin  C.  Bebb,  Wichita  Falls 

Wilbarger  Mrs.  B.  W.  Miller,  Vernon 


DISTRICT  14 


Collin 

Cooke 

Dallas 

Denton 

Ellis 

Fannin 

Grayson 

North 

South 

Hopkins-Franklin 

Hunt-Rockwall-Rains 

Kaufman 

Lamar-Delta 

Van  Zandt 


Mrs.  Marshall  M.  Searcy,  McKinney 
Ml'S.  Herbert  M.  Alston.  Gainesville 
Mrs.  Leonard  B.  Hurt.  Dallas 
Mrs.  J.  E.  Tatum.  Denton 
Mrs.  John  C.  Compton,  Jr..  Waxahachie 


Mrs.  Werner  H.  Frietsch,  Denison 
Mrs.  Ralph  Renshaw.  Sherman 
Mrs.  Omer  Kirkpatrick.  Sulphur  Springs 
Mrs.  William  Cantrell,  HI.  Greenville 
(contact)  Ml'S.  Hugh  Brown,  Terrell 
Mrs.  Olen  G.  Janes.  Sr.,  Cooper 
(contact)  Mrs.  Horace  Baker.  Wills  Point 


DISTRICT  15 
Bowie 

Camp-Morris-Titus 

Cass-Marion 

Gregg 

Harrison 

Red  River 

Upshur 


Mrs.  L.  L.  Duncan.  Texarkana 
Mrs.  James  Leeves,  Naples 
Ml'S.  M.  James  Brooks.  Jr..  Atlanta 
Mrs.  Sam  Mack,  Longview 
Mrs.  Orin  Littlejohn.  Marshall 
Mrs.  Rex  Edwards.  Clarksville 
Mrs.  T.  J.  Ford.  Jr.,  Gilmer 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1966.  Annual  Meeting,  New  York  City, 
June  20-24,  1965.  Dr.  F.  J.  L.  Blasin- 
game,  535  Dearborn,  Chicago  10,  Exec. 
Vice  Pres. 

Texas  Medical  Association,  San  Antonio, 

Annual  Session,  April  29-May  2,  1965; 
Austin,  Public  Relations  Conference,  Sept. 
24-26,  1965  : Austin,  Conference  for  Coun- 
ty Medical  Society  Officials,  Jan.  22-23, 
1966.  C.  Lincoln  Williston,  1801  N.  La- 
mar, Austin,  Exec.  Sec. 

MARCH 

American  Association  for  Thoracic  Surgery, 

New  Orleans,  March  29-31,  1965.  Dr.  H. 
T.  Bahnson,  Johns  Hopkins  Hosp.,  Balti- 
more 5,  Sec. 

American  College  of  Physicians,  Chicago, 
March  22-26,  1965.  Dr.  E.  C.  Rosenow, 
Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

South  Central  Association  of  Blood  Banks, 

Austin,  March  19-20,  1966.  L.  R.  Guy, 
Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southwest  Allergy  Forum,  New  Orleans, 
La.,  March  14-16,  1966.  Dr.  W.  P.  Cole- 
man, 1828  Calhoun  St.,  New  Orleans,  La., 
Sec. 

Southwestern  Society  of  Nuclear  Medicine, 
Dallas,  March  26-28,  1966.  Dr.  J.  R.  Max- 
field,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Fort  Worth,  March  6,  1965. 
Dr.  James  T.  Downs,  3707  Gaston  Avenue, 
Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Fort  Worth,  March  1,  1966.  Dr. 
Francine  Jensen,  Houston,  Sec. 

Texas  Tuberculosis  Association,  Houston, 

March  18-20,  1966.  Mrs.  Pauline  K.  Mat- 
this,  2406  Manor  Road,  Austin,  Exec.  Dir. 

Ninth  District  Society,  Brenham,  March  18, 
1965.  Dr.  William  Sherrill,  3618  Mt.  Ver- 
non, Houston,  Sec. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-24,  1965.  Dr.  J.  Morris 
Horn,  3707  Gaston,  Dallas,  Dir. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans,  March  8-11,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec, 

APRIL 

American  Academy  of  General  Practice,  San 
Francisco,  April  12-16,  1965.  Mr.  M.  F. 
Cahal,  Volker  Blvd.  at  Brookside,  Kansas 
City  12.  Exec.  Sec. 


American  Academy  of  Pediatrics,  Bal  Har- 
bour, Fla.,  April  26-29,  1965.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 
111.,  Exec.  Dir. 

American  College  of  Allergists,  Las  Vegas., 
Nev.,  April  4-9,  1966.  Dr.  John  D.  Gil- 
laspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Obstetricians  and  Gyne- 
cologists, San  Francisco,  April  4-7,  1965. 
Mr.  D.  F.  Richardson,  79  W.  Monroe, 
Chicago  3,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Chicago,  April  9-10,  1965. 
Mr.  H.  E.  Northam,  185  N.  Wabash, 
Chicago  1,  Exec.  Dir. 

International  College  of  Surgeons,  Las 

Vegas,  Nev.,  April  25-29,  1965.  Stanley 
E.  Henwood,  1516  Lake  Shore  Dr.,  Chi- 
cago Sec. 

Texas  Air-Medics  Association,  San  Antonio, 
May  1-2,  1965.  Dr.  C.  F.  Miller,  Box 
1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin, April  23-24,  1965.  Frank  B.  Self, 
4004  N.  Lamar  Blvd.,  Austin.  Exec.  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, San  Antonio,  April  30.  1965.  Dr. 
G.  K.  Womack.  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  San  Antonio,  May  2,  1965. 
Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St., 
San  Antonio,  Sec. 

Texas  Dermatological  Society,  San  Antonio, 
May  1,  1965.  Dr.  M.  A.  Forbes,  607  W. 
14th  Street.  Austin,  Sec. 

Texas  Diabetes  Association,  San  Antonio, 
May  2,  1965.  Dr.  Leonard  R.  Robbins, 
3618  Yoakum,  Houston,  Sec. 

Texas  Industrial  Medical  Association,  San 

Antonio,  April  29,  1965.  Dr.  James  K. 
Stewart,  P.  O.  Box  3311,  Beaumont,  Sec. 

Texas  Neuropsychiatric  Association,  San 
Antonio,  May  2,  1965.  Dr.  Jake  Peden, 
Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  San 
Antonio,  April  29-30,  1965.  Dr.  J.  L. 
Mims,  Jr.,  730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  San  An- 
tonio, May  1,  1966.  Dr.  Margaret  Wat- 
kins, 3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  San 

Antonio,  April  29-30,  1965.  Dr,  Norman 
Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 

Society,  San  Antonio,  April  29.  1965.  Dr. 
Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 


Texas  Proctologic  Society,  San  Antonio, 

April  29,  1965.  Dr.  T.  Melton,  636  Her- 
mann Professional  Bldg.,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  San  An- 
tonio, May  1-2,  1965.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

San  Antonio.  April  29,  1965.  Dr.  Dan 
Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  San  An- 
tonio, May  1,  1965.  Dr.  Jack  L.  Smith, 
3155  Stagg  Drive,  Beaumont.  Sec. 

Texas  Society  of  Plastic  Surgeons,  San  An- 
tonio, April  29,  1965.  Dr.  John  Gannon, 
1433  Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Surgical  Society,  Dallas,  April  4-6, 
1965.  Dr.  W.  B,  King,  Jr.,  2320  Columbus 
Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  San  An- 
tonio. April  29,  1965.  Dr.  J.  C.  Long, 
805  W.  8th,  Plainview,  Sec. 

Eleventh  District  Society,  Jacksonville, 
April  8,  1965.  Dr.  F.  Verheyden,  400  S. 
Ragsdale,  Jacksonville,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y..  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc., 

Chicago,  Dec.  4-9,  1965.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va,,  Sept.  9- 
11.  1965.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Academy  of  Ophthalmology  and 

Otolaryngology,  Chicago,  Oct.  14-19,  1965. 
Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Asssociation  of  Plastic  Surgeons, 

Boca  Raton,  Fla.,  May  2-5,  1965.  Dr.  R, 
M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.  Y.,  Sec, 

American  Cancer  Society,  Inc.,  New  York, 

Oct.  25-29,  1966.  Mr.  G.  Whittlesey,  219 
E.  42nd  St.,  New  York,  Sec. 

American  College  of  Chest  Physicians,  New 

York  City,  June  17-21,  1966.  Mr.  M.  Kom- 
feld,  112  E.  Chestnut,  Chicago  11,  Exec. 
Dir. 

American  College  of  Gastroenterology,  Bal 

Harbour,  Fla.,  Oct.  24-27,  1965.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 
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American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa  Boro, 
N.  J,,  Sec. 

American  College  of  Radiology.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22,  1965.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa..  Aug.  22- 
27,  1965.  Dr.  Glenn  Gullickson,  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association.  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Roches- 
ter, Minn.,  Sec. 

American  Gastroenterological  Association, 
Montreal,  May  27-29,  1965.  Dr.  David 
Gayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society,  New  York, 
May,  1966.  Dr.  C.  J.  Lund,  260  Critten- 
den Blvd.,  Rochester  20,  N.  Y.,  Sec. 

American  Hospital  Association,  San  Fran- 
cisco, Aug.  30-Sept.  2,  1966.  Dr.  Edwin 
L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A. 
Betts,  44  E.  23rd.  New  York  10,  Exec.  Dr. 

American  Medical  Women’s  Association, 
Chicago,  Nov.  10-14,  1966.  Dr.  Mary  A. 
Sears.  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Neurological  Association,  Atlan- 
tic City,  N.  J.,  June  14-16,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Minneapolis, 
Minn.,  June  14-17,  1966.  Dr.  N.  D.  Nigro, 
7816  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc., 
Chicago,  Oct.  18-22,  1966.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver, Oct.  23-27,  1966.  Mr.  J.  W.  Andes, 
516  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Chicago,  Oct.  16-23,  1966.  Miss  Eleanor 
F.  Larson,  446  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

American  Surgical  Association,  Philadel- 
phia. May  13-15,  1966.  Dr.  W.  Altemeier, 
Cincinnati  General  Hospital.  Cincinnati 
29.  Sec. 

Gastrointestinal  Research  Forum,  Montre- 
al. May  27,  1966.  Dr.  George  A.  Hallen- 
beck,  Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic.  Rochester, 
Minn.,  Sec. 

Medical  Society  of  United  Sates  & Mexico. 
Dr.  James  Nauman,  1603  N.  Tucson  Blvd., 
Tucson.  Ariz.,  Sec. 


Radiological  Society  of  North  America,  Chi- 
cago, Nov.  28-Dec.  3,  1965.  Mr.  M.  D. 
Frazer,  1744  S.  68th  St.,  Lincoln,  Neb., 
Sec. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts.  2601 
Highland,  Birmingham  6,  Exec.  Sec. 

Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-6,  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va. , December,  1966.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwestern  Medical  Association,  El  Paso, 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St.,  El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  6th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Surgical  Congress,  Hot 
Springs,  Ark.,  May  10-13,  1966.  Dr.  R.  B. 
Howard,  301  Pasteur  Bldg.,  Oklahoma  City 
3,  Okla. 


State 

South  Texas  District,  American  College  of 
Surgeons,  San  Antonio,  May  20,  1966.  Dr. 
Augrust  Herff,  Jr.,  1626  Nix  Professional 
Bldg.,  San  Antonio,  Sec. 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1966.  Mr.  D.  C.  Jackson,  1906 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton. Dec.  4,  1965.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Division,  American  Cancer  Society, 
Arlington,  June  2,  1965.  Mr.  C.  W.  Rei- 
mann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19.  1965.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 

Texas  Hospital  Association,  Houston,  May 
16-19,  1965.  O.  Ray  Hurst,  6226  U.  S. 
Highway  290  E..  Austin,  Exec.  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-26,  1966.  Dr.  C.  E.  Gilmore.  811  Bon- 
ham, Paris,  Sec. 

Texas  Public  Health  Association.  J.  N. 
Murphy.  Jr.,  P.  O.  Box  5192,  Austin  31, 
Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10.  Sec. 

Texas  Rheumatism  Association,  Houston. 
Dec.  3,  1965.  Dr.  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  on  Aging,  San  Antonio,  May 
2.  1966.  Mi-s.  Edith  DeBusk,  Rio  Grande 
Bldg.,  Dallas,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology. Dr.  Jack  B.  Lee,  409  Camden 
St.,  San  Antonio.  Sec. 


Texas  State  Board  of  Examiners  in  Basic 
Sciences.  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Fort  Worth,  June  21-23,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 

Texas  Urological  Society,  Shreveport,  La., 
.January,  1966.  Dr.  Grant  Begley,  1416 
Pennsylvania,  Fort  Worth,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Los  Angeles,  June  7-10,  1966. 
Dr.  Jorge  Jimenez-Gandica,  601  U.  S. 
Court  House.  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso.  Feb.  5,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Third  District  Society,  Lubbock.  Oct.  9, 
1966.  Dr.  Louis  Devanney,  2209  W.  7th. 
Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus 
Christi,  July  9-10,  1966.  Dr.  J.  E.  Al- 
bright, 2481  Medical  Center,  Corpus 
Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  602 
W.  13th,  Austin,  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Mineral  Wells, 
May  4,  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society. 


Clinics 

Blackford  Memorial  Lectures,  Lake  Tex- 
oma.  Sept.  11-12,  1965.  Dr.  Fred  W.  Shel- 
ton. 600  N.  Highland  Ave.,  Sherman, 
Chm. 

International  Medical  Assembly  of  South- 
west Texas.  S.  E.  Cockrell,  Jr,,  202  W. 
French  Place,  San  Antonio,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  26-27,  1966.  Miss  Alma 
F.  O’Donnell,  603  Medical  Arts  Bldg., 
Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston,  July  12-14,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas.  Dec. 
10-11,  1965.  Harry  H.  Miller.  Gulf  Coast 
Hospital.  Baytown.  Sec. 
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Democracy  Lays  Ghost 
Of  Medical  “Hierarchy” 

Asa  neophyte  of  five  years  in  the  “hierarchy” 
of  medical  organization,  I have  learned  that  no  such 
group  exists.  Nothing  but  an  IBM  machine  could 
total  the  staggering  number  of  medical  man-hours 
given  freely,  without  remuneration,  by  officials  of 
county  societies,  state  associations,  and  the  Ameri- 
can Medical  Association. 

What  if  these  basic  county-state-national  organi- 
zations did  not  exist?  One  shudders  to  think  of  the 
unprincipled  competition,  the  confusion,  and  the 
calamity  to  health  in  our  country. 

It  is  true,  of  course,  that  there  is  a “chain  of 
command”  in  medical  organizations;  no  group  can 
function  without  leadership.  Nevertheless,  the  struc- 
ture of  medical  organization,  especially  at  the  coun- 
ty level,  is  as  democratic  as  any  other  guild.  Any 
physician  who  shows  a sincere  desire  to  carry  his 
share  of  the  work  load  in  almost  any  county  society 
will  probably  find  himself  part  of  that  oft-abused 
“clique.”  What’s  more,  he  is  likely  to  find  a tour 
of  duty  in  the  complex  operations  of  the  organiza- 
tion one  of  the  most  challenging  and  broadening 
experiences  of  his  professional  lifetime. 

The  voice  of  each  member  can  be  heard  at  the 
local,  state,  or  national  level.  Dissenting  members 
often  haven’t  the  slightest  idea  of  the  complex,  but 
vitally  important,  mechanism  of  medical  societies. 

Every  county  society  member  has  an  opportunity 
to  vote  for  delegates  of  his  choice  to  represent  his 
society  in  the  Texas  Medical  Association,  and  to  let 
these  delegates  know  his  views.  At  the  state  level, 
every  member  may  participate  in  business  affairs 
by  appearing  before  committees  and  councils  to 
present  facts  or  opinions,  or  simply  to  “sit  in”  at 
the  meetings.  Sessions  of  the  House  of  Delegates 
are  open  to  all  members  at  all  times. 

At  the  first  meeting  of  the  House,  items  of  busi- 
ness are  referred  to  reference  committees,  and  it  is 
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in  reference  committee  meetings  that  most 
of  the  discussion,  testimony,  and  debate — 
so  necessary  to  democratic  function — takes 
place.  These  meetings  are  open  to  each  mem- 
ber of  TMA;  he  may  listen,  learn,  and  take 
part  in  the  discussions.  The  same  is  true  of 
AMA  proceedings. 

If  you  have  never  watched  the  delibera- 
tions of  the  House  of  Delegates  or  attended 
a reference  committee  meeting,  I urge  you 
to  take  advantage  of  the  opportunity  to  do 
so  during  the  TMA  Annual  Session  in  San 
Antonio,  April  29-May  2.  The  House  of  Dele- 
gates will  meet  on  Thursday  afternoon, 
April  29 ; Friday  evening,  April  30 ; and 
Sunday  morning.  May  2.  Any  member  of 
the  Texas  Medical  Association  may  speak 
on  issues  at  hearings  by  the  reference  com- 
mittees on  Thursday  evening,  April  29,  in 
the  St.  Anthony  Hotel. 

Some  physicians  may  not  agree  with  cer- 
tain policies  or  programs  of  their  organiza- 
tions. This  is  the  physician’s  right.  He  also 
has  the  duty  to  try  to  change  what  he  does 
not  like.  Changes  can  be  made  if  the  physi- 
cian can  garner  sufficient  support. 

No  other  profession  is  more  frequently 
commended  or  criticized  than  is  medicine. 
Misunderstood,  sometimes  purposely  misin- 
terpreted, the  medical  profession  through  its 
individual  members  and  its  organizations 
seeks  continually  to  bring  information  on  its 
services  and  activities  to  the  attention  of  its 
members  and  the  public. 

Our  strength  is  in  unity.  We  must  make 
every  physician  aware  of  the  problems  and 
principles  of  our  professional  societies,  as 
well  as  impart  our  objectives  to  our  patients. 

Men  of  medicine  have  never  wavered  in 
their  original  purpose,  “To  promote  the  sci- 
ence and  art  of  medicine  and  the  betterment 
of  public  health.” 

— J.  E.  Miller,  M.D.,  Dallas. 

[Editor’s  Note:  Portions  of  this  article  are  from 
Dr.  Miller’s  President’s  Page,  Dallas  Medical  Jour- 
nal, January,  1965.] 
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Overuse  of  Insurance 

More  than  so  percent  of  the  people  of 
the  United  States  are  covered  by  some  form 
of  hospitalization  insurance,  and  about  5 
percent  of  those  with  insurance  have  more 
than  one  policy,  some  three  or  more.  With 
the  rising  cost  of  hospital  care,  many  fami- 
lies say  they  need  multiple  coverage  to  guar- 
antee full  payment  for  a medical  emergency 
and  that  regular  premium  payments  are 
easier  to  afford  than  a large  hospital  bill. 
Some,  regrettably,  who  have  several  hospi- 
talization policies  will  try  to  make  money 
by  a real  or  imagined  illness. 

The  practicing  physician  makes  daily  de- 
cisions about  when  and  how  long  he  hos- 
pitalizes a patient.  He  constantly  is  besieged 
by  patients  who  want  to  go  into  the  hospital 
because  their  insurance  will  pay  for  the  lab- 
oratory tests  or  because  they  need  a rest  and 
the  insurance  will  take  care  of  this.  Each 
physician  must  ask  himself  whether  the  pa- 
tient indeed  needs  hospitalization.  Also,  he 
must  resist  the  temptation  to  charge  more 
of  the  patient  with  several  policies  and  to 
order  laboratory  tests  which  may  not  be 
essential.  He  must  dismiss  the  patient  at 
the  earliest  time  consistent  with  the  prac- 
tice of  good  medicine. 

There  is  a great  responsibility  upon  the 
physician  to  avoid  the  overutilization  of  hos- 
pitalization policies,  but  some  of  the  respon- 
sibility rests  upon  the  insurance  writers.  A 
person  may  own  as  many  hospital  insurance 
policies  as  his  physical  condition  will  permit 
and  pocketbook  will  allow.  There  are  some 
companies,  however,  who  have  representa- 
tives that  sell  policies  to  clients  without  ex- 
plaining restrictions,  exceptions,  and  limita- 
tions. These  agents  occasionally  tell  clients 
that  they  need  not  list  an  illness  or  symptom 
because  “this  is  not  important.”  In  essence, 
often  the  patient  is  told  that  all  he  needs  to 
do  is  buy  another  hospitalization  policy  so 
that  he  will  have  no  worries  about  any  medi- 
cal bills,  regardless  of  previous  illnesses,  how 
many  times  he  uses  the  policy,  or  how  soon 
the  policy  is  used.  When  this  happens,  it  is 
difficult  for  both  the  physician  and  the  in- 
surance industry  to  prevent  overutilization. 

Medicine  and  the  insurance  industry  are 
faced  with  immediate  socialization.  Close 
cooperation  between  the  two  groups  is  essen- 
tial so  that  there  will  be  no  differences  of 
opinion  about  the  utilization  of  hospitaliza- 
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tion  insurance.  The  solution  lies  in  making 
the  physician  aware  of  the  overutilization 
problem,  and  the  insurance  industry  realize 
that  as  long  as  multiple,  full  payment  poli- 
cies exist  in  the  present  form,  there  will  be 
profiteering  by  a few. 

— Norman  West,  M.D., 
Hillsboro. 


Piemeds  Are  Increasing! 

For  the  first  time  in  ten  years  there  is 
a significant  increase  in  the  number  of  stu- 
dents applying  for  enrollment  in  the  medical 
schools  of  the  United  States.  The  Associa- 
tion of  American  Medical  Colleges  recently 
released  the  data  concerning  those  students 
who  made  application  for  the  medical  class 
enrolled  in  the  fall  of  1963.  The  number  of 
students  was  10  percent  higher  than  the 
number  of  people  applying  for  the  previous 
year  and  is  the  largest  group  to  apply  to 
medical  school  within  the  past  ten  years. 
Significantly,  the  quality  of  the  students  en- 
rolled for  the  class  of  1963  is  at  the  highest 
level  recorded  in  the  past  ten  years. 

Application  data  for  the  freshman  class 
enrolled  in  September,  1964,  is  not  yet  avail- 
able, but  all  samples  indicate  that  this  group 
will  show  an  additional  increase  in  gross 
numbers;  and,  our  early  readings  on  the  sit- 
uation for  the  September,  1965,  class  give 
further  evidence  that  the  nation  may  have 
passed  through  a drouth  cycle  of  interest  in 
medicine  as  the  increasing  tidal  wave  of 
large  birth  crops  since  1940  comes  to  the 
level  of  maturity  sufficient  to  seek  enroll- 
ment in  the  medical  schools.  The  increases 
measured  or  indicated  for  1962,  1963,  and 
1964  parallel  the  increase  in  annual  births 
shown  in  Fig.  1 ; the  average  age  of  entering 
medical  students  is  22  years. 

During  the  past  ten  years  as  attraction 
to  the  medical  school  has  languished,  the 
colleges  have  experienced  heavy  pressures 
for  enrollment.  The  increased  awareness  of 
the  importance  of  scientific  as  well  as  lib- 
eral education  has  made  its  impact  upon  our 
nation ; standards  of  education  everywhere 
have  risen  and  the  students  who  have  en- 
rolled in  medical  school  during  the  past  two 
years  appear  to  be  better  in  quality  than 
their  predecessors  of  a decade  or  more  ago. 


The  number  of  medical  schools  has  in- 
creased from  77  to  89  during  the  past  ten 
years  and  the  emergence  of  other  new 
schools  ultimately  will  add  to  the  number  of 
spaces  available  to  well-qualified  applicants. 
However,  it  can  be  predicted  that  the  num- 
ber of  qualified  students  available  to  study 
medicine  may  increase  more  rapidly  than 
the  spaces  can  be  made  available  in  newly 
established  schools.  This  is  certain  to  pro- 
duce a sharp  competition  for  enrollment  in 
medical  school  in  the  near  future,  and  is 
likely  to  result  in  an  outpouring  of  anguish 
and  misunderstanding  on  the  part  of  appli- 
cants, their  parents,  their  friends,  physi- 
cians, legislators,  and  the  public  at  large. 

Thus  the  situation  within  a period  of  two 
to  four  years  has  shifted  from  relatively 
easy  competition  to  quite  tough  competi- 
tion, and  medicine  may  find  that  instead  of 
having  an  apparent  lack  of  attraction,  it  is 
likely  to  become  so  desirable  to  our  young 
people  that  the  profession  again  may  be  un- 
justly blamed  for  efforts  to  limit  enroll- 
ments as  has  been  done  in  times  of  heavy 
competition  in  the  past. 

This  predicted  increase  in  the  number  of 
qualified  applicants  to  medical  school  may 
cause  us  to  take  a second  look  at  the  many 
desirable  efforts  in  recruitment  for  our  pro- 
fession. While  recruitment  must  continue  at 
all  levels  with  every  effectiveness,  warning 
should  be  given  that  overenthusiastic  recruit- 
ment by  partially  informed  individuals  may 
result  in  inevitable  frustration  of  only  mod- 
estly endowed  applicants  who,  when  they 
apply  to  the  medical  schools,  may  not  find 
the  ready  acceptance  which  was  held  out  to 
them  when  they  were  recruited  at  the  high 
school  level.  It  would  appear  wise  to  advise 
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all  young  people  headed  for  medicine  that  a 
superior  record  of  academic  and  personal 
achievement  would  be  expected  in  chosen 
applicants,  and  this  advice  should  be  coupled 
with  an  appropriate  support  of  the  para- 
medical health  fields  which  offer  many  op- 
portunities for  satisfying  work  and  do  not 
require  participation  in  the  stiff  competition 
for  appointment  to  medical  schools, 

— J.  R.  Schofield,  M.D.,  Houston. 


Eustachian  Tube  Patency 
Assessment  Is  Essential 

W ITH  THE  increasing  use  of  air  travel  and 
even  space  travel,  and  with  increasing  sur- 
gery in  the  region  of  the  middle  ear,  it  be- 
comes imperative  that  one  properly  assess 
the  function  of  the  eustachian  tube.  The 
average  practicing  otologist  undoubtedly 
treats  conditions  related  to  the  eustachian 
tube  function  as  often  or  oftener  than  any 
other  condition.  We  find  many  of  the  young- 
er otologists  are  somewhat  lacking  in  their 
training  with  regard  to  proper  diagnosis 
and  treatment  of  eustachian  tube  dysfunc- 
tion. Experience  with  residents  and  young 
otologists  has  shown  that  simple  tubal  in- 
flation and  catheterization  are  undertaken 
with  reluctance.  Specialists  in  other  fields 
so  often  blame  certain  symptoms  on  the 
eustachian  tube  that  it  is  increasingly  im- 
portant that  a complete  and  accurate  assess- 
ment of  eustachian  tube  function  be  a part 
of  every  ear  examination.  Under  obstructive 
causes  of  eustachian  tube  malfunction,  by 
far  the  most  important  is  lymphoid  tissue 
in  the  nasopharynx  about  the  tubal  orifice 
and  sometimes  within  the  eustachian  tube 
itself.  In  such  cases  surgery  by  direct  vision 
is  the  preferred  method  of  correction,  but  it 
is  often  done  rather  poorly  by  the  general 
practitioner. 

Another  cause  of  obstruction  is  tumor  or 
tumors  above  the  nasopharynx  which  inter- 
fere with  proper  function  of  the  eustachian 
tube.  So  often  the  first  sign  of  this  is  otitis 
media  with  effusion  in  one  or  both  ears. 
Such  lesions  may  be  small  and  require  a mi- 
nute examination  under  direct  vision,  again 
a technical  procedure.  A third  cause  of  ob- 


struction is  nasal  infection  in  the  region  of 
the  nasopharynx  or  tubal  orifice.  This  may 
be  cleared  with  antibiotics,  removal  of  nasal 
polypi  or  septal  spurs,  and  clearing  up  of 
sinus  disease. 

A fourth  and  rather  important  cause  of 
tubal  malfunction  is  nasal  allergy.  This  con- 
dition may  be  resistant  to  treatment.  Aeroti- 
tis  is  a fifth  cause  of  tubal  blockage;  it  re- 
sults when  patients  travel  by  air  while  suf- 
fering from  an  upper  respiratory  infection. 
Chemotherapy  and  antibiotic  therapy  some- 
times cause  otitis  media  discharge  to  become 
sterile  or  mucoid  while  fluid  is  still  present 
in  the  middle  ear.  This  important  situation 
requires  careful  management  to  prevent  per- 
manent damage.  Where  surgical  indications 
for  drainage  are  present,  such  drainage 
should  and  must  be  done.  A seventh  cause 
of  obstruction  of  the  eustachian  tube  is 
chronic  nasal  infection,  such  as  chronic  si- 
nusitis or  atrophic  rhinitis,  which  tends  to 
obstruct  the  tube  especially  if  there  is  a 
heavy  purulent  discharge.  An  eighth  cause 
for  poor  eustachian  tube  function  is  mal- 
occlusion, especially  in  cases  in  which  den- 
tures have  been  worn.  Next,  we  come  to 
blockage  of  the  eustachian  tube,  or  its  tubal 
orifice,  by  trauma.  This  trauma  is  an  irre- 
versible process  and  its  diagnosis  is  most 
important  in  order  to  assess  the  proper  prog- 
nosis. There  are  surgical,  inflammatory,  and 
therapeutic  causes  for  scarring  of  the  eus- 
tachian tube.  Cleft  palate  is  a serious  cause 
of  tubal  closure  because  of  the  associated 
nasopharyngitis,  occasionally  associated 
otitis  media.  Finally  the  condition  which  I 
place  under  the  heading  “autonomic  dysfunc- 
tion or  physical  allergy”  is  considered.  The 
latter,  I believe,  is  one  of  the  most  difficult 
and  resistant  causes  of  tubal  obstruction.  In 
this  type  of  case  each  patient  must  be  treated 
individually,  yet  once  this  phase  of  therapy 
is  conquered  many  of  the  patients  with  se- 
rous tubal  obstruction  can  be  cured.  Many 
of  the  so-called  allergic  cases  should  be 
placed  in  this  autonomic  dysfunction  group. 

In  making  the  diagnosis  of  eustachian 
tube  obstruction  the  history  is  most  impor- 
tant. The  onset  of  a “blocked”  ear  after  a 
cold  or  after  flying,  a sense  of  fullness  in  the 
head,  feeling  as  though  the  head  is  in  a bar- 
rel, the  history  of  tinnitus,  cracking,  or  pop- 
ping of  the  ears  with  a temporary  improve- 
ment in  hearing  are  most  important  clues. 
When  an  ear  is  partially  filled  with  fluid, 
the  patient  may  note  an  impi'ovement  in 
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hearing  on  changing  the  head  position.  Ver- 
tigo may  also  occur  but  one  should  be  alert 
for  associated  conditions. 

One  should  make  every  effort  to  preserve 
a person’s  hearing  in  conditions  of  tubal 
blockage,  but  above  all  one  should  preserve 
eustachian  tube  patency.  The  eustachian 
tube  must  be  kept  open  to  prevent  irreversi- 
ble damage  to  the  middle  ear.  Many  of  the 
newer  techniques  of  myringoplasty  or  tym- 
panoplasty require  a patent  eustachian  tube 
with  adequate  ventilation  in  the  middle  ear. 
The  eustachian  tube  has  been  known  for  a 
long  time,  but  only  in  the  past  ten  years 
have  we  realized  that  the  eustachian  tube 
must  always  remain  patent  to  get  the  maxi- 
mum function  of  the  middle  ear,  and  that  it 
is  a vitally  important  structure. 

— Claude  C,  Cody,  III,  Houston. 


Challenge  and  Destiny 
Of  Pediatrics  OatUned 

A GREAT  LEGACY  has  been  handed  down 
to  pediatricians  of  this  day.  Dr.  Abraham 
Jacobi  was  the  first  in  this  country  to  per- 
ceive and  champion  the  cause  of  pediatrics. 
He  organized  the  first  Department  of  Pedi- 
atrics in  New  York  City  and  founded  the 
Pediatric  Section  of  the  American  Medical 
Association.  He  was  also  the  first  president 
of  the  American  Pediatric  Society.  Many 
notable  pediatricians  have  since  appeared  on 
the  scene  and  have  left  to  us  great  and  sig- 
nificant contributions,  thus  making  brilliant 
and  unparalleled  marks  in  medical  history. 

It  has  recently  been  said  that  pediatrics 
has  lost  its  spark,  and  that  its  attraction 
has  all  but  ceased.  There  are  those  who  say 
it  has  become  uninteresting,  unremunera- 
tive,  and  unpalatable ; that  mothers  are  over- 
anxious, demanding,  and  tend  to  shop  un- 
necessarily; that  house  calls  are  far  too 


numerous,  and  that  office  hours  are  far  too 
long.  After  25  years  in  the  practice  of  pedi- 
atrics, may  I say  that  I have  found  it  to  be 
a most  exciting,  stimulating,  and  intellectu- 
ally challenging  field.  The  desired  goal  of 
the  pediatrician  is  surely  efficient  and  pru- 
dent child  care  which  should  ultimately  lead 
toward  the  betterment  of  mankind. 

The  pediatrician  of  today  is  first  of  all 
challenged  by  the  rapid  advances  that  are 
occurring  daily.  There  are  volumes  of  lit- 
erature that  must  be  consumed  and  remem- 
bered. There  is  no  specialty  that  offers  the 
wide  assortment  of  diseases  and  conditions 
to  diagnose  and  treat  from  prematurity  to 
the  end  of  adolescence.  Modem  pediatricians 
need  proficient  knowledge  in  the  fields 
of  genetics,  dietetics,  allergies,  metabolics, 
endocrinology,  hematology,  immunology, 
fluid  therapy,  cardiology,  accident  preven- 
tion, rehabilitation,  and  many  others.  They 
must  ever  be  aware  of  prenatal  environment. 

Enormous  challenge  likewise  is  presented 
by  basic  research  and  academic  teaching, 
public  health  and  preventive  medicine,  car- 
diovascular surgery,  and  many  other  fields. 
Through  pediatrics  societies  and  the  Amer- 
ican Academy  of  Pediatrics,  vast  opportuni- 
ties exist  in  training,  education,  and  service. 

A pediatrician  must  above  all  be  warm 
and  sympathetic,  and  must  possess  that 
something  known  as  the  “art  of  medicine.” 
Surely  he  must  be  wise  and  expert  in  coun- 
seling parents. 

There  can  be  no  doubt  that  pediatrics  is 
destined  to  greater  heights  in  the  future  as 
witnessed  by  recent  vital  and  amazing  prog- 
ress. Rapid  accumulation  of  knowledge  is 
becoming  increasingly  available.  Let  us  take 
great  pride  in  a truly  significant  specialty 
and  dedicate  ourselves  to  its  fulfillment. 

Thoughts  lead  on  to  purposes;  purposes  go 
forth  in  action;  actions  form  habits;  habits  de- 
cide character;  and  character  fixes  our  destiny. 

— Tryon  Edwards.* 

— Donald  H.  McDonald,  M.D.,  Abilene. 


*From  “The  New  Dictionary  of  Thoughts,”  The 
Standard  Book  Company,  1954. 
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Community  Pharmacists 
Face  New  Pressures 

In  the  past  few  years  swift  and  radical 
changes  have  left  both  laymen  and  members 
of  allied  health  professions  with  a confused 
image  of  the  profession  of  pharmacy. 

With  the  advent  of  department  store  phar- 
macies, supermarket  pharmacies,  discount 
houses,  mail  order  prescriptions  and,  lately, 
the  so-called  cut-rate  pharmacies,  many  phy- 
sicians have  asked  me,  “What’s  happening 
to  pharmacy?”  My  answer  is,  “Merchan- 
disers, many  of  whom  are  not  pharmacists, 
are  attempting  to  take  over  our  profession.” 

Pharmacy  is  unique  among  the  health  pro- 
fessions in  that  a product  as  well  as  a pro- 
fessional service  is  involved  and  merchan- 
disers, looking  for  profit,  are  exploiting  the 
public  need  for  drugs  to  turn  a fast  dollar. 
More  simply  stated,  the  independent  com- 
munity pharmacist  is  being  subjected  to  a 
prolonged,  bitter,  and  determined  attack  by 
corporate  giants  who  see  only  the  oppor- 
tunity for  extra  income.  Most  of  these  op- 
erations have  out-of-state  owners  who  con- 
tribute little  to  the  general  welfare  of  the 
communities  in  which  they  choose  to  operate. 

By  contrast,  the  community  pharmacist, 
with  few  exceptions,  is  an  integral  part  of 
his  community.  He  supports  the  churches, 
schools,  civic,  health,  and  welfare  agencies, 
and  the  local  taxes  derived  from  his  prac- 
tice are  an  important  part  of  his  communi- 
ty’s income.  He  forms  a close,  personal  re- 
lationship with  his  patrons  and  their  physi- 
cians and  this  physician-patient-pharmacist 
relationship  has  resulted  in  an  excellent 
standard  of  health  care  in  our  country. 

Because  this  purely  economic  pressure 
versus  professional  responsibility  was  rela- 
tively unknown  in  pharmacy  until  the  past 
decade,  few  foresaw  the  need  to  limit  the 
ownership  of  pharmacies  to  pharmacists. 
But  now  the  need  is  grossly  apparent — and 
pharmacy  leadership  is  attempting  to  cor- 
rect this  growing  problem.  In  the  meantime, 
our  profession  is  being  exploited  by  outsid- 
ers— nonprofessionals  and  nonpharmacists. 
Whether  pharmacy  survives  this  onslaught 


depends  first,  in  my  opinion,  upon  phar- 
macists’ collective  will  to  resist,  and  second, 
and  perhaps  most  important,  upon  the  indi- 
vidual physician’s  support  of  the  community 
pharmacist. 

Some  physicians  prefer  not  to  direct  a 
patient  to  a particular  pharmacy.  But  the 
physician,  I believe,  has  a responsibility  for 
the  quality  of  service  his  patient  receives, 
and  there  is  no  doubt  that  the  public  is  best 
served  by  the  community  pharmacy,  owned 
and  operated  by  a phramacist.  I see  nothing 
wrong  in  a physician’s  directing  his  patient 
to  “any  good  community  pharmacy”  in  his 
own  neighborhood.  And  I see  nothing  wrong 
in  a physician’s  directing  his  patient  “where 
not  to  go”  if  he  has  reason  to  object  to  that 
pharmacy’s  method  of  practice — unauthor- 
ized refills,  increasing  amounts  on  original 
prescriptions,  lack  of  complete  services 
(emergency  services,  delivery,  charge  ac- 
counts), for  example.  On  the  contrary,  I 
believe  that  the  patient  expects  and  appreci- 
ates this  information  from  his  physician. 

Big  groups  and  big  government  are  slowly 
closing  about  all  the  health  professions.  I 
believe,  as  a pharmacist,  that  health  care  for 
the  public  will  be  best  achieved  through  the 
private  practice  of  individuals,  limited  only 
by  personal  initiative  and  ability. 

The  American  Medical  Association  has 
shown  increasing  concern  for  the  “commer- 
cialization” of  pharmacy.  Mr.  Robert  B. 
Throckmorton,  General  Counsel  for  the 
AMA,  stated  recently:  “The  commercializa- 
tion of  the  pharmacy  profession  represents  a 
serious  problem  ...  I believe  that  pharmacy 
will  either  be  a true  profession  or  will  be- 
come no  more  than  a group  of  merchants 
...  it  has  to  be  one  or  the  other.  I believe 
that  medicine  wishes  to  encourage  pharmacy 
to  join  the  professional  camp.  . . .” 

When  asked  his  opinions  about  the  owner- 
ship of  pharmacies  by  pharmacists  only,  Mr. 
Throckmorton  stated  that  “there  may  be  a 
common  ground  where  no  one  should  own 
a pharmacy  except  a pharmacist  . . . this  is 
something  I think  medicine  could  very  well 
explore  with  pharmacy.” 

We  earnestly  request  the  help  and  support 
of  physicians  in  our  fight  against  control  of 
our  profession  by  nonprofessional  merchan- 
disers. And  in  return  we  pledge  the  best  pre- 
scription service  for  your  patients  that  our 
knowledge  and  resources  can  provide. 

— Mr.  W.  R.  Whitten,  Fort  Worth, 
Chaiimian,  House  of  Delegates, 
American  Pharmaceutical  Association. 
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For  the  past  five  years  the  Texas  Medical  Association  has 
sponsored  legislative  missions  to  Washington.  There  are  three 
objectives;  (1)  to  get  a better  understanding  of  legislative 
processes  at  the  national  level,  (2)  to  inform  Texas  Congress- 
men of  medicine's  views  on  health  legislation,  and  (3)  to  in- 
vite their  comments  and  expressions  on  national  issues.  Thirty- 
five  physicians  and  officers  of  allied  health  professions  re- 
turned from  such  a mission  last  month. 

In  Washington  we  were  told  that  a "Medicare  tax  bill" 
probably  would  be  passed  by  the  House  of  Representatives  in 
early  April.  This  bill  was  being  enlarged  to  include  many  ad- 
ditional benefits  to  be  financed  under  Social  Security  and  the 
general  tax  fund.  Our  only  hope  is  that  the  Senate  will  not 
concur  in  such  legislation.  We  must  make  every  effort  to  op- 
pose any  bill  establishing  a government-regulated  and  financed 
program  of  health  care  under  Social  Security.  We  must  express 
our  views  to  our  Congressmen  by  letter,  telegrams,  and  tele- 
phone calls  in  the  immediate  weeks  ahead  and  urge  our  friends 
to  do  the  same.  The  Administration's  pressure  on  our  elected 
representatives  is  tremendous,  and  this  is  our  only  way  of 
letting  them  know  our  views. 

Through  two  educational  campaigns  during  the  past  12 
months,  medicine  has  endeavored  to  stress  the  advantages  of 
medical  care  under  voluntary  health  insurance.  We  sincerely 
believe  that  the  continuance  of  excellent  medical  care  can  best 
be  assured  through  our  private  enterprise  system  and  that  those 
who  need  medical  care  can  best  be  served  through  the  passage 
of  the  Eldercare  bill  now  before  Congress. 

Regardless  of  any  action  Congress  may  take,  the  medical 
profession  must  continue  to  render  the  finest  medical  care  pos- 
sible. We  know  this  can  only  be  done  under  the  private  practice 
of  medicine  and  with  the  patient  exercising  free  choice  of  his 
physician.  We  must  never  compromise  our  principles. 
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Radioisotope  Photoscans 
In  Nuclear  Medicine 


I 1 NUCLEAR  MEDICINE  is  a new 

REVIEW  ARTICLES  ai'eE  of  specializatioH  which  deals 

■ with  the  diagnostic  and  therapeu- 
tic use  of  radioactive  isotopes ; the 
application  of  nuclear  physics,  radiochemis- 
try, and  radiobiology  in  medicine;  the  prac- 
tice of  nuclear  hygiene;  and  the  treatment 
of  radiation  injuries.  Among  the  newer  ap- 
plications of  this  field  in  clinical  medicine, 
none  has  had  more  impact  than  photoscan- 
ning— the  mapping  of  radioisotopes  in  body 
organs. 

Since  the  first  mechanical  scanning  de- 
vice was  introduced  in  the  early  1950s,^'  - 
much  progress  has  been  made  in  improved 
instrumentation  and  better  radiopharmaceu- 
ticals for  radioisotope  scanning.  We  can  ex- 
pect within  the  next  few  years  to  be  able  to 
perform  photoscans  of  most  of  the  body  or- 
gans. Newer  instruments  will  make  it  pos- 
sible to  perform  these  studies  with  even 
greater  speed  and  accuracy. 

This  article  summarizes  the  present  “state 
of  the  art.”  An  attempt  has  been  made  to 
include  all  clinically  useful  procedures.  We 
have  attempted  to  emphasize  the  practical 
applications  and  advantages  of  these  tech- 
niques in  hope  that  other  diagnostic  centers 
will  want  to  adapt  some  of  these  techniques 
for  the  benefit  of  their  patients. 


Technique 

histru m eyi tation.  — Excellent  photoscan- 
ning  devices  are  now  available  from  nuclear 
instrumentation  companies  that  also  offer 
regular  maintenance  and  service.*  It  is  no 

♦Picker  X-Ray  Corp.,  White  Plains,  New  York; 
Nuclear  Chicaj^ro  Corporation,  Des  Plaines,  111. 


longer  necessary  for  the  hospital  to  build  or 
maintain  its  own  instruments  in  order  to 
offer  this  service  to  its  patients.  Of  course 
the  knowledge  of  the  theory  and  operation 
of  the  instrument  is  a prerequisite  for  its 
proper  use  and  remains  the  responsibility 
of  the  physician  using  the  instrument  in  pa- 
tient care. 

Photoscanning  devices  consist  of  three 
principal  components : the  detector,  the  elec- 
tronic gear,  and  the  recording  device.  The 
detector  is  a thallium-activated  sodium  iodide 
crystal  which  serves  as  a medium  for  con- 
verting the  electromagnetic  energy  of  the 
gamma  ray  given  off  by  the  radioisotope  to 
light  energy  which  will  cause  a release  of 
electrons  from  a photocathode.  These  elec- 
trons are  then  converted  into  electrical  en- 
ergy by  a photomultiplying  device  and  an 
amplifier.  The  crj^stal  is  “focused”  on  a 
small  area  of  the  body  by  a lead  “focusing” 
collimator  in  order  to  increase  resolution 
and  exclude  extraneous  radioactivity.  The 
electrical  pulse  generated  by  the  detector  is 
passed  through  a selecting  device  called  a 
pulse-height  analyzer  or  spectrometer  in  or- 
der to  exclude  unwanted  or  scattered  radio- 
activity. The  accepted  pulses  are  then  count- 
ed in  terms  of  counts  per  minute  and  inte- 
grated continuously  during  the  scanning 
process.  The  count  rate  meter  modulates  an 
electrical  current  which  operates  a light  or 
cathode  ray  tube.  This  light  is  passed  through 
an  aperture  to  expose  an  ordinary  x-ray 
film.  The  photorecorder  is  attached  in  par- 
allel with  the  detector  so  that  as  the  detector 
passes  over  the  patient’s  body  from  side  to 
side  picking  up  radioactive  count  rates  from 
different  areas;  the  photorecorder  is  at  the 
same  time  passing  over  the  x-ray  film  in 
exactly  the  same  way,  exposing  the  x-ray 
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Radioactive  isotopes  now  enable  physicians 
to  visualize  lesions  in  some  organs  by  photo- 
scanning techniques.  Described  are  proce- 
dures which  can  be  done  routinely,  as  well 
as  those  which  are  used  experimentally  in 
selected  cases. 


film  in  proportion  to  the  count  rate  received. 
Simultaneously  a dot  or  tap  scan  is  being 
made  which  serves  to  supplement  the  photo- 
scan. This  gives  a graphic,  easily  inter- 
preted display  of  the  information  received. 

Radiopharmaceuticals. — The  performance 
of  a photoscan  depends  upon  the  selective 
concentration  of  the  radioisotope  within  the 
organ  of  interest.  An  adequate  amount  of 
radioactivity  must  be  present  to  establish 
statistically  significant  counting  rates  with 
a reasonable  scanning  speed.  In  some  cases, 
selective  concentration  of  radioactivity  is  at- 
tained very  simply.  For  example,  iodine  131 
in  the  form  of  sodium  iodide  is  con- 
centrated readily  in  the  thyroid  gland  follow- 
ing oral  ingestion,  permitting  the  perform- 
ance of  a thyroid  scan  with  ease  and  accuracy. 
On  the  other  hand,  scanning  of  the  pancreas 
requires  an  involved  protocol  with  careful 
control  of  diet,  a priming  with  pancreozymin 
followed  by  an  intravenous  injection  of  the 
difficult-to-synthesize,  and  therefore  expen- 
sive, radioactive  selenomethionine  (^®Se). 
Even  then,  scanning  is  difficult  due  to  con- 
centration of  selenium  75  within  the  liver. 

Fortunately,  radioactive  compounds  for 
scanning  are  now  available  from  radiophar- 
maceutical drug  houses  and  the  hospital  does 
not  have  to  assume  the  burden  of  preparing, 
standardizing,  and  sterilizing  the  materials.! 
A knowledge  of  hazards  in  the  metabolism 
of  the  radiopharmaceuticals  is,  how'ever,  the 
physician’s  responsibility  and  remains  a pre- 
requisite to  their  safe  and  effective  use. 

Performing  the  Scan. — Many  scanning 

fE.  R.  Squibb  & Son,  New  York  City;  Abbott 
Laboratories,  North  Chicago;  Iso  Service  Incorpo- 
rated, Cambridge,  Mass. 
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procedures  are  now  well  established  and  so 
routine  that  once  a physician  has  determined 
the  patient’s  suitability  for  the  study  and 
has  administered  the  dose,  the  remainder  of 
the  scanning  process  may  be  done  by  a com- 
petent technician.  There  are,  however,  many 
instances  in  which  the  physician’s  knowl- 
edge and  skill  will  be  essential  for  obtaining 
a satisfactory  result.  The  physician  and 
technician  must  work  closely  together  to  ob- 
tain the  best  results.  In  our  nuclear  medi- 
cine unit  (University  of  Texas  Medical 
Branch),  we  have  established  routine  pro- 
cedures for  all  of  our  studies,  but  the  physi- 
cian continues  to  review  each  case  in  order 
to  determine  the  suitability  of  the  routine  for 
each  individual  patient;  and  remains  readily 
available  to  the  technician  should  his  consul- 
tation be  required. 

hiterpreting  the  Scan. — Some  of  our  pro- 
cedures have  been  performed  hundreds  of 
times  and  our  diagnostic  criteria  are  now 
well  delineated.  Others  have  only  been  per- 
formed a few  times  and  our  diagnostic  abil- 
ity is  limited.  We  are  not  embarrassed  to 
admit  these  limitations  and  encourage  free 
discussion  and  criticism  in  order  to  con- 
stantly improve  our  knowledge  and  ability 
to  accurately  interpret  the  data  which  is 
being  displayed.  It  remains  the  responsibil- 
ity of  the  physician  utilizing  the  scanning 
procedure  to  know  his  own  instrument,  his 
own  technician,  and  his  own  patient  in  mak- 
ing an  intelligent  interpretation.  Although 
initial  efforts  may  be  met  with  failure,  as 
experience  grows,  more  and  more  confidence 

fMr.  Otte  is  technical  director  of  the  Nuclear  Med- 
icine Service,  University  of  Texas  Medical  Branch, 
Galveston. 
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should  be  obtained  until  the  clinical  use  of 
the  procedure  becomes  well  established. 

In  our  nuclear  medicine  unit  we  are  now 
performing  radioisotope  photoscans  of  the 
following  organs  on  a regular  basis:  brain, 
thyroid,  parathyroid,  heart,  lung,  liver,  pan- 
creas, spleen,  kidney,  and  bone.  We  consider 
the  studies  of  the  brain,  thyroid,  heart,  liver, 
spleen,  and  kidney  to  be  routine.  Studies  of 
the  parathyroid,  lung,  pancreas,  and  bone 
are  currently  under  clinical  investigation. 

Established  Procedures 

Brain 

Method. — Brain  scans  are  performed  using 
mercury  197  (^®'^Hg)^  or  radio-mercury 
chlormerodrin  (-‘^^Hg)  We  prefer  ^^^Hg  be- 
cause its  shorter  physical  half-life  (65  hours) 
results  in  a lower  radiation  dose  to  the  pa- 
tient.®’® We  administer  a dose  of  700  gc.  of 
chlormerodrin  ’^**'Hg  to  adults  and  500  pc. 
to  children.  Chlormerodrin  ^"^Hg  is  occasion- 
ally given,  when  is  not  available,  in 

a dose  of  10  pc.  per  kg.  not  exceeding  a total 
dose  of  700  pc.  The  material  is  injected  in- 
travenously and  the  scanning  procedure  is 
begun  three  to  five  hours  later.  Two  views 
are  routinely  obtained,  either  an  anterior  or 
posterior  and  a right  or  left  lateral,  depend- 
ing upon  the  clinical  indications.  Scanning 
speed  is  12  cm.  per  minute  with  chlormero- 
drin ‘0®Hg  and  20  cm.  per  minute  with  ^®^Hg. 
There  is  a 0.5  cm.  space  between  each  pass 
of  the  probe,  and  the  entire  area  of  the  cran- 
ium is  covered.  This  requires  about  45  min- 
utes per  view. 

Clinical  Use. — Brain  scans  are  used  pri- 
marily in  the  diagnosis  and  localization  of 


intracranial  space -occupying  lesions.®  Ex- 
cellent results  have  been  obtained  in  pri- 
mary brain  tumors  with  up  to  88  percent  of 
these  neoplasms  scanning  positive.  Metas- 
tatic neoplasms  can  also  be  identified  in 
about  80  percent  of  the  cases.  Non-neoplastic 
lesions  which  have  scanned  positive  in  our 
experience  include  cerebral  infarcts,  brain 
abscesses,  aneurysms,  arteriovenous  malfor- 
mations, and  subdural  hematomas.  These 
lesions  will  scan  positive,  depending  upon 
their  size  and  activity,  in  about  70  percent 
of  the  cases.  Lesions  less  than  3 cm.  in  di- 
ameter are  difficult  to  diagnose.  Also,  be- 
cause of  the  normal  concentration  in  the 
area  of  the  nose  and  nasal  sinus,  tumors  in 
the  posterior  fossa  and  along  the  sphenoid 
wing  may  be  obscure.®  On  occasion,  we  have 
localized  neoplasms  within  the  orbit  and  in 
the  nasal  sinuses,  but  we  do  not  consider  the 
procedure  highly  reliable  in  these  instances. 
The  procedure  is  atraumatic  and  is  used  ex- 
tensively as  a screening  procedure  for  intra- 
cranial lesions  (Fig.  1). 


Thyroid 

Method. — Thyroid  scans  are  performed 
using  as  sodium  iodide'^  in  a normal  dose 
of  about  50  uc.  The  scanning  procedure  is 
performed  24  hours  later  and  is  always  ac- 
companied by  a 24-hour  quantitative  uptake 
determination.  The  area  from  the  thyroid 
cartilage  to  the  manubrium  is  scanned  and 
substernal  scans  may  be  performed  when 
substernal  goiter  is  suspected.  Palpable  nod- 
ules within  the  thyroid  gland  are  located  on 
the  simultaneous  dot  scan  which  is  per- 
formed in  order  to  determine  the  activity 
of  these  nodules.  Metastatic  carcinoma  of 
the  thyroid  is  localized  by  making  the  pa- 


Fig.  1.  Meningioma.  This  49- 
year-old  man  had  a history  of 
seizures  on  the  right  side  of 
20  months'  duration,  and  phys- 
ical findings  of  spasticity  and 
weakness  in  his  right  arm  and 
leg.  Skull  films  and  EEG  showed 
no  abnormalities.  The  brain 
scan  indicated  a lesion  in  the 
left  superior  parietal  area; 
craniotomy  revealed  a 5 by  3 
cm.  cellular  meningioma. 
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tient  myxedematous  for  at  least  two  weeks 
prior  to  the  scanning  procedure  in  order  to 
have  stimulation  of  the  thyroid  neoplasm  by 
thyroid  stimulating  hormone.  There  is  a 0.2 
cm.  space  between  each  pass  of  the  probe 
and  the  entire  area  is  scanned  in  about  30 
minutes. 

Clinical  Use. — Thyroid  scans  are  useful  in 
the  diagnosis  of  nodular  goiter,  determina- 
tion of  thyroid  size  and  location,  diagnosis 
of  substernal  goiter,  and  the  location  of 
metastatic  thyroid  disease.^  The  activity  of 
nodules  can  usually  be  determined  and  the 
configuration  of  the  remainder  of  the  thy- 
roid gland  evaluated.  Diagnostic  patterns 
for  colloid  nodular  goiter  and  toxic  diffuse 
goiter  are  recognizable.  Thyroid  neoplasms 
can  usually  be  identified  as  “cold”  nodules 
in  otherwise  normal  thyroid  glands,  but  the 
differentiation  from  thyroid  adenoma  and 
carcinoma  cannot  be  made  on  the  basis  of 
the  scan.  The  procedure  is  highly  useful  in 
evaluating  patients  for  therapy  for  thy- 
roid carcinoma.  It  is  the  most  sensitive  de- 
vice for  detecting  remaining  functioning 
thyroid  tissue  following  total  thyroidectomy 
and  lymph  node  dissection.  It  is  the  only 


Fig.  2.  Follicular  adenoma  and  carcinoma  of  thyroid.  A 
42-year-old  woman  with  a 3 cm.  thyroid  nodule  in  the  left 
lobe  of  the  thyroid.  A 24-hour  ^*^1  uptoke  determination 
was  28  percent.  Thyroid  scan  revealed  two  "cold"  de- 
fects. At  thyroidectomy,  a 2 cm.  follicular  adenoma  in 
the  right  lobe  and  a 3 cm.  carcinoma  in  the  left  lobe 
were  found. 


way  to  definitely  establish  the  diagnosis  of 
a toxic  adenoma  (Fig.  2). 


Heart 

Method. — Heart  scans  are  performed  with 
300  pc.  of  radio -iodinated  serum  albumin 
(human)  (^^ij)  o material  is  injected  in- 
travenously and  the  scanning  process  is  be- 
gun after  mixing,  which  takes  approximate- 
ly ten  minutes.  A scanning  speed  of  40  cm. 
per  minute  is  used  with  a spacing  of  0.5  cm. 
and  the  procedure  takes  about  45  minutes. 
The  radioactive  blood  contained  in  the  heart 
and  heart  muscle  shows  up  as  an  area  of  in- 
creased concentration.  The  liver  can  also  be 
seen  on  the  scan  and,  occasionally,  the  lungs. 
The  area  from  the  manubrium  to  the  lower 
costal  margin  is  usually  scanned. 

Clinical  Use. — The  heart  scan  is  used  in 
the  diagnosis  of  pericardial  effusion  (Fig. 
3).  When  sufficient  fluid  has  collected  in 


Fig.  3.  Pericardial  effusion.  A 20-year-old  woman  with 
congestive  heart  failure,  fever,  and  lymphadenopathy. 
Physical  examination  revealed  cardiomegaly  to  anterior 
axillary  line,  loud  heart  sound,  and  positive  results  of  test 
for  lupus  erythematosus.  A chest  x-ray  showed  a grossly 
enlarged  heart;  heart  scan  revealed  a small  heart  with 
large  pericardial  effusion.  Pericardiocentesis  produced  375 
cc.  of  bloody  fluid. 
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the  pericardial  sac,  a nonradioactive  area 
will  be  seen  between  the  heart  and  the  liver 
as  depicted  by  scanning.  One  may  also  be 
able  to  discern  an  area  of  nonradioactivity 
separating  the  heart  from  the  lung,  and 
when  comparing  the  heart  size  by  scanning 
to  the  heart  size  by  routine  radiography,  a 
discrepancy  can  be  determined  when  peri- 
cardial effusion  is  present.^®  The  heart  scan 
is  a simple  routine  screening  test  for  peri- 
cardial effusion  and  will  usually  be  positive 
when  200  to  300  cc.  or  more  fluid  is  present. 
Other  blood  pools  such  as  those  of  aortic 
aneurysms  can  also  be  scanned  with  this 
method. 


Liver 

Method. — Liver  scans  are  routinely  per- 
formed with  gold  Au  198  with  a dose  of  200 
|ic.  The  material  is  administered  intrave- 
nously and  the  scanning  process  is  begun  30 
minutes  later.  The  radioactive  material  is 
picked  up  by  the  reticuloendothelial  system 
and  concentrates  especially  in  the  liver  and 
spleen.  The  liver  will  generally  be  visualized 
easily  and  a normal  spleen  may  not  be  seen, 
but  enlarged  spleens  usually  are  detected  by 
this  method.  A scanning  speed  of  30  cm.  per 
minute  is  used  with  spacing  of  0.5  cm.  and 
the  procedure  takes  30  to  45  minutes.  An 
alternative  method  is  to  use  radio-iodinated 
rose  bengal  which  is  secreted  by  the 

parenchymal  cells  of  the  liver  and  which  cor- 
relates better  with  liver  function,  but  diffi- 
culties are  encountered  obtaining  good  liver 
scans  with  this  material  when  liver  function 
is  impaired  as  it  often  is  in  our  patients. 

Clinical  Use. — The  liver  scan  is  used  pri- 
marily to  detect  space-occupying  lesions  in 
the  liver;  they  are  usually  detected  if  they 
are  over  3 cm.  in  diameter  and  are  not  pe- 
ripherally placed.  Neoplasms,  abscesses,  and 
cysts  have  all  been  detected  by  this  technique 
and  cannot  be  accurately  distinguished.^^.is,  u 
Subdiaphragmatic  abscess  may  be  detected 
by  displacement  of  the  liver,  but  the  abscess 
must  be  rather  large  before  it  can  be  detected 
by  this  method.  The  liver  scan  using  gold 
Au  198  is  not  a particularly  good  liver  func- 
tion test,  but  when  extensive  parenchymal 
disease  occurs,  patchy  decrease  in  concentra- 
tion will  be  noted.  Also,  splenomegaly  is  fre- 
quently a clue  to  significant  hepatic  cirrhosis. 


Fig.  4.  Metastatic  carcinoma  of  liver.  This  59-year-old 
woman  had  colectomy  for  carcinoma  four  years  earlier, 
and  had  epigastric  distress  for  one  year.  The  liver  was 
enlarged  and  smooth.  Results  of  alkaline  phosphatase, 
bromsulphalein,  cephalin  cholesterol  flocculation,  and  thy- 
mol turbidity  tests  were  all  abnormal.  A gastrointestinal 
series  showed  no  abnormalities.  Liver  scan  revealed  a "cold" 
area  in  the  right  upper  lobe.  Exploratory  laparotomy  re- 
vealed metastatic  adenocarcinoma. 

Photoscanning  is  highly  useful  for  screening 
patients  for  space-occupying  lesions  prior  to 
further  diagnostic  procedures  such  as  liver 
biopsy  or  exploratory  laparotomy  (Fig.  4). 


Spleen 

Method. — The  spleen  can  be  visualized  di- 
rectly through  the  use  of  heated  red  blood 
cells  labeled  with  radio-chromium 
Approximately  20  cc.  of  blood  is  incubated 
with  300  qc.  of  Sodium-Radio-Chromate  Cr- 
51.  Following  the  tagging  process,  the  cells 
are  heated  to  50  C.  in  a water  bath  for  one 
hour.  These  damaged  cells  are  injected  intra- 
venously and  are  rapidly  concentrated  within 
the  spleen  so  that  a good  spleen  scan  usually 
can  be  obtained  within  two  hours  after  in- 
jection. 

Clinical  Use. — Spleen  scanning  is  used  for 
determining  the  size  of  the  spleen  and  in  dif- 
ferential diagnosis  of  masses  in  the  left  upper 
quadrant  (Fig.  5).  Space-occupying  lesions 
of  the  spleen  may  also  be  identified  by  this 
method  and  accessory  spleens  have  been  de- 
tected using  this  technique. We  have  not 
used  the  procedure  too  widely,  as  we  find 
that  the  gold  Au  198  will  provide  satisfac- 
tory spleen  scans  for  most  purposes. 
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Fig.  5.  Splenomegaly.  This  28-year-oid  woman  had  a his- 
tory of  cirrhosis  of  undetermined  etiology;  her  chief  com- 
plaint was  low  back  pain  and  painful  urination  of  about 
two  weeks'  duration.  The  spleen  was  palpable  8 cm.  be- 
low the  left  costal  margin  and  was  extremely  tender.  The 
red  blood  cell  count  survival  study  showed  a shortened 
life  span  of  14  days.  Spleen  scan  showed  splenomegaly 
with  no  definite  "cold"  spots  in  the  spleen.  Splenectomy 
was  performed,  and  the  spleen  was  approximately  four 
times  normal  size  and  weighed  400  gm. 


Fig.  6.  Renal  artery  stenosis.  A 15-year-old  girl  had  ab- 
dominal pain  and  hypertension  for  four  months.  Blood 
pressure  was  180/80  mm.  of  mercury;  a bruit  was  present 
in  the  region  of  the  left  costovertebral  angle.  Intravenous 
pyelogram,  renogram,  and  Howard  test  all  showed  abnor- 
mality on  the  right  side.  Renal  scan  revealed  a small  right 
kidney  with  decreased  uptake.  Aortogram  revealed  stenosis 
of  the  right  renal  artery.  A vein  graft  of  the  right  renal 
artery  was  performed. 


erally  result  in  patchy  decrease  in  uptake. 
In  the  evaluation  of  hypertensive  patients 
(Fig.  6)  for  the  possibility  of  renal  ischemia, 
the  renal  scan  has  been  of  value  in  evalu- 
ating renal  size  and  function  as  well  as  de- 
tecting small  amounts  of  residual  tissue  and 
extensively  infarcted  kidneys.  The  renal  scan 
will  be  abnormal  in  approximately  80  per- 
cent of  patients  with  renal  hypertension.  It 
also  will  be  abnormal  in  some  50  percent  of 
patients  with  essential  hypertension  where 
bilateral  patchy  decrease  in  uptake  is  found. 
If  unilateral  abnormalities  are  found  on  the 
renal  scan,  then  the  possibility  of  renal  hy- 
pertension becomes  more  likely.’® 


Kidney 

Method. — The  kidney  is  scanned  using 
i97jjg3  oj.  chlormerodrin  Following 

intravenous  injection,  these  radioactive  sub- 
stances rapidly  accumulate  in  the  kidney  tis- 
sue reaching  equilibrium  in  about  one  hour. 
We  inject  200  pc.  of  chlormerodrin  ’®‘Hg  or 
100  pc.  of  chlormerodrin  -®®Hg.  The  scan  is 
started  one  hour  later.  The  scanning  speed 
is  20  cm.  per  minute  with  a spacing  of  0.5 
cm.  and  the  scanning  time  is  approximately 
30  minutes. 

Clinical  Use. — The  renal  scan  is  a useful 
adjunct  to  routine  radiographic  procedures 
in  the  diagnosis  of  space-occupying  lesions 
of  the  kidney.’®  It  is  also  useful  in  assessing 
parenchymal  disease  such  as  nephrosclerosis 
or  nephritis,  being  quite  sensitive  to  mini- 
mal changes  of  this  type,  and  diseases  gen- 


Newer  Procedures 

Pa rathyroid 

Method. — The  search  for  a satisfactory 
means  of  preoperative  localization  of  para- 
thyroid adenomas  has  recently  been  success- 
ful.-® Selenomethionine  ’-’Se  has  been  found 
to  concentrate  in  some  hyperfunctioning 
parathyroid  adenomas  and  can  be  used  as 
a means  of  detecting  these  tumors.  We  give 
200  pc.  of  selenomethionine  ’^Se  intravenous- 
ly and  scan  the  area  of  the  neck  and  the 
upper  mediastinum  two  hours  later.  Con- 
centration is  often  quite  minimal  and  great 
care  must  be  used  in  setting  up  these  scans 
if  satisfactory  results  are  to  be  obtained. 

Clinical  Use. — We  are  currently  using  this 
procedure  for  evaluating  patients  prior  to 
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exploratory  surgery  for  parathyroid  adeno- 
mas (Fig.  7).  Out  of  three  patients  scanned 
one  was  definitely  positive,  one  was  equivo- 
cally so,  and  one  was  negative.-^  Because  of 
the  expense  and  great  care  necessary  in 
scanning  these  patients,  we  are  not  using 
this  as  a screening  technique.  Scans  are 
made  only  when  the  physician  has  already 
decided  on  the  basis  of  metabolic  and  other 
radiographic  studies,  to  perform  exploratory 
surgery. 

Lungs 

Method. — The  lungs  may  now  be  scanned 
using  macro-aggregated  serum  albumin  la- 
beled with  radioactive  iodine  This 


> m *9  V 
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Fig.  7.  Parathyroid  adenoma.  A 50-year-old  woman  com- 
plained of  weight  loss,  anorexia,  nausea,  and  vomiting. 
She  appeared  to  be  acutely  and  chronically  ill,  with  a thin 
sallow  complexion.  A firm  3 cm.  nodule  could  be  vaguely 
outlined  near  the  left  lower  lobe  of  the  thyroid  gland. 
Laboratory  studies  showed  these  values:  serum  calcium, 
15.3  mg.  per  100  ml.;  phosphorus,  3.4  mg.  per  100  ml.; 
alkaline  phosphatase,  2.9  sigma  units  per  100  ml.  Photo- 
scan showed  increased  concentration  in  the  area  of  the 
nodule.  At  surgery  a 3 by  2 cm.  parathyroid  adenoma  was 
found  in  the  left  lower  neck  in  the  area  indicated  by  pal- 
pation and  scan. 


material  is  prepared  by  the  radiopharmaceu- 
tical houses  under  carefully  controlled  con- 
ditions of  temperature  and  acidity.  Albu- 
min is  treated  in  such  a way  that  aggregates 
of  from  10  to  50  [x  which  have  been  labeled 
with  are  created  in  suspension.-^  We  in- 
ject 300  pc.  of  this  material  into  an  ante- 
cubital  vein  and  the  particles  are  swept  into 
the  lungs  and  trapped  in  the  small  capillaries, 
permitting  a scan  to  be  performed  demon- 
strating the  regional  perfusion  of  the  lungs 
by  the  pulmonary  arteries.  In  areas  of  de- 
creased perfusion  such  as  occur  following 
pulmonary  embolism  and  infarction,  the  par- 
ticles are  not  found  and,  therefore,  scan 
“cold.”  Neoplasms,  blebs,  and  other  avascu- 
lar areas  also  scan  “cold”  by  this  technique. 

Clinical  Use. — We  are  currently  using  lung 
scans  to  evaluate  patients  suspected  of  hav- 
ing pulmonary  embolism  or  infarction.  This 
promises  to  be  a simple  atraumatic  screen- 
ing test  for  this  common  and  difficult-to- 
diagnose  clinical  condition.--'*  Diagnostic  pat- 


Fig.  8.  Pulmonary  infarct.  This  50-year-old  white  woman 
had  a history  of  upper  respiratory  infection;  she  had  two 
commissurotomies  (1954  and  1962).  Three  weeks  before 
admission,  she  was  in  a coma  for  five  or  six  days;  her 
urinary  output  was  less  than  100  ml.  per  day.  She  was 
admitted  with  pleuritic  pain  on  both  s'des  of  the  chest. 
Blood  pressure  was  130/80  mm.  of  mercury  with  10  ml. 
paradoxical  pulse,  pulse  80,  respirations  24.  Edema  was 
4+  up  to  the  midthorax  including  the  anterior  chest. 
Blood  count  was  normal  except  for  leukocytes  19,000  per 
cu.  mm.  with  mild  left  shift.  The  BUN  was  18  mg.  per 
100  cc.  Prothrombin  test  result  was  10  to  15  percent  of 
normal  value.  Lung  scan  revealed  multiple  "cold"  areas 
compatible  with  bilateral  pulmonary  infarcts;  roentgeno- 
gram showed  multiple  irregular  densities  in  both  lung  fields, 
at  least  three  such  areas  in  the  right  lung  and  two  in  the 
left.  The  heart  was  enlarged. 
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terns  are  being  recognized  and  it  is  likely 
that  most  infarcts  larger  than  3 to  4 cm. 
will  be  detected  by  this  technique  (Fig.  8). 
The  procedure  appears  to  be  quite  safe.  Al- 
though the  small  particles  do  produce  micro- 
emboli in  the  lung,  within  a few  hours  the 
aggregates  are  metabolized  and  are  removed 
from  the  lungs  into  the  reticuloendothelial 
system.  No  adverse  effects  have  been  ob- 
served, even  in  patients  with  severe  com- 
pensation of  their  pulmonary  blood  supply. 

Pancreas 

Method. — The  pancreas  scan  requires  a 
rigorous  physiological  protocol.  The  patient 
is  given  two  glasses  of  milk  in  the  morning 
to  provide  available  protein  for  enzyme  syn- 
thesis. Two  hours  later,  he  receives  an  in- 
jection of  pancreozymin,  20  units  intrave- 
nously. One  hour  following  the  pancreozy- 
min, 200  pc.  of  selenomethionine  '®Se  is  ad- 
ministered intravenously.  Fifteen  to  30  min- 
utes later,  the  area  of  the  liver  and  pancreas 
is  scanned  and  two  hours  later  the  study  is 
repeated The  pancreas  will  be  visualized 
as  an  area  of  concentration  below  the  left 
lobe  of  the  liver  extending  across  the  midline. 


Fig.  9.  Pancreatic  adenocarcinoma.  This  50-year-old  man 
was  admitted  after  a sudden  onset  of  dull  pain  in  the 
abdomen  which  was  not  controllable  by  medication.  He 
had  lost  20  lb.  recently.  Physical  examination  showed  no 
abnormalities  except  tenderness  to  palpation  in  the  stom- 
ach area.  No  masses  were  felt.  Roentgenograms  of  the 
abdomen,  chest,  gall  bladder,  and  gastrointestinal  tract 
did  not  show  abnormalities,  but  a translumbar  aortogram 
showed  some  narrowing  of  the  abdominal  aorta  at  the  bi- 
furcation of  the  common  iliac  arteries.  Pancreas  scan 
suggested  an  abnormality  at  the  junction  of  the  body  and 
tail  of  the  pancreas.  Exploratory  laparotomy  revealed  ade- 
nocarcinoma in  the  head  and  tail  of  the  pancreas  with 
peripheral  lymphatic  invasion. 


Clinical  Use. — The  pancreas  scan  has  been 
used  primarily  in  cases  of  pancreatic  neo- 
plasm and  pancreatitis  (Fig.  9).^®  Lesions 
larger  than  3 cm.  have  been  visualized  as 
“cold”  areas,  and  where  large  neoplasms  are 
present,  there  may  be  no  concentration  in 
the  pancreatic  area  due  to  the  associated 
pancreatitis.  In  cases  of  diffuse  pancreatitis, 
no  concentration  will  be  observed.  Where 
the  liver  is  enlarged,  the  area  of  the  pan- 
creas may  be  obscured  by  the  uptake  in  the 
left  lobe  of  the  liver  making  it  impossible 
to  evaluate  the  pancreas.  Properly  per- 
formed, the  procedure  has  been  effective; 
however,  again  because  of  the  expense,  we 
are  presently  confining  this  study  to  pa- 
tients in  whom  it  appears  highly  likely  that 
pancreatic  lesions  are  present,  and  for  whom 
exploratory  surgery  is  planned. 


Bone 

Method. — Bone  neoplasms  cause  new  bone 
formation  around  the  area  of  the  lesion. 
Radioactive  strontium  (^^Sr)  is  employed  to 
visualize  these  areas  as  regions  of  positive 
concentration  of  radioactivity.^e  Patients  are 
given  100  qc.  of  ®®Sr  and  the  area  is  scanned 
24  and  48  hours  later.  Some  concentration 
will  occur  in  normal  areas  of  bone  activity 
so  that  caution  must  be  used  in  interpreta- 
tion. 

Clinical  Use. — The  bone  scan  is  used  pri- 
marily for  confirming  suspected  metastatic  or 
primary  bone  tumors  (Fig.  10)  Concentra- 
tion may  be  seen  in  lesions  prior  to  develop- 
ment of  radiographic  abnormality,  thus  the 


Fig.  10.  Osteoblastic  lesions.  A 61 -year-old  woman  suf- 
fered vomiting  and  headaches  for  two  to  three  years. 
Roentgenograms  showed  a gastric  ulcer  and  osteoblastic 
lesions  in  the  lumbar  spine.  Serum  alkaline  phosphatase 
value  was  6.6  sigma  units  per  100  mi.  On  the  bone  scan, 
increased  concentration  of  ^'’Sr  was  seen  in  the  third  lum- 
bar vertebra,  lumbar  sacral  area,  and  the  sacroiliac  region, 
compatible  with  increased  osteoblastic  activity. 
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procedure  can  be  quite  useful  in  planning 
surgery  or  radiotherapy.  As  mentioned, 
some  concentration  will  occur  in  normal 
bone,  and  caution  must  be  used  in  interpre- 
tation. Also,  concentration  occurs  in  the 
gastrointestinal  tract;  therefore,  cleansing 
enemas  are  necessary  prior  to  the  scanning 
of  the  abdomen,  and  one  must  be  cautious 
about  interpretation  of  concentrations  with- 
in the  abdominal  area. 


Discussion 

The  photoscanning  procedures  described 
include  practically  all  of  those  that  are  avail- 
able and  clinically  useful.  Other  procedures 
that  have  been  described  are  myocardial  in- 
farct scans  using  cesium  137  and  subarach- 
noid scans  using  but  these  have  not  yet 
been  developed  for  wide  clinical  use  because 
of  difficulties  in  performance  and  interpre- 
tion.  The  search  is  continuing  for  techniques 
to  scan  other  organs  such  as  the  adrenal 
glands  and  the  gonads,  and  for  metastatic 
tumors  in  other  parts  of  the  body.  As  better 
agents  are  developed,  it  is  likely  that  we  will 
be  able  to  perform  scans  of  all  body  organs 
within  the  next  few  years,  and  that  the  tech- 
niques we  now  have  will  be  improved  and 
refined  to  allow  greater  speed  and  accuracy. 

Currently  the  greatest  innovation  in  scan- 
ning has  been  the  development  of  the  scintil- 
lation camera.  This  is  a stationary  device 
for  mapping  of  the  localization  of  radioiso- 
topes in  the  body.  Because  of  increased  sen- 
sitivity, the  picture  may  be  made  within  a 
fraction  of  the  time  which  is  now  required. 
This  also  will  permit  dynamic  flow  studies 
using  radioisotopes  and  should  greatly  in- 
crease our  versatility.  New  isotopes  also  are 
being  tried,  especially  those  with  low  energy 
gamma  emission  and  those  with  very  short 
half-lifes  which  permit  larger  doses  to  be 
given  with  even  less  radiation  exposure  to 
the  patient  than  is  now  required. 

Although  the  search  for  newer  and  better 
techniques  will  continue  and  no  doubt  be 
accelerated,  there  is  still  a need  for  better 
application  of  currently  available  techniques 
which  have  already  been  proven  clinically 
useful.  The  establishment  of  a scanning  pro- 
gram no  longer  requires  that  a hospital  take 
on  the  burden  of  building  and  maintaining 
instruments  and  preparing  its  own  radioiso- 


topes, as  has  been  true  in  the  past.  All  the 
materials  for  performing  the  studies  de- 
scribed herein  are  available  commercially, 
and  the  skill  and  training  in  performing  the 
studies  can  be  acquired  within  a reasonable 
length  of  time.  We  hope  that  this  presenta- 
tion will  stimulate  those  who  have  a need 
for  these  procedures  to  acquire  the  neces- 
sary materials  and  experience  in  order  to 
make  these  procedures  available  to  their  own 
patients. 


Conclusion 

Nuclear  medicine,  a new  area  of  speciali- 
zation concerned  with  the  diagnostic  and 
therapeutic  use  of  radioisotopes,  has  had  a 
considerable  impact  on  clinical  medicine  in 
the  past  few  years,  particularly  with  regard 
to  the  development  of  radioisotope  photo- 
scanning. Procedures  are  now  available  for 
routine  visualization  of  brain  lesions,  the 
thyroid,  heart,  liver,  kidney,  and  spleen. 
Newer  techniques  which  have  become  avail- 
able may  be  useful  in  localization  of  para- 
thyroid glands,  diagnosis  of  pulmonary  in- 
farcts, and  visualization  of  the  pancreas  and 
bone  lesions.  These  procedures  may  all  be 
performed  with  commercially  available  in- 
struments and  radiopharmaceuticals,  and  a 
reasonable  amount  of  training  and  experi- 
ence will  permit  the  physician  to  attain  good 
results.  It  is  hoped  that  the  next  few  years 
will  provide  better  and  more  accurate  tech- 
niques and  will  also  see  these  procedures 
used  more  widely  in  patient  care. 
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Congenital  Mixed  Deafness 

Diagnosis  and  Surgical  Treatment 


p*  FOR  THE  PAST  five  years, 

RESEARCH  s iNVESTisATioN  members  of  the  Otologic  Group 

■ of  Philadelphia  have  been  study- 
ing the  diagnosis  and  surgical 
treatment  of  congenital  mixed  deafness.  This 
article  presents  a summary  of  our  findings 
as  well  as  an  account  of  changes  in  our 
thinking  regarding  the  otologic  and  audio- 
logic factors  in  this  sensory  impairment. 

The  primary  motives  which  prompted  this 
investigation  were  threefold ; 

1.  The  presence  of  an  air-bone  gap  in  a 
segment  of  the  congenitally  deafened  popu- 
lation had  been  reported  previously  in  the 
literature,  but  no  investigation  had  ever  de- 
termined its  cause. 

2.  Evidence  of  a conductive  component  on 
auditory  tests  suggested  that  there  may  be 
an  otologically  correctable  condition  in  con- 
junction with  the  sensorineural  deficit. 

3.  An  improvement  in  auditory  sensitivity 
might  be  of  great  benefit  in  the  habilitation 
and  education  of  the  congenitally  deafened 
person. 

In  1944,  Swan  described  a series  of  cases 
of  congenital  deafness  in  which  bone  con- 
duction sensitivity  was  better  than  air  con- 
duction sensitivity  in  the  higher  frequency 
regions.^  Barr’s  investigation  of  deafened 
school  children  indicated  that  a group  of 
his  subjects  demonstrated  an  air-bone  gap 
in  the  lower  frequency  regions.^ 

In  light  of  negative  findings  on  examina- 
tion of  the  ear  canals  and  tympanic  mem- 
branes, most  authorities  assumed  that  the 
elevated  bone  conduction  levels  were  the  re- 
sult of  vibratory  stimulation. 

Von  Bekesy’s  previous  research  on  skin 
sensitivity  indicated  that  the  response  to 
vibratory  stimulation  was  most  acute  below 
1,000  cycles  per  second  (c.p.s.).^  Therefore, 
in  the  absence  of  an  auditory  signal  a person 
would  respond  to  vibratory  sensation.  Barr 
reported  that  when  auditory  sensitivity  is 


present,  the  auditory  signal  would  mask  out 
the  vibratory  sensation  and  only  the  re- 
sponse to  auditory  stimulation  would  be  in- 
dicated.^ Owing  to  the  difficulties  in  dif- 
ferentiating between  auditory  and  vibratory 
sensation  when  a bone  conduction  signal  is 
at  high  input  levels,  persons  demonstrating 
air-bone  gaps  were  assumed  to  be  respond- 
ing to  vibratory  sensation.  To  account  for 
responses  to  bone  conduction  signals  at  low 
input  levels,  Bocca’s  and  Perani’s  theory  of 
vestibular  hearing  seemed  plausible.^  They 
postulated  that  the  vestibular  system  might 
be  responsible  for  the  elevated  bone  conduc- 
tion responses  in  the  low  frequency  regions 
since  afferent  fibers  arising  from  the  vesti- 
bular labyrinth  were  found  terminating  in 
the  cochlear  portion  of  the  eighth  nerve. 

Our  study  was  directed  toward  determin- 
ing if  there  was  an  otologic  basis  for  the 
air-bone  gap  seen  on  auditory  tests.  Since 
no  investigator  had  ever  determined  whether 
the  air-bone  gap  was  the  result  of  vibratory, 
auditory,  or  vestibular  stimulation,  or  a com- 
bination of  these,  we  decided  to  explore  the 
possibility  that  an  otologic  factor  was  af- 
fecting sound  transmissions  and  thereby  pro- 
ducing a conductive  component.  We  were 
hopeful  that  if  some  deviation  of  the  middle 
ear  structures  was  present,  surgical  treat- 
ment of  the  condition  would  result  in  better 
auditory  sensitivity. 

We  realized  that  the  exploration  of  mid- 
dle ear  cavities  on  persons  demonstrating 
congenital  mixed  deafness  would  have  to  be 
on  a clinical  research  basis. 

We  therefore  counseled  parents  with  re- 
spect to  our  motives  and  the  p)ossible  out- 
comes of  surgery.  They  were  informed  that 
an  exploratory  procedure  would  be  per- 
formed and  that  the  status  of  the  middle 
ear  structures  would  deteiTnine  what  cor- 
rective techniques  would  be  applied. 

During  the  five-year  period  that  our  study 
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The  Otologic  Group  of  Philadelphia  has 
made  a five-year  study  of  this  problem  and 
now  reports  findings  that  are  changing  ideas 
about  management  of  this  impairment. 


was  conducted,  two  investigations  on  con- 
genital deafness  were  reported.  In  1962, 
Bowman  studied  the  relationship  between 
the  vestibular  and  auditory  systems.^  Al- 
though her  attempt  to  correlate  caloric  find- 
ings with  audiometric  results  did  not  clearly 
define  this  relationship,  her  data  suggested 
that  these  systems  may  be  related  in  a small 
proportion  of  cases.  Of  greater  importance 
were  the  findings  that  of  the  162  ears 
studied,  only  16  percent  had  pure  sensori- 
neural deafness,  35  percent  had  air-bone 
gaps  from  250  to  4,000  c.p.s.,  and  49  percent 
had  air-bone  gaps  limited  to  250  to  500  c.p.s. 
This  latter  group  of  audiograms  has  been 
the  one  most  subject  to  controversy  as  to  the 
basis  of  the  elevated  bone  conduction  re- 
sponses. Bowman  classified  them  as  “Bocca- 
type”  since  they  resembled  the  audiograms 
discussed  by  Bocca  and  Perani  as  being  in- 
dicative of  vestibular  hearing.  However, 
since  the  bone  conduction  responses  were 
within  the  frequency  and  intensity  range 
where  vibratory  sensation  is  present,  one 
cannot  definitely  attest  to  their  origin. 

In  our  series,  persons  demonstrating  bone 
conduction  responses  only  at  250  and  500 
c.p.s.  were  frequently  found  to  have  bone 
conduction  sensitivity  at  1,000,  2,000,  and 
4,000  c.p.s.  when  measured  with  an  auxil- 
liary  amplifier  providing  an  additional  out- 
put of  20  db.  above  conventional  audiometric 
limits.  In  these  cases,  the  bone  conduction 
responses  could  not  be  attributed  to  vibra- 
tory stimulation  since  vibratory  sensation  is 
almost  absent  at  frequencies  above  1,000 
c.p.s. 

This  information  plus  that  obtained  from 
tuning  fork  tests  gave  definite  indications 
that  there  was  an  auditory  basis  for  the  ele- 
vated bone  conduction  responses  in  a suf- 
ficient number  of  patients  to  justify  explor- 
atory surgery. 

The  second  investigation  of  note  was  con- 
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ducted  by  Richards  in  Australia.®  Richards 
reported  surgical  findings  on  persons  having 
congenital  deafness  as  a result  of  maternal 
rubella.  He  stated  that  in  some  cases  of 
rubella  deafness  there  was  a conductive  ele- 
ment as  well  as  a sensorineural  deficit,  that 
the  most  frequent  anomaly  encountered  at 
the  time  of  surgery  was  stapes  fixation,  and 
that  correction  of  the  anomalous  condition 
could  result  in  an  improvement  in  hearing. 
At  the  time  of  his  report,  we  had  performed 
well  over  30  exploratory  procedures.  Our 
otologic  findings  were  similar  to  Richards’ 
and  it  was  comforting  to  know  that  an  in- 
vestigation conducted  independent  of  our 
knowledge  was  in  such  good  agreement. 

Procedures 

A routine  case  history  was  taken  for  each 
patient.  No  specific  etiologic  factor  could  be 
identified,  although  maternal  and  infantile 
viral  infections  seemed  to  be  the  most  fre- 
quent offenders.  All  of  the  patients  had 
been  suspected  of  having  a hearing  loss  since 
early  in  life — the  most  common  signs  were 
reduced  response  to  environmental  sounds 
and  slow  speech  development.  Speech  and 
language  functions  were  variable  and  re- 
tarded with  respect  to  chronologic  age.  With 
few  exceptions,  most  of  the  patients  had 
made  poor  adjustment  to  hearing  aid  use. 

The  audiologic  battery  used  in  examina- 
tion of  our  patients  included  conventional 
audiometric  pure  tone  and  speech  tests,  re- 
flex response  tests,  and  audiometric  tuning 
fork  tests. 

Some  persons  were  unable  to  give  any  con- 
sistent voluntary  indication  of  hearing  at 
threshold  levels,  and  therefore  the  only  re- 
liable measurements  of  hearing  obtained 
were  from  psychogalvanic  skin  response  and 
behavioral  response  audiometry.  Some  were 
able  to  respond  consistently  to  pure  tone 
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signals  but  could  not  perform  on  speech 
tests;  others  were  able  to  give  consistent 
responses  to  both  pure  tones  and  speech.  For 
these  two  groups,  reflex  tests  were  used  as 
confirmatory  measures  of  threshold  func- 
tion. Before  any  decision  was  made  about 
suitability  for  exploratory  surgery,  two  or 
more  tests  had  to  be  within  clinical  agree- 
ment. 

Following  the  audiologic  examination,  each 
patient  was  evaluated  otologically.  If  any 
discrepancies  existed  between  otologic  and 
audiologic  findings,  patients  were  scheduled 
for  re-examination  until  the  discrepancies 
were  resolved. 


Preoperative  Findings 

Voluntary  and  reflex  audiometry  indicated 
an  air-bone  gap  in  all  48  persons  selected 
for  surgery.  Bone  conduction  responses  were 
obtained  for  the  majority  of  them  across  the 
frequency  range  250  to  4,000  c.p.s.  (Fig.  1). 
Speech  discrimination  functions  were  so  re- 
duced that  most  of  the  patients  could  not  be 
tested  even  though  a significant  number 
demonstrated  fairly  good  voice  and  articula- 
tory patterns.  In  support  of  the  air-bone 
gap,  otologic  and  audiometric  tuning  fork 
tests  indicated  lateralization  of  the  Weber 
tone  to  one  ear  or  the  other,  and  negative 
Rinne  responses.  We  could  conceive  of  no 
vibratory  mechanism  that  could  account  for 
the  perception  of  the  Weber  tone  away  from 
the  point  of  contact  with  the  vibrator.  Nor 
could  we  substantiate  that  the  better  bone 
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Fig.  1.  Composite  preoperative  audiogram  of  air  and  bone 
conduction  thresholds  in  a series  of  48  patients  demonstrat- 
ing congenital  mixed  deafness. 


conduction  responses  on  the  Rinne  test  were 
the  result  of  vibratory  sensation. 

As  a group,  our  patients  demonstrated 
highly  inconsistent  auditory  behavior  in  test 
situations.  We  considered  the  possibility  that 
a central  factor  might  be  contributing  to 
the  inconsistencies.  However,  in  persons  on 
whom  neurologic  and  psychometric  informa- 
tion was  available,  there  was  no  evidence  to 
support  central  nervous  system  involvement. 
With  few  exceptions,  general  motor  develop- 
ment and  intellectual  ability  were  within 
normal  limits.  The  patients  appeared  neuro- 
logically  intact  with  the  main  area  of  deficit 
being  in  the  peripheral  auditory  system. 
Since  there  appeared  to  be  no  neurologic 
foundation  for  the  inconsistencies  observed 
on  auditory  tests,  it  was  assumed  that  the 
observed  behavior  was  the  effect  of  the  con- 
ductive component  as  well  as  the  result  of 
long-term  sound  deprivation.  Johnson  and 
associates  have  reported  that  persons  with 
conductive  deafness  may  demonstrate  fluc- 
tuations in  threshold  response."  Di  Carlo  and 
associates  indicate  that  when  a hearing  loss 
is  present  early  in  life  the  normal  percep- 
tual, conceptual,  and  discriminative  auditory 
processes  may  be  disrupted.® 


Surgical  Findings 

In  all  cases,  conventional  endaural  micro- 
surgical  techniques  were  used  to  enter  the 
middle  ear.  In  the  first  ear  explored,  the 
only  pathologic  finding  was  some  fibrotic 
adhesions  between  the  incus  and  stapes 
crura  and  the  fascial  ridge.  Otherwise,  the 
middle  ear  appeared  anatomically  normal. 
The  release  of  these  adhesions  did  not  pro- 
duce any  change  in  postoperative  air  and 
bone  conduction  thresholds.  At  a later  date, 
the  other  ear  of  the  same  patient  was  ex- 
plored. This  time  a systematic  investigation 
of  ossicular  chain  functions  was  carried  out 
to  determine  the  cause  of  the  presumed  con- 
ductive component. 

Palpation  of  the  malleus  resulted  in  nor- 
mal movement  of  the  incus,  but  little  or  no 
movement  of  the  stapes  footplate  and  no 
answering  round  window  light  reflex.  Pal- 
pation of  the  stapes  appeared  to  produce 
some  movement  of  the  footplate.  At  first, 
it  was  thought  that  there  was  a discontinu- 
ity or  loss  of  sound  energy  at  the  incudo- 
stapedial  articulation  and  that  the  stapes 
footplate  showed  normal  mobility.  The  len- 
ticular process  was  described  as  having  a 
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slipping  or  sliding  motion  around  the  head 
of  the  stapes  which  failed  to  impart  suf- 
ficient motion  to  the  stapes.*’  On  the  basis 
of  this  observation,  the  crura  were  removed 
and  a plastic  tube  was  inserted  on  the  foot- 
plate attaching  to  the  lenticular  process  of 
the  incus.  This  technique  was  similar  to  the 
partial  stapedectomy  procedure  of  Bellucci 
used  in  otosclerosis  surgery. “ Postoperative 
audiologic  findings  indicated  an  improve- 
ment in  air  and  bone  conduction  levels.  En- 
couraged by  this,  we  enlarged  the  series. 

With  subsequent  cases  and  more  careful 
observations  and  analysis  of  ossicular  chain 
function,  doubts  began  to  arise  about  the  in- 
dictment of  the  incudostapedial  joint  as  the 
site  of  pathology.  Other  anomalous  condi- 
tions of  the  middle  ear  were  discovered 
which  could  account  for  a loss  of  sound  en- 
ergy as  motion  was  imparted  from  the  incus 
to  the  stapes.*"’  In  retrospect,  it  seems  that 
the  earlier  cases  that  were  reported  to  have 
misarticulation  of  the  incudostapedial  joint 
had,  in  fact,  partially  fixed  footplates.  En- 
ergy transmitted  to  the  stapes  from  the  in- 
cus was  most  likely  reflected  back  from  the 
partially  fixed  footplate  resulting  in  an  ex- 
pansion of  the  elastic  tissues  of  the  incudo- 
stapedial capsule.  Thus,  the  impression  of 
discontinuity  was  conveyed. 

The  removal  of  the  crura  inadvertently 
resulted  in  mobilizing  the  footplate,  which 
accounted  for  improved  hearing  postopera- 
tively. 

Anatomic  deviations  involving  the  stape- 
diovestibular  area,  the  promontory,  the  an- 
gular relationship  between  the  stapes  head 
and  the  lenticular  process,  and  the  stapes 
itself,  appeared  to  interfere  with  the  mobil- 
ity of  the  footplate.  The  most  frequently 
occurring  anomaly  was  the  partially  fixed 
footplate.  The  fixatory  factor  in  no  way 
resembled  otosclerosis  except  in  one  case,  an 
adult,  who  had  an  otosclerotic  lesion  in  com- 
bination with  a history  of  congenital  deaf- 
ness. Another  common  anomalous  condition 
was  an  overhanging  ledge  of  bone  projecting 
from  the  superior  aspect  of  the  promontory 
over  the  oval  window  so  that  it  impinged 
on  the  posterior  crus  and  limited  its  motion. 
Several  ears  demonstrated  stapes  anomalies 
involving  the  superstructure.  In  one  case,  a 
columellar  or  unicrural  stapes  was  found. 
Another  condition  was  characterized  by  ex- 
cessive arching  of  the  posterior  crus  so  that 
the  arch  extended  far  beyond  the  limit  of 


the  footplate,  then  curved  over  the  lip  of 
the  vestibule  onto  the  footplate  so  that  it 
made  contact  with  the  posterior  bony  ledge 
of  the  oval  window.  The  anterior  crus  was 
also  found  in  some  cases  to  be  enlarged  and 
thickened  so  that  the  part  of  the  crus  in- 
serting into  the  footplate  was  three  or  four 
times  larger  than  that  of  the  normal  stapes. 

The  surgical  technique  chosen  at  the  time 
of  surgery  depended  upon  the  status  of  the 
middle  ear  structures.  In  addition  to  the 
partial  stapedectomy,  the  stapes  mobiliza- 
tion used  by  Rosen,*’*’  and  various  modifica- 
tions of  stapedectomy  procedures  were  em- 
ployed. Postsurgical  data  indicated  that  the 
more  radical  the  surgical  procedure,  the 
longer  the  recovery  time.  Therefore,  at- 
tempts were  made  to  utilize  surgical  tech- 
niques that  would  minimize  trauma  to  the 
labyrinth. 


Results 

Postoperative  audiologic  examinations 
were  administered  at  varying  intervals.  Vol- 
untary and  reflex  tests  were  employed  on  all 
patients.  Test  behavior  continued  to  show 
wide  discrepancies  in  patients’  responses. 
Although  reflex  tests  suggested  better  thres- 
hold sensitivity  in  over  80  percent  of  our 
patients,  this  could  not  be  confirmed  on  vol- 
untary measures.  Most  of  the  subjects  were 
unable  to  respond  voluntarily  during  initial 
tests.  In  a few  cases  where  voluntary  re- 
sponses were  present,  they  were  inconsistent. 
Subsequent  test  sessions  indicated  that  a 
small  percentage  of  persons  eventually 
achieved  better  voluntary  response  patterns. 
In  these  cases,  the  voluntary  responses  fell 
at  the  level  of  the  reflex  responses.  The  re- 
maining patients  continued  to  show  either 
no  change  in  their  auditory  levels  as  com- 
pared to  preoperative  responses,  or  showed 
considerable  differences  among  tests  (Table 
1).  The  distribution  of  audiologic  results 
indicated  that  5 patients  showed  no  change 
in  postoperative  reflex  or  voluntary  re- 
sponses; 17  showed  improvement  in  reflex 
responses,  but  this  improvement  could  not 
be  confirmed  on  voluntary  tests ; 20  showed 
improved  voluntary  responses  to  pure  tones, 
but  continued  to  demonstrate  reduced  speech 
perceptive  and  discriminative  functions ; and 
6 showed  improved  voluntary  responses  for 
pure  tones  and  speech  with  measurable  dis- 
crimination. 
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Table  1. — Distribution  of  Postoperative  Audiologic 
Findings  in  Patients  with  Congenital 
Mixed  Deafness. 


Audiologic  Findings 

No. 

% 

No  change  in  voluntary  or  reflex 
responses  to  pure  tones 

5 

10 

Improvement  in  reflex  responses  without 
concomitant  improvement  in  voluntary 
responses  to  pure  tones 

17 

35 

Improvement  in  voluntary  responses  to 
pure  tones  without  improvement  in 
speech  and  discrimination  functions 

20 

42 

Improvement  in  voluntary  responses  to 
pure  tones  and  speech  with  measura- 
ble discrimination 

6 

13 

Total 

48 

100 

The  main  problems  which  now  present 
themselves  are  (1)  the  genesis  of  the  dis- 
crepancy between  reflex  and  voluntary  tests, 
and  (2)  the  reasons  for  the  discrepancy  be- 
tween improved  voluntary  responses  to  pure 
tones  without  concomitant  improvement  in 
responses  to  speech. 

To  understand  further  some  of  the  factors 
underlying  voluntary  response  behavior,  sev- 
eral patients  were  tested  using  Bekesy  audi- 
ometry. Under  this  test  condition,  the  pa- 
tient controlled  his  responses  to  sound  and 
thereby  recorded  voluntary  responses  over 
time.  It  is  noteworthy  that  of  the  nine  who 
recorded  responses,  only  two  produced  pat- 
terns for  fixed  frequencies  that  could  be 
classified.  These  persons  were  in  the  group 
that  did  not  show  any  change  in  auditory 
behavior  following  surgery.  The  other  seven 
patients  produced  bizarre  patterns  that  sug- 
gested that  even  at  fixed  frequencies,  they 
were  unable  to  maintain  a stable  threshold 
level  regardless  of  whether  the  tone  was 
pulsed  or  continuous.  These  seven  fell  with- 
in the  two  groups  demonstrating  discrepan- 
cies among  tests.  We  have  yet  to  arrive  at 
an  explanation  for  the  discrepancies  in  test 
results  or  for  the  behavior  noted  on  Bekesy 
audiometry.  One  possible  explanation  might 
relate  to  the  validity  of  reflex  tests  in 
measuring  thresholds  as  they  pertain  to  the 
organic  auditory  thresholds.  Another  possi- 
bility concerns  the  physiologic  and  psycho- 
logic effects  of  long-term  sound  deprivation. 
As  Di  Carlo  states,  it  is  often  difficult  to  de- 
termine why  a deaf  person  fails  to  respond 
to  an  auditory  signal.  Interference  in  audi- 
tion may  be  caused  by  such  factors  as  true 
symbolic  disabilities,  such  as  aphasia;  dis- 
ruption of  the  processes  of  communication 


on  a physiologic  basis  which  results  in  the 
inability  to  identify,  recognize,  and  recall 
auditory  signals;  and  disturbed  perceptual 
and  conceptual  functioning  that  inhibit  asso- 
ciative and  learning  processes.®  Other  fac- 
tors to  consider  relate  to  the  reduction  in 
neural  and  metabolic  activities  of  the  audi- 
tory system  as  a result  of  injury  or  disuse. 
These  factors  would  not  necessarily  affect 
responses  on  a reflex  level  to  the  same  de- 
gree that  they  affect  voluntary  behavior 
which  depends  on  intact  central  functioning. 


Conclusions 

Five  years  ago  when  this  project  was  be- 
gun, the  habilitation  of  congenital  mixed 
deafness  seemed  simple.  We  assumed  that 
correction  of  the  anomalous  middle  ear  con- 
dition would  result  in  better  hearing.  Our  ex- 
perience has  demonstrated  that  even  though 
there  is  an  anatomic  basis  for  the  air-bone 
gap,  correction  of  this  condition  does  not 
necessarily  produce  improvement  in  ability 
to  communicate. 

In  a sense,  by  embarking  on  this  project, 
we  have  uncovered  further  evidence  of  our 
dearth  of  knowledge  regarding  central  audi- 
tory function.  Therefore,  we  plan  to  con- 
tinue our  investigation  of  these  patients  with 
special  reference  to  the  development  of  more 
objective  measures  of  both  peripheral  and 
central  auditory  function. 
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Clinical  Genetic  Counseling 

ROBERT  L TIPS,  Ph.D,  M.D. 


A study  of  reproduction  patterns  among  kin- 
dreds of  57  patients  with  severe  mental  re- 
tardation has  shown  certain  of  the  basic 
concepts  in  genetic  counseling. 

\ ] MODERN  GENETIC  counsel- 

RESEARCH  * INVESTIGATION  ing  Involves  investigatioii  into 

■ family  psychosocial  problems 
that  stem  from  the  genetic  na- 
ture of  disease.^  Such  problems  arise  from 
misunderstandings  about  heredity  and  re- 
production. Expressed  as  psychosexual  dis- 
turbances between  parents,  they  rapidly  lead 
to  alteration  in  family  adjustments  and  sta- 
bility. Such  imbalances,  in  turn,  permeate 
the  entire  kindred  as  multifaceted  emotional 
conflicts  between  members.^  These  problems 
become  so  severe  that  reproduction  essen- 
tially ceases  in  the  kindreds.^ 

The  hereditary  nature  of  genetic  diseases 
usually  becomes  known  to  affected  families 
through  their  physicians  and  the  lay  litera- 
ture. However,  the  hereditary  nature  of  cer- 
tain sporadic  conditions  that  are  genetically 
determined  sometimes  remains  unknown  to 
families.^  Certain  cytogenetic  disorders  are 
not  inherited;  yet  family  members,  not  un- 
derstanding the  mechanisms  involved,  con- 
sider the  conditions  heritable  and  avoid  more 
pregnancies.®  Thus,  it  seems  that  a major 
factor  in  the  development  of  psychosocial 
problems  is  the  attitude  the  family  members 
have  regarding  the  origin  or  cause  of  the 
disease. 

The  purpose  of  this  study  was  to  compare 
the  reproduction  patterns  of  three  groups  of 
families  before  and  after  birth  and  diagnosis 
of  a genetically  diseased  child.  These  pat- 
terns were  used  as  a measure  of  the  impact 
of  hereditary  concepts  on  the  families. 


Clinical  Materials 

The  family  pedigrees  of  57  patients  with 
mental  retardation  were  selected  from  the 
files  of  the  genetic  counseling  clinic  extend- 
ing over  a two  and  one-half  year  period. 
These  pedigrees  included  12  cases  of  non- 
hereditary  Trisomy  21  Down’s  disorder, 
where  the  mother  was  less  than  35  years  old 
at  the  time  of  the  birth  of  the  propositus;  15 
cases  of  autosomal  recessive  disease,  such  as 
phenylketonuria  and  galactosemia;  and  30 
cases  of  idiopathic  developmental  retarda- 
tion, where  the  genetic  nature  was  unknown. 

The  marital  and  pregnancy  records  of  all 
their  parents  and  their  brothers  and  sisters 
were  analyzed.  The  records  were  categorized 
into  the  three  appropriate  groups  of  kin- 
dreds. The  conception  rate  (pregnancies, 
miscarriages,  and  stillbirths)  of  the  parents 
and  the  married  relatives  was  calculated  for 
the  years  prior  to  and  after  the  diagnosis  of 
the  index  case.  These  data  were  limited  to 
the  five-year  period  prior  to  and  following 
the  birth  of  the  affected  child. 

In  the  Trisomy  21  Down’s  disorder  group, 
the  conception  rate  was  calculated  by  divid- 
ing the  total  number  of  pregnancies  by  the 
accumulated  years  of  marriage  of  the  par- 
ents and  relatives.  In  the  autosomal  reces- 
sive disease  group  and  the  idiopathic  devel- 
opmental retardation  group,  the  conception 
rate  was  calculated  from  publi.shed  data.®-  - 


Results 

Table  1 contains  the  pertinent  data  for  the 
parents  and  married  aunts  and  uncles  of  the 
propositi  for  the  three  groups.  The  means 
in  ages  of  mothers  at  the  time  of  diagnosis 
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Table  1. — Analyses  of  Pregnancy  Records  in  Families  of  Patients  with  Trisomy  21  Down’s  Disorder, 
Autosomal  Recessive  Diseases,  and  Idiopathic  Developmental  Retardation. 


Number  Average  Age  Number  of  ^Data  Prior  to  Birth  of  Proband-^  r- Data  After  Birth  of  Probanda 
^ of  Mother  Family  Percentage  of  Percentage  of 


Probands 

at  Birth  of 
Proband 

Pregnancy 

Records 

Yrs.  of 
Marriage 

Number  of 
Pregnancies 

Pregnancies  per 
Marriage  Year 

Yrs.  of 
Marriage 

Number  of 
Pregnancies 

Pregnancies  per 
Marriage  Year 

Trisomy  21 

12 

25 

70 

241 

96 

39 

197 

31 

16 

Autosomal 

Recessive 

Disease 

15 

23.5 

129 

312 

198 

63 

610 

132 

22 

Idiopathic 

Developmental 

Retardation 

30 

26 

124 

604 

304 

50 

586 

281 

48 

of  the  index  cases  are  statistically  similar 
for  the  three  groups.  Thus,  pregnancy  rec- 
ords for  the  groups  are  directly  comparable. 

In  the  Trisomy  21  Down’s  disorder  group, 
70  pregnancy  records  represented  241  ac- 
cumulated years  of  marriage  prior  to  the 
birth  of  the  proband  and  197  years  after  the 
birth  of  the  child.  There  were  96  pregnan- 
cies before  and  31  after  the  birth  of  the 
child.  Thus,  the  pregnancy  rate  per  year 
dropped  from  39  percent  before  the  proposi- 
tus to  16  percent  after  his  birth  and  diag- 
nosis. 

In  the  autosomal  recessive  disease  group 
there  were  129  pregnancy  records  account- 
ing for  312  accumulated  marriage  years  be- 
fore, and  610  marriage  years  after  the  birth 
of  the  propositus.  The  pregnancy  rate  drop- 
ped from  63  percent  conceptions  per  year  to 
22  percent  after  the  diagnosis  of  the  child. 

In  the  idiopathic  developmental  retarda- 
tion group,  utilizing  124  records,  the  preg- 
nancy rate  only  dropped  from  50  percent  per 
year  prior  to  the  birth  and  diagnosis  to  48 
percent  after  the  birth  of  the  child. 

Thus,  it  is  obvious  from  the  results  that 
there  was  a great  decrease  in  reproduction 
in  kindreds  of  children  with  Trisomy  21 
Down’s  disorder  and  of  children  with  auto- 
somal recessive  disease  after  the  birth  and 
diagnosis  of  the  index  case.  However,  in  the 
idiopathic  developmental  retardation  group 
there  is  very  little  change  in  the  reproduction 
pattern  of  kindreds  after  the  birth  and  diag- 
nosis of  the  child. 


Discussion 

The  three  groups  of  patients  selected  rep- 
resented genetic  and  cytogenetic  abnormali- 
ties causing  severe  mental  retardation.  The 
data  demonstrate  that  knowledge  or  concepts 


of  heredity,  whether  correct  or  not,  produce 
emotional  problems  in  families  that  lead  to 
a marked  decrease  in  reproduction. 

With  respect  to  the  first  group.  Trisomy 
21  Down’s  disorder  has  been  popularly  and 
traditionally  considered  a genetic  defect.  Ac- 
tually the  condition  results  from  “nondis- 
junction” of  chromosomes  and  is  not  a truly 
inherited  defect.  Thus,  the  disorder  repre- 
sents a nonhereditary  anomaly  where  mis- 
conceptions about  genetics  give  rise  to  prob- 
lems in  kindreds,  as  indicated  by  the  marked 
drop  in  reproduction  after  the  birth  of  the 
affected  child. 

In  the  autosomal  recessive  disease  group, 
the  condition  is  a true  genetic  defect  that 
becomes  well  known  to  the  parents.  The 
conception  rate  among  these  kindreds  dem- 
onstrates a severe  decrease  of  reproduction 
similar  to  that  in  Down’s  disorder. 

In  the  idiopathic  developmental  retarda- 
tion group,  the  condition  is  genetically  deter- 
mined, yet  this  fact  remains  obscure.  Fam- 
ilies apparently  appreciate  the  severelj'’  ab- 
normal condition  without  being  burdened 
with  the  problems  stemming  from  the  hered- 
itary nature  of  the  disorder.  Their  reproduc- 
tion rate  does  not  appreciably  change. 

Through  research  in  genetic  counseling, 
it  has  been  learned  that  the  severe  emotional 
problems  develop  from  misconceptions  and 
misinterpretations  of  genetic  phenomena  and 
lead  to  feelings  of  guilt  and  hostilities  in  the 
families.®  Prevention  of  these  adverse  emo- 
tional stresses  can  probably  be  accomplished 
through  accurate  genetic  diagnosis  of  rela- 
tives (especially  the  heterozygotes  and  nor- 
mal homozygotes),  reassurances  concerning 
emotional  reactions  by  relatives,  and  careful 
consideration  of  the  emotional  and  intellec- 
tual needs  of  parents  geared  to  their  sphere 
of  comprehension.  Whereas  accurate  genetic 
risks  must  be  explained  in  detail  to  some 
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parents,  this  may  be  completely  unnecessary 
or  very  deleterious  to  others. 

Treatment  of  severe  long  standing  emo- 
tional reactions  to  knowledge  of  genetic  phe^ 
nomena,  as  evidenced  in  two  of  the  present 
groups  of  kindreds,  requires  a highly  spe- 
cialized counseling  approach  by  the  clinical 
geneticist.  Essentially  this  procedure  con- 
sists in  establishing  a deep  lasting  rapport 
with  the  family,  in  elucidating  psychosexual 
problems  and  relating  them  to  genetic  con- 
cepts and  reproduction,  in  elaborating  the 
psychodynamics  of  family  reactions  to  the 
recognitions  of  genetic  phenomena,  and  in 
aiding  parents  to  gain  realistic  insights  and 
reasonable  acceptances  of  their  genetic  situ- 
ation. Adjustments  in  emotional  conflicts 
usually  follow  counseling  such  that  repro- 
duction among  normal  and  heterozygote 
(carrier)  kindred  rapidly  resumes  a more 
normal  pattern.^ 


Summary 

A study  of  reproduction  patterns  among 
kindreds  of  57  patients  with  severe  mental 
retardation  has  demonstrated  certain  basic 
concepts  in  genetic  counseling.  One  group  of 
patients  (Trisomy  21  Down’s  disorder)  rep- 
resents a nonhereditary  entity  where  parents 


and  relatives  mistakenly  believe  there  are 
hereditary  factors.  Kindred  reproduction  es- 
sentially ceases  after  the  birth  and  diagnosis 
of  the  affected  child.  The  second  group  of 
patients  show  well-known  genetic  diseases. 
Reproduction  essentially  stops  among  rela- 
tives after  the  knowledge  of  the  occurrence 
of  the  disease  permeates  the  family.  This  is 
the  result  of  emotional  conflicts  stemming 
from  the  disease’s  genetic  nature.  The  third 
group  of  patients  show  obscure  genetic  dis- 
eases; however  the  hereditary  concepts  do 
not  penetrate  the  family,  and  reproduction 
remains  unchanged.  Clinical  genetic  coun- 
seling aims  toward  defining  and  alleviating 
these  psychosocial  problems  that  stem  from 
knowledge  of  heredity  or  misconceptions  of 
the  genetic  nature  of  disease. 
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As  Others  See  Us 

“Oh  wad  some  power  the  giftie  gie  us.  To  see  oursels  as  others 
see  us!”  wrote  Robert  Burns. 

The  “giftie”  may  well  be  video  tape,  say  Drs.  Floy  Jack  Moore, 
Eugene  Chernell,  and  Maxwell  West  of  the  Department  of  Psychia- 
try, University  of  Mississippi  Medical  Center,  writing  in  the  Febru- 
ary issue  of  the  Archives  of  General  Psychiatry. 

Video  tapes  were  made  of  psychiatric  interviews  with  80  pa- 
tients in  a mental  hospital.  Half  were  shown  the  tapes  of  their  in- 
terviews; the  others  did  not  see  themselves. 

The  chance  to  see  themselves  as  others  see  them  appears  to 
“have  a marked  and  beneficial  effect  on  their  degree  of  improve^ 
ment,”  the  authors  report. 
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Bronchogenic  Carcinoma 
In  Young  Patients 


I 1 THE  MOST  THREATENING  ma- 

REviEw  ARTICLES  HgTiancy  in  the  United  States  to- 

■ day  is  primary  pulmonary  cancer. 

A rare  disease  in  1930,  this  ma- 
lignancy is  increasing  more  rapidly  and 
causing  more  deaths  than  any  other  form 
of  cancer  in  the  adult  male  population.  Tab- 
ulations by  the  World  Health  Organization 
in  1957  listed  lung  cancer  as  the  leading 
cause  of  all  cancer  deaths  in  males. ^ At- 
tempts to  prevent  this  rapidly  increasing 
disease  or  to  diagnose  it  early  enough  to 
utilize  curative  surgery,  except  in  a small 
percentage  of  cases,  have  yielded  insignifi- 
cant results.  A satisfactory  answer  to  this 
problem  is  not  likely  to  be  derived  from  the 
development  of  new  and  more  extensive  sur- 
gical or  irradiation  procedures,  but  will 
probably  come  from  preventive  medicine  or 
from  earlier  diagnosis. 

The  salvage  rate  for  patients  with  bron- 
chogenic carcinoma  is  among  the  lowest  of 
all  malignancies,  with  five-year  survival 
rates  ranging  from  3 percent  to  8 percent 
in  many  large  series  of  unselected  patients.-'® 
The  five-year  survival  rate  for  those  pa- 
tients diagnosed  early  enough  to  allow  re- 
section of  the  involved  tissue  is  substantial- 
ly improved,  the  range  being  from  16  to  50 
percent.®'®’"  A widely  consistent  finding  is 
that  only  25  percent  of  all  cases  of  bron- 
chogenic carcinoma  are  resectable  by  the 
time  the  diagnosis  is  established. 

Conclusions  reached  by  the  Advisory  Com- 
mittee to  the  Surgeon  General  of  the  Public 
Health  Service,  published  in  January,  1964, 
are  that  cigarette  smoking  is  causally  re- 
lated to  lung  cancer  in  men ; and  the  magni- 

Presented  before  the  Texas  Chapter,  American 
College  of  Chest  Physicians  meeting  in  April,  196^. 


tude  of  the  effect  of  cigarette  smoking  far 
outweighs  all  other  factors;  and  the  risk  of 
developing  lung  cancer  increases  with  dura- 
tion of  smoking  and  the  number  of  cigar- 
ettes smoked  per  day.®  This  study  further 
shows  that  men  who  start  to  smoke  early  in 
life  tend  to  smoke  greater  numbers  of  cig- 
arettes per  day  than  men  who  start  later  in 
life.®  The  great  increase  in  cigarette  con- 
sumption from  the  early  1900’s  to  the  pres- 
ent has  been  well  documented,  and  it  is  this 
increase  that  is  causing  the  lung  cancer  epi- 
demic we  are  witnessing  today. 

The  latent  period  required  for  the  carci- 
nogenic effect  of  tobacco  smoke  to  reach 
malignant  fruition  ranges  from  15  to  40 
years  or  more,  depending  on  individual 
smoking  habits  and  susceptibility;  the  aver- 
age latent  period  is  25  years.®  Those  sus- 
ceptible to  the  carcinogenic  effects  of  tobac- 
co smoke  who  begin  smoking  steadily  today 
will  become  the  lung  cancer  victims  of  ap- 
proximately 1980  to  the  early  years  of  the 
21st  century.  An  important  consideration 
for  the  physician  called  upon  to  deal  with 
this  malignancy  is  that  regardless  of  what 
happens  to  the  rate  of  cigarette  smoking 
from  today  on,  this  continued  rise  in  lung 
cancer  is  probable  for  at  least  the  next  two 
decades.  We  of  the  present  medical  genera- 
tion have  inherited  the  problem  of  salvaging 
as  many  as  possible  of  these  future  victims 
of  lung  cancer  with  means  that  have  proved 
only  3 to  8 percent  successful.  With  this 
Herculean  task  in  mind,  we  are  compelled  to 
study  every  aspect  of  this  malignancy.  The 
problem  as  it  now  stands  can  be  simply 
stated:  We  must  detect  malignant  changes 
in  the  lungs  early  enough  for  thoracic  sui*- 
geons  to  apply  their  advanced  skill  and  tech- 
niques in  tissue  uncontaminated  by  malig- 
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The  increasing  incidence  of  cigarette 
smoking  among  younger  people  is  related 
to  an  expected  rise  in  the  incidence  of 
bronchogenic  carcinoma  in  the  future. 
Patients  under  40  years  of  age  at  an  Army 
general  hospital  are  analyzed  and  com- 
pared with  a group  of  patients  over  40 
at  the  same  hospital. 


nant  cells  and  before  the  malignancy  finds 
its  way  beyond  the  confines  of  the  thorax, 
or,  as  the  only  alternative,  we  must  find 
effective  means  of  prevention. 

A study  of  the  smoking  habits  of  high 
school  students  in  Newton,  Muvss.,  revealed 
that  among  the  senior  students,  54.7  percent 
of  the  girls  and  45.5  percent  of  the  boys 
were  considered  steady  smokers.^®' An  ex- 
tensive survey  of  the  smoking  habits  in  men 
and  women  in  the  United  States  leaves  no 
doubt  that  women  are  smoking  more  and 
are  also  beginning  the  habit  at  an  earlier 
age  than  in  the  past  two  decades. It  is  esti- 
mated that  4,000  teenagers  from  the  age  of 
12  and  over  begin  the  smoking  habit  each 
day  in  this  country.^^  These  statistical  data 
supply  confirmatory  evidence  of  what  we 
have  all  witnessed  in  the  past  two  decades — 
a large  increase  in  the  use  of  cigarettes  by 
children.  These  facts,  coupled  with  the  now 
established  causal  relationship  between  the 
amount  and  duration  of  cigarette  smoking, 
and  the  fact  that  the  earlier  in  life  one  starts 
to  smoke  the  more  cigarettes  one  will  smoke 
per  day  during  life,  mean  that  we  will  see 
an  increasing  incidence  of  lung  cancer  in 
younger  persons  in  the  near  future.  The  fact 
that  in  the  past  lung  cancer  has  been  rare 
in  young  men  and  extremely  rare  in  young 
women  compounds  the  difficulty  of  early  di- 
agnosis in  younger  age  groups. 

The  latest  edition  of  Cecil’s  “Textbook  of 
Medicine”  states  that  most  cases  of  bron- 
chogenic carcinoma  are  in  men  over  45  years 
of  age.^^  Rubin’s  “Textbook  of  Thoracic  Dis- 
eases” states  that  people  under  40  years  of 
age  make  up  less  than  5 percent  of  all  vic- 
tims of  this  disease. In  one  series  of  1,008 
cases  of  lung  cancer  reported  recently,  2.3 
percent  occurred  in  people  under  40  years  of 
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age.^  In  another  large  series  of  reported 
cases  of  lung  cancer,  2.5  percent  occurred  in 
those  under  40  years  of  age.^® 

At  an  Army  general  hospital  over  a period 
of  15  years  ending  in  1962  the  incidence  of 
bronchogenic  carcinoma  in  patients  under 
40  years  of  age  was  20  percent.  Although 
this  high  incidence  is  undoubtedly  related  to 
the  fact  that  this  hospital  deals  largely  with 
youthful  populations,  there  is  evidence  from 
other  studies  that  the  peak  incidence  of  lung 
cancer  is  now  being  reached  at  an  earlier 
age.'*’  s 

A series  of  young  patients  with  lung  can- 
cer was  reported  by  Anderson  and  associ- 
ates in  1954.*’^  They  concluded  that  most  of 
the  tumors  in  young  men  were  peripherally 
located  and  were  thus  silent  longer  than  cen- 
trally located  lesions,  thereby  leading  to  a 
later  diagnosis  and  a much  worse  prognosis. 
They  also  thought  that  because  only  a small 
percentage  of  the  cell  types  were  of  the 
squamous  variety,  the  higher  percentage  of 
the  more  malignant  varieties  of  adenocarci- 
noma and  undifferentiated  carcinoma  led  to 
more  rapid  growth,  more  widespread  me- 
tastases,  and  earlier  death.  These  latter 
characteristics  were  also  related  to  their 
young  age. 

Other  writers  have  voiced  differing  opin- 
ions.**’*® A recent  report  by  Berkheiser  on 
the  prognostic  significance  of  lung  cancer 
of  peripheral  origin  pointed  out  that  the 
location  of  lung  cancer  was  no  different  in 
young  as  compared  to  older  persons,  and, 
furthermore,  a much  better  prognosis  was 
associated  with  peripheral  lesions.^® 

A retrospective  analysis  of  the  records  of 
49  lung  cancer  patients  under  40  years  of 
age  was  carried  out  to  determine  if  signifi- 
cant differences  in  the  course  and  clinical 
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manifestations  of  lung  cancer  between  the 
young  and  the  old  existed.  For  purposes  of 
comparison  the  remainder  of  the  broncho- 
genic carcinoma  patients  40  years  of  age  and 
over  who  were  hospitalized  at  the  same  in- 
stallation during  the  same  period  of  time 
were  analyzed  in  the  same  retrospective 
fashion. 

The  pathologic  classification  of  primary 
pulmonary  malignancies  utilized  in  this  arti- 
cle consists  of  (1)  squamous  cell  carcinoma, 
(2)  adenocarcinoma,  (3)  undifferentiated 
carcinoma,  and  (4)  bronchiolar  carcinoma. 
Slides  on  these  cases  were  recently  reviewed 
and  reclassified  in  terms  of  current  concepts. 

In  Fig.  1,  the  age  distribution  of  both 
groups  is  depicted.  There  were  16  women 
with  8 in  each  age  group.  This  is  a ratio 
of  1 woman  to  6 men  in  the  younger  age 
group,  which  is  the  same  as  the  average  cited 
in  a current  textbook.^ ^ 

In  Fig.  2,  relating  age  distribution  to  sex, 
it  is  seen  that  the  women  had  a peak  age 
distribution  much  younger  than  the  men, 
with  the  peak  being  in  the  30  to  39  year 
group,  as  compared  to  the  50  to  59  year 
group  for  the  men.  There  are  no  significant 
differences  in  the  sex-age  relationship  of  the 
population  handled  at  this  hospital.  It  is 
worthy  of  emphasis  that  this  group  of  wom- 
en are  products  of  an  era  when  the  incidence 
of  smoking  among  women  was  low.  One  can 
be  reasonably  sure  that  with  the  increasing 
incidence  of  long-term  smoking  by  women. 


there  will  appear  more  female  patients  with 
the  squamous  cell  variety  of  lung  cancer.^^- 
Table  1 presents  percentages  of  the  cell 
type  distribution  by  age  and  compares  the 
two  age  groups  with  figures  reported  from 
the  literature.  In  Anderson’s  series,  16  per- 


Table  1. — Percentage  of  Cell  Types  in  Age  Groups. 


Cell  Type 

Under 
Age  40 
(%) 

Age  40 
and  Over 
(%) 

All  Ages  from 
Literature 
(%) 

Squamous 

24 

44 

45-60 

U ndif  f erentiated 

42 

38 

20-45 

Adenocarcinoma 

24 

12 

10-15 

Bronchiolar 

10 

6 

1-2 

Note  decrease  in  the  percentage  of  the  squamous 
cell  variety  and  an  increase  in  the  undifferentiated 
and  adenocarcinoma  varieties  in  the  younger  age 
group,  as  compared  to  the  older  group. 

cent  of  the  group  under  40  had  squamous  cell 
carcinoma. In  another  series,  13  percent 
were  of  the  squamous  variety  in  this  same 
age  group.-^ 

A factor  well  established  as  being  vital 
in  the  prognosis  of  lung  cancer  patients  is 
the  duration  of  the  time  lapse  from  onset  of 
symptoms  until  the  tissue  diagnosis  is  estab- 
lished, with  the  longer  the  time  lapse  the 
poorer  the  prognosis.  Seventy  percent  of  the 


Age  dietribution  > % 
Total  Coies  --  222 
Totol  Mole  • - 206 
Mole  under  40  - 41 
Female  under  - 6 
Totol  Female  • 16 


Fig.  1.  In  the  under-40  age  group,  49  patients  make  up  20 
percent  of  the  total  number  of  primary  lung  cancer  cases 
diagnosed  from  1947  to  1962. 


Fig.  2.  The  peak  percentage  incidence  in  females  was 
reached  in  the  30-39-year  group,  as  compared  to  the  50- 
59-year  group  for  males. 
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older  age  group  and  80  percent  of  the  young- 
er age  group  had  a symptomatic  onset.  The 
average  duration  of  lapsed  time  from  the 
symptomatic  onset  to  diagnosis  was  5.4 
months  in  the  younger  group  and  5.2  months 
in  the  older  group,  an  insignificant  differ- 
ence. 

Fig.  3 is  a breakdown  of  the  methods  that 
provided  the  diagnosis  in  all  cases  and  dem- 
onstrates that  in  an  unusually  high  percent- 
age of  younger  patients’  diagnoses  was  by 
cervical  lymph  node  biopsy.  Three  of  the  12 
cervical  node  procedures  were  nonpalpable 
scalene  fat  pad  biopsies.  This  is  perhaps  ex- 
plainable by  the  high  incidence  of  adeno- 
carcinoma and  undifferentiated  carcinoma 
in  this  age  group.  Exploratory  thoracotomy 
was  the  chief  diagnostic  modality  in  both 
groups. 

It  has  been  shown  that  carcinoma  occurs 
in  portions  of  the  lung  affected  by  tubercu- 
losis more  often  than  in  uninvolved  areas.^^’ 
Clinical  and  roentgenologic  signs  in  the  lung 
in  the  absence  of  proof  of  tuberculosis 
should  lead  to  early  diagnostic  studies  for 
cancer."^  Lack  of  response  to  proper  anti- 
tuberculosis treatment  or  unusual  changes 
occurring  in  the  course  of  such  treatment 
should  also  lead  to  an  immediate  search  for 
malignancy. 

In  this  series  of  222  cases,  19  had  con- 
comitant tuberculosis  and  bronchogenic  car- 
cinoma. In  10  of  these,  carcinoma  was  not 
diagnosed  until  autopsy.  In  9 cases  both  dis- 
ease processes  were  identified  before  death. 
In  approximately  half  of  these  19  cases,  the 


■ Under  40 
S 40ond  Over 

Fig.  3.  A significant  percentage  of  the  younger  patients 
were  diagnosed  by  cervical  lymph  node  biopsy. 


diagnosis  of  carcinoma  was  possibly  obscured 
by  the  presence  of  tuberculosis.  A widely 
used  practice  in  the  field  of  tuberculosis  has 
been  to  treat  relatively  young  patients  (when 
bacteriologically  unproved  lung  lesions  are 
suspected  of  being  tuberculous)  with  a course 
of  anti-tuberculosis  therapy.  The  rising  in- 
cidence of  primary  lung  cancer  in  younger 
age  groups  in  the  future  will  render  this 
practice  even  more  hazardous  than  it  is  to- 
day. In  this  series,  bronchiolar  carcinoma 
was  found  more  often  in  association  with 
tuberculosis  than  were  the  other  types. 

Table  2 lists  the  types  of  origin  of  the 
tumors  in  both  age  groups  as  compared  to 
figures  from  the  literature.  The  differences 
are  not  significant.  Twenty-four  percent  of 
the  patients  in  the  age  group  under  40  and 
27  percent  of  those  in  the  older  age  group 
had  resectable  lesions;  25  percent  is  a con- 
sistent figure  for  resectability  of  lung  can- 
cer in  this  country  at  the  time  of  diagnosis. 


Table  2. — Origins  of  Tumors  (%)  in  Both  Age 
Groups  Compared  to  BerkheiserJ” 


Under 

40  and 

Berk- 

Location 

40 

Over 

heiser 

(%) 

(%) 

(%) 

Central 

70 

61 

75 

Peripheral 

30 

39 

25 

In  11  percent  of  age  group  under  40  and  10  per- 
cent of  age  group  over  40,  site  of  origin  unknown. 


Fig.  4 depicts  the  survival  curve  for  both 
age  groups  on  a percentage  basis.  Excluded 
for  the  purpose  of  this  graph  were  those  di- 
agnosed at  autopsy  and  those  still  alive  with 
less  than  five-year  survival  predicted.  The 
curves  are  almost  identical,  indicating  that 
in  this  series  age  is  not  a significant  factor 
in  overall  survival  as  has  been  suggested  by 
some.^®’  In  the  over-40  age  group,  30  pa- 
tients were  diagnosed  at  autopsy,  and  in  the 
under-40  age  group,  4 were  postmortem  di- 
agnoses. Two  of  the  older  group  and  4 of 
the  younger  group  are  alive  with  less  than 
five-year  survival  estimated. 

Factors  associated  with  the  five-year  cure 
patients  are  outlined  in  Table  3.  It  is  worthy 
of  note  that  no  patients  with  adenocarcino- 
mas or  undifferentiated  carcinomas  in  either 
age  group  survived  five  years  after  diag- 
nosis. Eighteen  percent  of  the  patients  with 
bronchiolar  carcinomas  and  6 percent  of 
those  with  squamous  cell  carcinomas  were 
five-year  survivors.  Two  of  the  survivors 
had  regional  metastases  at  the  time  of  sur- 
gery. The  survival  advantage  of  peripheral- 
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Table  3. — Significant  Data  from  Eight  Five-Year  Survivors. 


Case 

Ag-e  at 
Diag- 
nosis 

Sex 

Cell  Type 

Surgery 

X-ray 

Rx 

Detection 

Method 

Site  of 

Tumor  Origin 

Total  Survival  and  Metastases 
At  Time  of  Surgery 

1 

48 

M 

Squamous 

Lobectomy 

— 

Routine 

x-ray 

Peripheral 

Node,  Aortic  window  removed, 
5 years.  (Feb.,  1963) 

2 

72 

M 

Bron- 

chiolar 

Lobectomy 

— 

Routine 

x-ray 

Peripheral 

No  metastases  5% 
years.  (Feb.,  1963) 

3 

46 

M 

Bron- 

chiolar 

Lobectomy 

— 

Routine 

x-ray 

Peripheral 

No  metastases  7 years. 
(Oct.,  1961) 

4 

64 

M 

Squamous 

Lobectomy 

— 

Routine 

x-ray 

Peripheral 

No  metastases  12  years. 
(Jan.,  1962) 

5 

55 

M 

Squamous 

Lobectomy 

Routine 

x-ray 

Peripheral 

No  metastases  7%  years. 
(Jan.,  1963) 

6 

55 

M 

Squamous 

Lobectomy 

Symptoms 

8 mo.  before 
diagnosis 

Peripheral 

No  metastases  7^/^  years. 
(Oct.,  1962) 

7 

40 

M 

Bron- 

chiolar 

Pneumo- 

nectomy 

-b 

Symptoms 

6 mo.  before 
diagnosis 

Peripheral 

6 of  17  hilar  nodes  positive. 

9 years  (Jan.,  1962) 

8 

32 

M 

Squamous 

Pneumo- 

nectomy 

-U 

Symptoms 

6 mo.  before 
diagnosis 

Central 
left  main 
stem  bronchus 

No  metastases,  lived  6%  years; 
died  of  cor  pulmonale. 

ly  located  lesions  is  clearly  demonstrated  in 
these  series  with  7 of  8 survivors  in  this 
category.  The  survival  rates  of  5 percent 
in  the  40  and  over  age  group  and  the  2.5 
percent  survival  rate  in  the  under- 40  age 
group  are  not  significantly  different. 

Summary 

1.  The  increasing  habit  of  steady  cigar- 


ette smoking  by  younger  children  has  been 
discussed  and  related  to  an  expected  rise  in 
the  incidence  of  bronchogenic  carcinoma  in 
younger  patients  in  the  near  future.  In- 
creased alertness  by  physicians  to  the  pres- 
ence of  lung  cancer  in  the  young  is  urged 
as  one  important  means  available  for  im- 
proving the  current  low  five-year  survival 
rate. 


MONTHS 


Fig.  4.  Percentage  of  sur- 
vivors per  month  following 
pathologic  diagnosis.  Qises 
diagnosed  at  autopsy,  or 
alive  after  less  than  five 
years  are  excluded.  The  ov- 
erall survival  curve  for  the 
two  groups  is  almost  identi- 
cal. 
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2.  Forty-nine  patients  under  40  years  of 
age  with  bronchogenic  carcinoma  were  an- 
alyzed and  compared  with  173  patients  over 
40  years  of  age  at  the  same  hospital.  The 
major  differences  were  an  increased  inci- 
dence of  adenocarcinoma  and  undifferenti- 
ated carcinoma  in  younger  age  groups  and 
evidence  of  earlier  cervical  metastases  in 
this  age  group,  as  manifested  by  a high  per- 
centage of  diagnoses  being  made  by  cervical 
lymph  node  biopsy.  The  survival  curves  of 
both  age  groups  were  closely  correspondent, 
as  were  the  sites  of  tumor  origin.  Periph- 
erally located  lesions  were  associated  with 
an  increased  chance  for  five-year  survival. 

The  poor  prognosis  of  bronchogenic  carci- 
noma, despite  advanced  techniques  of  diag- 
nosis and  surgical  treatment,  makes  it  man- 
datory that  the  medical  profession  direct  its 
efforts  more  intensively  toward  the  preven- 
tion of  this  rapidly  increasing  malignant 
state.  Widespread  education  of  the  youth  of 
this  nation  pertaining  to  the  serious  health 
hazard  of  smoking  cigarettes  is  the  only  fea- 
sible method  of  doing  this  at  the  present. 
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Drugs  To  Stop  Smoking? 

A pharmacological  agent  may  be  the  answer  to  the  question  of 
how  to  break  the  smoking  habit. 

Dr.  Adolphe  D.  Jonas,  in  Experimental  Medicine  and  Surgery 
22:2  (June-Sept.)  1964,  has  a theory  that  as  the  inhalation  of  burn- 
ing tobacco  leaves  creates  an  irritation  of  the  mucous  membranes  of 
the  respiratory  tract,  this  physical  irritation  vies  competitively  with 
the  vicissitudes  of  everyday  living  for  acceptance  by  the  central 
nervous  system.  A suitable  counterirritant  applied  to  the  throat 
could  then  effectively  substitute  for  smoking,  he  suggests. 
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Miliary  Nocardiosis 

Fatal  Complication  in  Hodgkin's  Disease 


WILLIAM  S.  HORN,  M.D. 


Fungal  infections,  as  in  this  case,  sometimes 
occur  with  systemic  debilitating  diseases 
such  as  cirrhosis  of  the  liver,  Cushing's  dis- 
ease, diabetes,  and  many  others. 

f*  ^ NOC ARDI A asteroides,  a rare 
CASE  REPORTS  fuHgus  infectioii  in  man,  under  cer- 

■ tain  circumstances  acts  as  an  op- 
portunist. This  organism,  first  de- 
scribed in  cattle  by  Nocard  in  1888,  is  a 
branched  aerobic  gram-positive  acid-fast 
Actinomyces.  It  sometimes  associates  itself 
with  other  neoplastic,  degenerative,  or  in- 
fectious diseases,  but  has  occurred  as  the 
primary  infection  in  perhaps  half  the  cases 
reported. 

In  humans,  this  fungus  (often  as  a cuta- 
neous problem  of  not  too  serious  nature) 
usually  is  associated  primarily  with  leuke- 
mia and  lymphomas,  although  it  may  occur 
with  chronic  intestinal  diseases  such  as  in- 
testinal lipodystrophy  and  ulcerated  colitis. 
It  has  been  reported  with  other  chronic,  de- 
bilitating diseases  such  as  cirrhosis  of  the 
liver,  Cushing’s  disease,  diabetes,  and  many 
rare  illnesses.  Between  1950  and  1960,  91 
percent  of  the  cases  reported  were  in  pa- 
tients who  were  receiving,  or  had  received, 
either  steroid  or  cytotoxic  therapy  for  the 
underlying  illness. 

Frequently  the  presenting  symptoms  are 
pulmonary- — cough,  night  sweats,  fever,  yel- 
lowish-to-greenish  sputum,  and  pulmonary 
consolidation.  Occasionally,  the  fungus  is 
associated  with  pulmonary  tuberculosis,  coin 
lesions,  upper  respiratory  infections,  and 
chronic  draining  sinuses.  With  nocardial  in- 
fection, cross  skin  reactions  can  be  obtained 
with  tuberculin,  histoplasmin,  coccidioidin, 
and  blastomycin. 

Until  1960,  since  Eppinger  first  identified 
this  organism  in  humans  in  1890,  there  had 
been  some  179  documented  cases.  However, 
from.  1960  to  1964  approximately  the  same 
number  of  cases  were  reported  as  there  had 
been  altogether  until  that  time.  Probably 


the  reason  for  this  is  that  more  patients  with 
chronic  debilitation  are  being  kept  alive, 
open  to  coincident  and  opportune  infections 
like  Nocardia. 


Case  Report 

A 37-year-old  white  woman  was  first  seen  Jan. 
29,  1955,  complaining  of  chest  cold,  backache,  weak- 
ness, and  fatigue.  History  of  the  symptoms  dated 
hack  to  mid-October,  1954,  when  she  first  had  chills 
and  fever  after  being  exposed  to  a cold,  wet  cli- 
mate. She  did  not  know  that  she  had  fever  until 
she  began  to  have  sore  throat  with  cough.  In  spite 
of  her  symptoms,  she  continued  to  carry  on  her 
usual  activities  until,  with  a temperature  of  102  F., 
she  required  three  or  four  shots  of  penicillin  and 
had  to  spend  three  or  four  days  in  bed.  After  this, 
chills  and  fever  recurred  intermittently,  requiring 
more  penicillin  and  Terramycin.  Then  she  began  to 
have  anorexia  and  lost  weight,  but  except  for  the 
sore  throat  and  slight  cough,  she  had  no  respira- 
tory symptoms. 

A small  lymph  node  began  to  enlarge  on  the  left 
side  of  the  neck.  Physical  examination  at  this  time 
revealed  her  weight  to  be  139.5  lb.;  temperature,  98 
F.;  pulse,  104;  and  blood  pressure  112/60  mm.  of 
mercury.  She  appeared  tired,  chronically  ill,  and 
pale.  Skin  texture  was  normal,  and  bony  frame 
and  musculature  findings  were  normal  except  for 
a nontender  swelling  behind  the  left  sternocleido- 
mastoid muscle.  No  other  lymphadenopathy  was 
detected.  Both  breasts  were  normal,  the  liver  and 
spleen  were  not  enlarged,  and  the  rest  of  the  gen- 
eral physical  examination  showed  no  abnormalities. 

Original  hemogram  revealed  a hemoglobin  level 
of  11.85  gm.  per  100  ml.;  red  blood  cell  count  of 
3,680,000;  and  leukocyte  count,  2,300  with  18  per- 
cent stabs,  47  percent  segmented  neutrophils,  24 
percent  lymphocytes,  and  11  percent  monocytes. 
The  sedimentation  rate  was  50  mm.  Wintrobe; 
urine  reaction  for  albumin,  1-|-;  Kline  tests  nega- 
tive. Bone  marrow  studies  revealed  a moderate 
granulocytic  hyperplasia.  On  Feb.  1,  1955,  a biopsy 
of  the  scalene  node  on  the  right  revealed  Hodgkin’s 
disease.  The  chest  x-ray  initially  showed  fullness 
in  the  right  hilus  with  a lesser  prominence  in  the 
left  hilar  region.  She  was  given  a total  dose  of 
2,500  roentgens  to  the  neck,  2,500  r.  to  the  postei’ior 
mediastinum,  and  2,688  r.  to  the  anterior  mediasti- 
num. 

She  was  seen  in  March  and  April  of  that  year 
and  had  gained  10  lb.,  regained  her  appetite,  and 
was  feeling  well. 
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On  June  30,  1955,  she  had  a temperature  of  100.4 
F.  She  was  unable  to  do  any  work  and  the  fever 
continued  with  temperature  elevations  reported  as 
high  as  104  F.  Occasionally  she  would  have  a chill, 
and  she  tired  easily.  She  was  placed  on  Meticorten, 
5 mg.,  three  times  a day.  In  July,  she  was  still 
having  temperature  elevations.  At  this  time  ex- 
amination again  revealed  no  lymphadenopathy.  Her 
lungs  showed  no  pathologic  signs;  the  spleen  was 
palpable  and  firm  approximately  two  finger-breadths 
below  the  costal  margin.  Chest  x-ray  in  June,  1955, 
had  revealed  an  infiltration  in  the  left  upper  lobe 
thought  to  be  pulmonary  involvement  of  Hodgkin’s 
disease. 

She  was  free  of  fever  for  approximately  a month. 
No  antibiotics  were  given.  In  October  she  felt  fair- 
ly well  but  was  having  some  general  malaise  and 
easy  fatigability.  Her  hemoglobin  level  was  10.35 
gm.  per  100  ml.;  erythrocyte  count,  3,630,000;  and 
leukocytes,  2,300  with  1 percent  juveniles,  44  per- 
cent stabs,  31  percent  segmented  neutrophils,  21 
percent  lymphocytes,  and  2 percent  monocytes.  Sed- 
imentation rate  had  risen  to  116  mm.  At  this  time, 
chest  x-ray  revealed  a localized  infiltration  in  the 
central  portion  of  the  left  upper  lobe  and  retractive 
changes  of  the  anterior  portion  of  the  right  dia- 
phragm probably  due  to  atelectasis. 

In  November,  1955,  her  hemoglobin  level  had 
dropped  to  8.5  gm.  per  100  ml.,  and  she  was  hos- 
pitalized for  transfusions  and  started  on  ACTH  in 
addition  to  the  Meticorten  which  she  had  been  re- 
ceiving since  June,  1955. 

In  December,  1955,  she  began  having  a severe 
cough,  annoying  her  particularly  at  night  and  dis- 
turbing her  sleep  but  raising  no  sputum.  She  was 
given  some  cough  medication  along  with  some  aero- 
sol therapy  which  did  not  help.  She  was  admitted 
to  the  hospital  with  a high  fever;  her  cough  was 
worse,  and  she  was  raising  yellowish-green  foul- 
smelling sputum.  At  this  time  chest  x-ray  revealed 
a pneumonic  consolidation  about  the  right  hilar  area 
with  irregular  pneumonic  consolidation  in  the  mid- 
dle portion  of  the  right  upper  lobe.  There  was  also 
pneumonic  consolidation  about  the  left  hilar  region 
with  a uniform,  dense,  pneumonic  consolidation  in 
the  left  apex  and  infraclavicular  region.  She  was 
given  three  pints  of  blood,  and  her  count  was  raised 
to  a fairly  satisfactory  level.  She  had  not  been 
given  nitrogen  mustard  or  any  other  cytotoxic  agent 
because  of  her  leukopenia.  She  was  given  addi- 
tional x-ray  therapy  over  the  retroperitoneal  lymph 
nodes  on  this  admission.  She  continued  to  have 
chills  and  fever  and  the  spleen  became  larger. 

In  January,  1956.  following  x-ray  therapy  she 
began  having  nausea  and  vomiting  with  dehydra- 
tion and  extreme  weakness  and  inability  to  walk. 
Her  coughing  increased  alarmingly  and  was  se- 
vere, raising  some  six  to  eight  cups  of  sputum 
which  was  reddish-brown  in  color  and  pungent 
sweet  in  odor.  X-ray  at  his  time  revealed  a large 
pneumonic-like  consolidation  with  multiple  small 
cavities  in  the  left  upper  lobe  with  a probable  large 
cavity  in  the  left  apex  and  infraclavicular  region, 
with  irregular  pneumonic  consolidation  in  the  me- 
dial portion  of  the  right  upper  lobe.  Sputum  cul- 
ture at  this  time  revealed  N.  asteroides,  and  she 
was  placed  on  sulfadiazine,  1 gm.  every  four  hours. 
In  spite  of  continual  massive  doses  of  sulfadiazine. 


steroids,  and  supportive  medication,  the  cavitation, 
sputum,  pneumonic  consolidation,  and  other  symp- 
toms continued  unabated.  She  also  was  given  sev- 
eral blood  transfusions,  intravenous  fluids,  vitamin 
K,  penicillin,  and  Mysteclin. 

Autopsy  revealed  extensive  suppurative  pneu- 
monitis with  multiple  abscesses  throughout  both 
lungs.  Nocardial  abscesses  also  were  found  in  both 
kidneys,  adrenal  glands,  liver,  and  on  the  pleural 
and  peritoneal  surfaces.  Small  nocardial  implants 
also  were  found  on  the  leptomeninges.  The  jaun- 
dice she  developed  shortly  before  death  was  due  to 
hepatitis  resulting  from  nocardiosis.  Hodgkin’s  dis- 
ease was  evident  in  lymph  nodes  in  most  of  the 
areas  where  it  is  usually  expected,  particularly  in 
the  supraclavicular  and  retroperitoneal  spaces  of 
the  lungs. 


Conclusion 

Briefly,  this  case  represents  miliary  N. 
asteroides  as  a secondary  and  fatal  compli- 
cation of  Hodgkin’s  disease. 
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Clinical  and  Pathologic  Variations 
In  Patients  with  Tumors  of  the  Thymus 


TUMORS  OF  the  thymus  for  many 
CASE  REPORTS  yoaFS  havo  presented  the  clinician 

■ with  interesting  and  confusing 
problems  related  to  their  clinical 
and  pathologic  appearance  and  their  behav- 
ior. In  this  article,  tumors  will  be  consid- 
ered from  the  clinical  and  surgical  aspects. 
Included  are  case  reports  which  illustrate 
the  wide  variation  in  clinical  manifestations 
and  symptoms.  In  some  instances  it  is  pos- 
sible to  correlate  the  pathologic  appearance 
of  the  tumor  with  the  clinical  course,  but  in 
other  cases  tumors  with  a similar  pathologic 
appearance  may  differ  widely  in  their  be- 
havior. The  more  experience  the  clinician 
has  had  in  dealing  with  these  tumors,  the 
better  he  will  be  able  to  select  the  appropri- 
ate treatment.  The  cases  to  be  presented 
are  from  a group  of  patients  with  thymomas 
who  were  treated  at  Baylor  University  Med- 
ical Center,  Dallas. 


Variations  in  Normal  Thymus  Gland 
And  Location  of  Thymic  Tissue 

The  thymus  gland  is  derived  embryologi- 
cally  from  the  third  pharyngeal  pouches  on 
each  side,  as  are  the  lower  parathyroid 
glands.  During  the  downward  migration, 
the  parathyroids  remain  in  the  neck  near 
the  lower  poles  of  the  thyroid  whereas  the 
thymic  tissue  descends  into  the  anterior 
mediastinum.  Here,  the  right  and  left  por- 
tions may  fuse  in  the  midline.  Bits  of  thy- 
mic tissue  may  remain  in  the  neck  forming 
ectopic  tumors  of  the  thymic  gland.  One 
case  has  been  reported  of  tracheal  compres- 
sion in  the  neck  of  a nine-months-old  infant 
which  required  thymectomy.^ 

For  many  years  there  has  been  consider- 
able confusion  over  the  use  of  the  terms 
“enlarged,”  “hyperplastic,”  “neoplastic,”  and 
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(B.  Castleman,  M.O..  based  on  Hammar’s  data.) 

Fig.  1.  Graph  showing  size  of  normal  thymus  gland.* 

“involuted”  as  applied  to  the  thymus.  Al- 
though thymic  tissue  may  undergo  extensive 
involution  with  replacement  by  fat,  it  is  al- 
ways present.  The  thymus  increases  in 
weight  from  birth  to  puberty  and  the  rela- 
tively large  thymus  seen  in  infants  and  chil- 
dren is  normal  in  most  instances  and  does 
not  represent  hyperplasia  or  neoplasia.  There 
is  a great  variation  in  the  size  of  the  thymus 
in  normal  individuals  as  shown  in  Fig.  1 
from  Castleman^  based  on  Hammar’s  data.® 

Thymic  tissue  may  be  found  anywhere  in 
the  mediastinum  from  the  neck  to  the  dia- 
phragm. Thus  tumors  arising  from  thymic 
tissue  may  also  be  found  in  any  of  these 
sites. 

In  the  symptomatic  patient  with  a thymic 
tumor,  the  symptoms  are  due  to  invasion  or 
compression  by  the  tumor  or  the  develop- 
ment of  myasthenia  gravis. 


Invasive  Symptomatic  Tumors 

Case  1. — A 27-year-old  man  complained  of  three 
weeks’  duration  of  generalized  chest  pain  aggra- 
vated by  sitting  up,  swelling  of  the  veins  of  his 
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*Reproduced  with  pemiission  of  Dr.  Castleman-'* 
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Discussion  and  case  reports  are  presented 
on  the  wide  variation  in  clinical  manifesta- 
tions and  symptoms  seen  with  tumors  of 
the  thymus.  Because  such  tumors  may  be 
asymptomatic  for  many  years,  any  mass  in 
the  mediastinum  must  be  considered 
potentially  dangerous. 


neck,  and  difficulty  in  breathing.  Ten  years  before 
he  had  been  refused  a commission  in  the  Army  be- 
cause of  cardiac  enlargement,  but  he  had  never  had 
any  symptoms  and  had  led  an  active  life  as  a con- 
struction engineer.  A roentgenogram  of  the  chest 
showed  a mass  extending  along  the  right  border  of 
the  heart  with  evidence  of  calcification  along  the 
border  of  the  mass. 

An  operation  was  performed  and  a firm  tumor 
with  a calcified  surface  was  found  in  the  mediasti- 
num. The  main  mass  of  the  tumor  was  removed 
but  complete  extirpation  was  not  possible  because 
the  tumor  had  invaded  the  area  around  the  great 
vessels.  Following  the  operation,  the  patient  com- 
plained of  considerable  difficulty  in  breathing, 
weakness,  and  dysphagia  which  cleared  rapidly  with 
administration  of  Prostigmin.  After  a stormy  post- 
operative course  during  which  the  patient  received 
irradiation  therapy  over  the  anterior  mediastinum, 
he  recovered  and  returned  to  work  still  on  a main- 
tenance dose  of  Prostigmin.  For  the  next  six  months 
he  improved  although  he  ran  a persistent  tempera- 
ture elevation  up  to  100  F.  His  symptoms  of  myas- 
thenia disappeared  and  the  Prostigmin  was  discon- 
tinued. Eight  months  after  operation,  he  again  de- 
veloped symptoms  of  myasthenia  which  responded 
to  larger  doses  of  Prostigmin  but  he  became  pro- 
gressively worse  and  died  16  months  after  operation. 

Autopsy  showed  extensive  invasion  of  the  medias- 
tinum with  approximately  four-fifths  of  the  heart 
muscle  replaced  by  tumor. 

Section  showed  a thymoma  primarily  of  the  epi- 
thelial type  with  a solid  arrangement  of  rounded 
or  polyhedral  cells  without  any  tendency  to  palisade 
around  the  vessels. 

This  case  illustrates  several  points.  Thy- 
mic tumors  may  be  present  although  asymp- 
tomatic for  many  years  before  they  become 
invasive  and  cause  symptoms.  Thus  any 
mass  in  the  area  of  the  thymus  (and  this  in- 
cludes the  entire  mediastinum)  must  be  con- 
sidered potentially  dangerous  even  though 
it  has  been  present  and  asymptomatic  for 
years.  The  relationship  of  thymic  tumors 
or  the  normal  thymus  to  myasthenia  gravis 
is  still  poorly  understood.  It  is  important, 
however,  for  the  clinician  to  remember  that 
patients  who  have  thymic  tumors  without 
clinical  myasthenia  may  develop  symptoms 
of  myasthenia  in  the  postoperative  period. 

Case  2. — A 32-year-old  woman  was  known  to  have 
had  a mass  in  her  chest  for  four  years.  Three 
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months  before  being  seen  by  her  physician  she  had 
experienced  fatigue,  weakness,  and  pain  in  the 
front  of  her  chest,  aggravated  by  exercise  or  cough. 
At  the  time  she  was  first  seen  by  her  surgeon  she 
appeared  chronically  ill  and  had  chest  roentgeno- 
grams which  showed  a left  pleural  effusion  as  well 
as  an  anterior  mediastinal  mass  (Fig.  2).  A biopsy 
was  done  through  the  bed  of  a resected  segment  of 
the  seventh  rib.  Section  of  this  tumor  showed  a 


Fig.  2.  Case  2.  Chest  roentgenogram  showing  bilateral  me- 


diastinal tumor. 


Fig.  3.  Case  2.  Microscopic  section  of  tumor  showing  lym- 
phocytic thymoma  with  epithelial  elements. 
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lobular  thymoma  of  the  lymphocytic  type  with  epi- 
thelial elements.  The  lymphocytic  cells  were  uni- 
form whereas  the  epithelial  cells  showed  variation 
in  size  with  mitoses  (Fig.  3).  These  epithelial  cells 
were  found  within  lymphatic  vessels  in  the  lung. 

As  a rule  a patient  with  a thymic  tumor 
who  complains  of  chest  pain,  weakness,  and 
malaise,  or  has  evidence  of  pleural  effusion 
has  an  invasive  tumor  and  a poor  prognosis. 
On  pathologic  section  these  thymomas  usu- 
ally show  epithelial  or  spindle  cell  tumors 
or  a predominance  of  these  cellular  elements 
with  lymphocytic  components. 

Case  3. — An  81-year-old  woman  had  an  upper 
respiratory  infection  with  hemoptysis  three  weeks 
before  being  seen  by  her  physician.  A roentgeno- 
gram of  her  chest  showed  a large  anterior  medias- 
tinal mass  (Fig.  4).  Bronchoscopy  was  negative  but 
a cervicomediastinal  exploration  on  the  left  side  per- 
mitted biopsy  of  a hard  nodular  mass  invading  the 
anterior  chest  wall.  On  pathologic  section,  the  tu- 
mor was  identified  as  a thymoma  of  spindle  cell 
type  with  cells  arranged  in  tight  whorls  with  inter- 
spersed lymphocytes  (Fig.  5). 

Although  this  patient  had  not  had  a roentgeno- 
gram of  her  chest  for  many  years,  this  tumor  ob- 
viously had  been  present  and  asymptomatic  for 
some  time.  In  this  case  a cervicomediastinal  explo- 
ration not  only  allowed  biopsy  of  the  tumor  but 
also  established  that  the  tumor  was  invading  the 
anterior  chest  wall. 

From  the  pathologic  appearance  alone  it 
is  often  difficult  or  impossible  to  say  wheth- 
er a thymoma  is  “malignant”  or  not.  There 
are  some  pathologists  who  object  to  refer- 
ring to  thymomas  as  “malignant”  because 


Fig.  4.  Case  3.  Chest  roentgenogram  showing  large  anterior 
mediastinal  mass. 


“malignancy”  in  the  sense  of  causing  distant 
metastases  is  rarely  a characteristic  of  these 
tumors.  Thymomas  which  cause  death  usu- 
ally do  so  by  local  invasion  and  contiguous 
spread  to  the  vital  structures  of  the  medias- 
tinum and  lungs.  Although  thymic  tumors 
having  true  blood-borne  or  lymphatic  metas- 
tases have  been  reported  rarely,  patients 
having  widespread  metastases  should  be  sus- 
pected of  having  some  tumor  other  than  a 
thymoma. 

Symptomatic  Tumors  with  Compression 

Patients  with  thymic  tumors  which  are 
symptom.atic  may  have  an  excellent  prog- 
nosis when  the  symptoms  are  due  to  com- 
pression by  an  enlarging  but  noninvasive 
tumor  mass. 

Case  h. — An  extremely  unusual  case  is  this  of  a 
3%-year-old  boy  who  had  been  treated  for  recur- 
rent colds,  wheezing,  and  cough  and  who  was  con- 
sidered an  asthmatic.  He  was  finally  referred  to  a 
specialist  in  allergy  in  children,  who  took  a chest 
roentgenogram  and  found  a tumor  in  the  anterior 
mediastinum.  This  tumor,  weighing  315  gm.,  six 
times  the  upper  limit  of  normal  given  by  Hammar 
for  this  age  (Fig.  1),  was  i-emoved  with  the  at- 
tached thymus  (Fig.  6).  Sections  showed  the  com- 
bined features  of  thymic  hyperplasia  and  prolifera- 
tion of  lymphocytes  and  spindle-shaped  epithelial 
cells  (Fig.  7).  Following  removal  of  the  peculiar 
thymoma,  the  patient’s  symptoms  of  asthma  com- 
pletely disappeared  and  he  has  remained  well  dur- 
ing the  two  years  since  his  operation. 

Tumors  of  the  thymus  at  this  age  are  ex- 
tremely rare.  As  has  been  stated  previously 
the  usual  “enlarged  thymus”  is  seen  as  a 
normal  variation  in  the  size  of  the  thymus 
and  does  not  represent  hyperplasia  or  neo- 


Fig.  5.  Case  3.  Microscopic  section  of  tumor  showing  thy- 
moma of  spindle  cell  type. 
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plasia.  In  this  case  the  enlargement  was 
much  beyond  the  upper  limits  of  normal  and 
even  caused  protrusion  of  the  anterior  chest 
wall. 


Asymptomatic  Tumors 

Asymptomatic  tumors  may  represent  ei- 
ther benign  thymic  tumors  or  preinvasive 
ones  that  have  not  yet  caused  symptoms. 
The  benign  thymomas  often  show  cystic  de- 
generation on  gross  examination,  calcifica- 
tion on  roentgenograms,  and  a predominant- 
ly lymphocytic  pattern  on  section.  At  op- 
eration they  are  characteristically  easily  sep- 
arated from  the  surrounding  structures  and 
grossly  show  no  invasive  tendency.  Evidence 
of  invasion  by  the  tumor  or  lack  of  it  at  the 
time  of  operation  is  often  of  more  prognostic 
significance  than  examination  of  the  patho- 
logic section. 


Fig.  6.  Case  4.  Photograph  of  cut  section  of  tumor. 


Fig.  7.  Case  4.  Microscopic  section  showing  thymic  hyper- 
plasia and  proliferation  of  lymphocytes  and  spindle-shaped 
epithelial  cells. 


Tumors  in  the  Thymus 

So  far  in  this  discussion  we  have  dealt 
with  tumors  of  the  thymus;  that  is,  tumors 
arising  from  cellular  elements  in  the  thymus 
gland.  There  is  also  a group  of  tumors  in 
the  thymus  that  cause  thymic  enlargement 
and  appear  clinically  as  thymic  tumors,  but 
probably  should  be  considered  apart  from 
the  true  tumors  of  the  thymus. 

Case  5. — A routine  chest  roentgenogram  showed 
that  a 23-year-old  man  had  a bilateral  anterior 
mediastinal  mass  (Fig.  8).  The  patient  had  no 
symptoms  and  results  of  the  physical  examination 


Fig.  8.  Case  5.  Chest  roentgenogram  showing  bilateral  an- 
terior mediastinal  mass. 


Fig.  9.  Case  5.  Microscopic  section  showing  seminoma. 
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were  completely  normal.  A large  tumor  was  re- 
moved and  found  to  be  densely  adherent  to  the  in- 
nominate vein,  and  part  of  the  phrenic  nerve  was 
taken  with  the  tumor.  On  section  this  was  found 
to  be  a germinoma  or  seminoma  of  the  thymus 
with  epithelial  cells  in  nests  separated  by  fibrous 
bands  with  varying  amounts  of  lymphocytes  (Fig. 


/• 


Fig.  10.  Case  6.  Chest  roentgenogram  showing  right  an- 
terior mediastinal  mass. 


Fig.  11.  Case  6.  Microscopic  section  showing  Hodgkin's  dis- 
ease with  Dorothy  Reed  cells,  fibrosis,  and  necrosis. 


9).  There  were  many  mitoses,  and  tumor  was  seen 
in  veins  in  some  areas.  This  patient  was  given 
irradiation  therapy  and  has  shown  no  evidence  of 
recurrent  tumor  two  and  one-half  years  after  his 
treatment. 

Although  seminomas  or  germinomas  may 
arise  in  the  testes  or  ovary,  they  also  may 
be  found  arising  primarily  in  the  thymus, 
and  since  there  was  no  evidence  of  a testicu- 
lar neoplasm  in  this  patient  it  was  assumed 
that  this  tumor  did  have  its  origin  in  the 
thymus. 

Case  6. — A 37-year-old  man  was  seen  because  of 
cough,  malaise,  and  aching  in  his  right  airni.  A film 
taken  two  months  before  had  shown  a lobulated 
mass  in  the  area  of  the  middle  lobe  and  the  anterior 
mediastinum  (Fig.  10).  A thoracotomy  was  per- 
formed on  the  right  side,  at  which  time  a firm, 
nodular  tumor  densely  adherent  to  the  pleura  and 
pericardium  was  found.  Nodes  were  found  through- 
out the  mediastinum,  and  a portion  of  the  phrenic 
nerve  which  was  surrounded  by  tumor  was  sacri- 
ficed. The  original  diagnosis  on  this  tumor  was 
“malignant  thymoma”  but  the  diagnosis  was  later 
changed  to  Hodgkin’s  disease  of  the  thjnnus.  The 
tumor  recurred  in  the  mediastinum  and  spread  to 
the  left  lung.  The  recurrences  were  treated  with 
irradiation  therapy  with  a good  response.  How- 
ever the  patient  had  recurrent  pulmonary  involve- 
ment which  failed  to  respond  to  irradiation  therapy, 
nitrogen  mustard,  Cytoxan,  Velban,  and  Leukeran. 
He  died  three  years  after  operation.  At  autopsy 
there  was  tumor  in  both  lungs  and  the  mediastinum 
as  well  as  in  the  liver  and  pancz’eas.  Microscopic 
examination  of  sections  showed  characteristics  typi- 
cal of  Hodgkin’s  disease  with  Dorothy  Reed  ceils 
with  pleomorphism,  eosinophils,  fibrosis,  and  necro- 
sis (Fig.  11). 

There  has  been  considerable  disagreement 
among  pathologists  as  to  whether  cases  such 
as  this  represent  generalized  Hodgkin’s  dis- 
ease in  the  thymus  or  whether  they  are  cases 
of  primary  tumors  of  the  thymus  which  sim- 
ulate Hodgkin’s  disease  histologically.  The 
tumor  in  this  patient  behaved  clinically  as  an 
invasive  thymoma. 

Cysts  and  masses  of  fatty  tissue  in  the 
thymus  may  cause  enlargement  of  the  gland 
and  give  an  appearance  on  roentgenogram 
of  a thymic  tumor.  Lymphosarcomas,  re- 
ticulum cell  sarcomas,  Hodgkin’s  disease  in- 
volving mediastinal  nodes,  and  undifferenti- 
ated small  cell  carcinomas  of  the  lung  may 
be  misdiagnosed  as  malignant  tumors  aris- 
ing in  the  thymus,  but  the  clinical  course  in 
these  patients  is  different  from  that  of  pa- 
tients with  true  thymic  tumors. 

Relation  of  Thymus 
To  Myasthenia  Gravis 

The  relationship  of  the  thymus  to  myas- 
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thenia  gravis  is  still  poorly  understood.  My- 
asthenia occurs  in  patients  with  normal  thy- 
mus glands,  in  those  who  show  only  hyper- 
plasia, and  in  patients  with  definite  tumors. 
The  lymphocytic  thymoma  has  been  seen 
most  frequently  as  the  cell  type  in  patients 
with  tumors  but  the  cell  type  is  variable  as 
is  the  response  to  surgical  removal  of  the 
tumor  or  the  thymus  gland.  For  some  un- 
explained reason,  patients  with  myasthenia 
who  derive  the  most  benefit  from  thymec- 
tomy are  young  women  who  show  no  evi- 
dence of  a thymic  tumor. 


Summary  and  Conclusions 

Thymic  tissue  or  tumors  may  be  found 
anywhere  in  the  mediastinum  or  lower  cer- 
vical region.  In  symptomatic  patients  with 
a thymic  tumor,  symptoms  are  due  to  in- 
vasion or  compression  by  the  tumor  or  the 
development  of  myasthenia  gravis.  Thymic 
tumors  may  be  present  though  asymptomatic 
for  many  years  before  they  become  invasive 
and  symptomatic,  thus  any  mass  in  the  me- 
diastinum must  be  considered  potentially 
dangerous. 

As  a rule  the  patient  with  a thymic  tumor 
who  complains  of  chest  pain,  weakness,  mal- 
aise, or  has  evidence  of  a pleural  effusion 
has  an  invasive  tumor  and  a poor  prognosis. 
Patients  with  symptoms  due  to  compression 
may  have  an  enlarging  but  noninvasive  tu- 


mor and  have  an  excellent  prognosis  after 
surgical  removal  of  the  tumor. 

Thymomas  which  cause  death  usually  do 
so  by  local  invasion  and  contiguous  spread 
to  the  vital  structures  of  the  mediastinum 
and  lungs.  Evidence  of  invasion  by  a tumor 
or  lack  of  it  at  the  time  of  operation  is  often 
of  more  help  in  predicting  prognosis  than 
examination  of  the  pathologic  section  since 
many  tumors  which  behave  differently  may 
have  a similar  histologic  appearance. 
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Agricultural  Poisons 

GEORGE  L GALLAHER,  M.D. 


ANY  PRODUCT  used  to  combat 
CLINICAL  MEDICINE  posts  111  agrlculturG  or  cattle  breed- 
ing is  called  a pesticide.  The  pri- 
mary concern  of  physicians  inter- 
ested in  aviation  medicine  is  with  chemical 
pesticides  which  are  applied  from  aircraft 
in  the  form  of  dust  or  spray  and  the  toxic 
effects  of  these  chemicals  upon  the  pilots. 


Services  of  Poison  Control  Center 

In  the  summer  of  1959,  I noted  a large 
number  of  cases  of  poisoning  of  aerial  ap- 
plicators (duster  pilots),  loaders,  and  farm 
workers  who  were  handling  parathion  and 
related  pesticides.  The  number  of  cases  of 
pesticide  poisoning  in  the  Lower  Rio  Grande 
Valley  prompted  me  to  attempt  to  establish 
The  Harlingen  Poison  Control  Center  in  the 
Valley  Baptist  Hospital  at  Harlingen  in 
April,  1960.  It  is  operated  by  the  nursing 
personnel  and  the  staff  doctors  who  are  on 
the  emergency  call  panel  on  a 24-hour  basis. 
This  center  serves  the  entire  Lower  Valley 
and  also  the  large  cotton  producing  area 
across  the  Rio  Grande  in  Mexico. 

The  Harlingen  Poison  Control  Center  of- 
fers three  types  of  services: 

1.  Dissemination  of  information  to  the 
public. 

2.  Information  on  diagnosis  or  treatment 
of  all  types  of  poisoning  to  physicians  on  a 
24-hour  basis. 

3.  Treatment  in  the  hospital  to  anyone 
upon  request.  When  the  center  began  opera- 
tion, all  aerial  applicators,  aircraft  dealers, 
and  personnel  at  hospitals,  clinics,  airports, 
newspapers,  radio  and  television  stations, 
and  chemical  companies  which  distribute  or 

Presented  at  the  April,  1964,  meeting  of  the  Texas 
A ir-M edics  Associat ion . 


formulate  pesticides,  and  all  other  interested 
agencies  were  sent  an  announcement  which 
outlined  the  available  services.  Since  then 
there  have  been  many  television  appearances, 
press  releases,  and  talks  before  interested 
groups  such  as  the  professional  entomolo- 
gists association  and  Parent-Teachers  Asso- 
ciation. 

Poison  Control  Centers  are  coordinated  by 
the  various  state  health  departments  and  are 
assisted  and  coordinated  by  the  Department 
of  Health,  Education  and  Welfare  in  Wash- 
ington. 

From  January,  1960,  through  April  15, 
1964,  72  cases  of  pesticide  poisoning  were 
processed  at  the  Center,  with  no  accidental 
deaths.  There  was  one  suicide  following  in- 
gestion of  thallium. 

The  United  States  Department  of  Agricul- 
ture, in  cooperation  with  14  cotton-growing 
states,  at  its  17th  annual  conference  on  cot- 
ton research  and  control  at  Memphis,  Tenn., 
on  Jan.  7-8,  1964,  reported  16  organic  phos- 
phorous compounds  which  are  used  to  con- 
trol cotton  pests,  all  of  which  are  highly 
toxic  to  man  and  animals.  These  compounds 
are  the  outgrowth  of  the  “nerve  gases” 
which  were  originally  developed  by  German 
chemists  during  World  War  11.  They  are 
all  inhibitors  of  the  enzyme  cholinestei'ase 
which  is  essential  for  life.  The  lethal  dose 
of  many  of  the  gases  is  from  two  to  five 
drops  of  the  concentrate.  Parathion  and 
methyl  parathion  are  two  of  the  most  toxic 
and  widely  used. 

Parathion  is  readily  absorbed  through  the 
skin  and  the  ocular  conjunctiva,  and  by  in- 
halation or  ingestion. 

The  cholinergic  effects  of  anticholines- 
terase compounds  are  due  to  the  depression 
of  the  activity  of  the  cholinesterase  enzymes 
of  the  nervous  system,  muscle,  and  secretoiy 


336 


Texas  State  Journal  of  Medicine 


Increasing  numbers  of  cases  of  pesticide 
poisoning  among  duster  pilots  and 
farm  workers  prompted  the  establishment  of 
a Poison  Control  Center  in  the  Lower  Rio 
Grande  Valley.  Because  of  the  current  sea- 
sonal increase  in  use  of  pesticides,  the 
author's  notes  on  symptoms  and  treatment 
may  be  especially  pertinent. 


glands,  and  not  of  the  plasma  or  red  blood 
cells.  However,  since  it  is  not  possible  to 
determine  the  cholinesterase  activity  of  these 
tissues  in  man  during  life,  it  is  necessary  to 
rely  on  the  cholinesterase  activity  of  the 
plasma  and  red  blood  cells  as  a guide  in  de- 
tecting absorption  of  the  anticholinesterase 
compounds. 

The  activity  of  the  red  blood  cells  could 
be  depressed  gradually  toward  zero  by  sev- 
eral days  of  exposure  without  symptoms 
necessarily  ensuing,  or  without  any  relation 
to  the  severity  of  symptoms  that  occurred. 
In  addition,  the  red  blood  cell  cholinesterase 
remains  at  a low  level  of  activity  long  after 
the  disappearance  of  symptoms  and  the  pre- 
sumed restoration  of  the  cholinesterase  ac- 
tivity of  the  tissues. 

Since  there  is  a fairly  narrow  margin  be- 
tween the  doses  of  these  compounds  that 
produce  symptoms  and  the  doses  that  are 
lethal,  little  or  no  warning  may  be  given  of 
impending  serious  effects.  It  is  probable 
that  the  cholinesterase  activity  of  the  tissues 
may  be  considerably  reduced  without  the  ap- 
pearance of  any  warning  symptoms,  whereas 
a further  reduction  below  the  level  compati- 
ble with  normal  function  may  result  in  se- 
vere symptoms  and  even  death. 

Serum  cholinesterase  of  white  men  is  sig- 
nificantly higher  than  that  of  white  women 
or  that  of  Negro  men  or  w^omen.  A signifi- 
I cant  decrease  in  the  concentration  of  the 

I 

I enzyme  also  occurs  with  age.  The  day  to 
I day  variation  in  serum  cholinesterase  aver- 
ages plus  or  minus  5 percent. 

The  range  of  known  normal  cholinesterase 
■ activity  includes  actual  A pH/hr.  values  of 

0.408  to  1,652  for  plasma,  and  0.554  to  1.252 
for  red  cells.  This  means  a variation  of  more 
I than  100  percent  in  normal  individuals. 


The  arithmetic  mean  for  plasma  cholines- 
terase is  A pH/hr.  0.912.  The  arithmetic 
mean  for  red  cell  cholinesterase  is  A pH/hr. 
0.861. 

Because  of  the  wide  range  of  normal  ac- 
tivity, it  will  not  be  possible  to  determine 
from  one  test  whether  a person  has  or  has 
not  been  recently  exposed  to  a cholinesterase 
inhibitor  if  the  exposure  was  relatively  mi- 
nor. Thus,  individual  test  samples  in  which 
cholinesterase  activity  levels  fall  within  the 
lower  limits  of  the  normal  range  should  be 
questioned  and  held  in  abeyance,  without  the 
benefit  of  pre-exposure  values  for  such  an 
individual,  until  such  time  as  further  serial 
blood  samples  are  examined. 

Therefore  it  is  important  to  have  pre- 
exposure cholinesterase  values  done  on  all 
people  who  are  or  may  be  subject  to  expo- 
sure. This  is  a requirement  of  the  pre-em- 
ployment examination  of  all  the  larger  for- 
mulators,  however  few  pilots,  loaders,  or 
farm  workers  avail  themselves  of  this  test. 
Cholinesterase  levels  in  mild  cases  of  poison- 
ing frequently  will  be  within  the  wide  nor- 
mal range,  therefore,  if  the  individual’s  nor- 
mal finding  is  known,  a moderately  depressed 
finding  will  be  diagnostic. 

Most  people  who  are  exposed  to  small 
amounts  of  these  pesticides  over  a period  of 
several  weeks  will  show  a gradual  drop  in 
cholinesterase  levels  without  showing  any 
symptoms.  Some  late  season  levels  reach  a 
low  of  A pH/hr.  0.11  in  the  serum  without 
producing  any  symptoms. 

Although  extensive  day-to-day  exposure 
was  regularly  associated  with  reduced  blood 
cholinesterase,  the  only  fatal  and  nearly  fatal 
cases  were  associated  not  with  longstanding 
exposure  but  with  brief,  massive  exposure 
and  gross  carelessness. 

Serious  poisoning  was  not  found  in  the 
absence  of  severe  depletion  of  cholinesterase 
values  or  in  the  absence  of  excessive  ex- 
posure. 


Symptoms  of  Poisoning 

The  symptoms  of  poisoning  by  a cholines- 
terase inhibitor  are  in  direct  proportion  to 
the  amount  and  rapidity  of  exposure. 

1.  Nausea  is  often  the  first  symptom,  fol- 
lowed by  vomiting,  abdominal  cramps,  diar- 
rhea, and  excessive  salivation. 

2.  Headache,  giddiness,  vertigo,  and  weak- 
ness. 
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3.  Rhinorrhea  and  a sensation  of  tight- 
ness in  the  chest  are  common  in  inhalation 
exposures. 

4.  Blurring  or  dimness  of  vision,  miosis 
(with  fixed  pinpoint  pupils),  tearing,  ciliary 
muscle  spasm,  loss  of  accommodation,  and 
ocular  pain.  None  of  these  eye  effects  is 
diagnostically  dependable  except  in  primary 
ocular  exposures. 

5.  Loss  of  muscle  coordination,  slurring 
of  speech,  fasciculations  and  twitching  of 
muscles  (particularly  of  the  tongue  and  eye- 
lids), and  generalized  profound  weakness. 

6.  Mental  confusion,  disorientation,  and 
drowsiness. 

7.  Difficulty  in  breathing,  excessive  se- 
cretion of  saliva  and  of  respiratory  tract 
mucus,  oronasal  frothing,  cyanosis,  pulmo- 
nary rales  and  rhonchi,  and  hypertension 
(presumably  due  to  asphyxia). 

8.  Random  jerky  movements,  inconti- 
nence, convulsions,  and  coma. 

9.  Death  primarily  due  to  respiratory  ar- 
rest arising  from  failure  of  the  respiratory 
center,  paralysis  of  respiratory  muscles,  in- 
tense bronchoconstriction,  or  all  three. 


Treatment 

For  treatment,  the  following  procedures 
are  recommended : 

Remove  clothing  and  scrub  entire  body 
including  the  hair  and  scalp  with  soap  and 
water;  rinse  thoroughly,  then  repeat.  Wash 
repeatedly  with  alcohol,  especially  the  con- 
taminated areas,  except  the  eyes  which 
should  be  flushed  with  large  amounts  of 
water  or  normal  saline.  Give  gastric  lavage 
with  milk  or  water  if  ingestion  has  occurred 
and  patient  is  unconscious;  reduce  vomiting 
if  he  is  conscious.  Correct  electrolyte  im- 
balance as  indicated. 

Give  oxygen  under  positive  pressure  and 
artificial  respiration,  and  perform  tracheal 
intubation  if  necessary.  Clear  the  airway 
and  remove  secretions. 

Give  atropine  to  reverse  the  muscarine- 
like  symptoms  relating  to  the  gastrointesti- 
nal tract  (vomiting,  abdominal  cramps,  eruc- 
tation, diarrhea,  tenesmus,  fecal  inconti- 
nence), the  respiratory  tract  (tightness  in 
chest,  wheezing,  increased  bronchial  secre- 
tions, cough,  dyspnea,  pulmonary  edema, 
cyanosis),  the  bladder  (urinary  frequency 


and  incontinence),  and  other  cholinergic 
functions  (increased  sweating,  lacrimation, 
salivation,  miosis,  blurred  vision,  bradycar- 
dia) Atropine  also  can  be  given  to  reverse 
the  central  nervous  system  manifestations 
ranging  from  giddiness,  anxiety,  and  night- 
mares to  confusion,  ataxia,  convulsions, 
coma,  and  depression  of  the  respiratory  and 
even  the  circulatory  centers.  Atropine  dos- 
age should  be  2 mg.  (1/30  grain)  every  five 
minutes  intravenously  until  muscarine  signs 
disappear,  and  again  whenever  they  reap- 
pear. Never  give  atropine  to  a cyanotic  pa- 
tient. Instead  give  oxygen  and  artificial  res- 
piration until  cyanosis  clears,  then  maintain 
atropine  therapy  for  one  or  two  days. 

Give  pralidoxime  chloride  (Protopam)  to 
reverse  the  nicotine-like  effects  on  striated 
muscle  (twitching,  fasciculation,  cramps, 
weakness,  respiratory  symptoms)  and  sym- 
pathetic ganglia  (pallor  and  occasional  ele- 
vation of  blood  pressure) . Protopam  dosage 
should  be  1 gm.  intravenously  and  0.5  gm. 
one-half  hour  later  if  muscle  weakness  has 
not  disappeared. 

Do  not  give  morphine,  theophylline,  or 
aminophylline.  Do  not  give  anticonvulsants, 
since  the  atropine  and  Protopam  will  con- 
trol these  symptoms. 

Because  atropine  requirements  are  tre- 
mendous, there  should  be  little  fear  of  over- 
dosage. The  effects  of  excessive  administra- 
tion of  atropine,  although  uncomfortable  and 
occasionally  temporarily  incapacitating,  are 
not  serious.  Three  most  reliable  signs  of  the 
onset  of  atropinization  are: 

1.  Pupillary  dilatation. 

2.  Decreased  or  absent  salivation. 

3.  Dryness  of  the  skin  and  mucous  mem- 
branes. 

When  parathion  is  applied  as  a dust  it 
can  constitute  a respiratory  hazard  at  a dis- 
tance of  260  ft.  and  vegetation  is  contami- 
nated for  distances  up  to  390  ft. 

It  is  suggested  that  when  parathion  is 
used  as  a spray  on  vegetables  there  should 
be  an  application  interval  of  at  least  21  days 
before  harvesting. 

When  treating  a patient  with  a suspected 
case  of  poisoning  by  an  anticholinesterase, 
the  failure  of  the  appearance  of  signs  of 
atropinization  after  a 2 mg.  (1/30  grain)  dose 
offers  further  presumptive  evidence  of  the 
diagnosis  of  intoxication  by  an  anticholines- 
terase. 

The  pilot  of  an  airplane  faces  an  addition- 
al hazard  due  to  organic  phosphate  poison- 
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ing.  The  pupils  are  usually  narrowed  and 
accommodation  is  impaired,  making  depth 
and  distance  judgment  poor.  This  is  a se- 
vere handicap  when  flying  so  low  that  the 
wheels  are  being  spun  by  the  tops  of  the  cot- 
ton or  when  flying  under  high  lines  or  other 
obstacles,  routine  for  most  duster  pilots. 

Many  aerial  applicators  carry  a vial  of 
atropine  tablets  in  their  shirt  pocket  while 
working  and  if  they  become  nauseated  or 
dizzy  they  take  one  or  more  tablets  and  con- 
tinue flying.  Examiners  should  discourage 
this  practice  as  hazardous.  It  is  a good  prac- 
tice for  pilots  to  carry  atropine  for  emer- 
gency use,  but  they  should  terminate  expo- 
sure immediately  and  seek  medical  advice. 

There  have  been  no  cases  of  poisoning 
among  the  formulators  in  our  area,  in  spite 
of  the  fact  that  they  are  handling  the  con- 
centrates daily.  This  is  the  result  of  strict 
and  constant  supervision  and  adequate  pro- 
tection with  rubber  gloves,  respirators,  im- 
pervious clothing,  and  adequate  showering 
and  decontamination  at  frequent  intervals. 

Most  of  our  cases  of  poisoning  are  the  re- 
sult of  refusal  of  the  individual  to  believe 
what  he  has  been  told  or  to  believe  what  he 
has  read  on  the  label.  A few  have  been  pure- 
ly accidental,  such  as  the  baby  who  crawled 
on  the  floor  after  the  father  had  walked  on 
it  with  parathion  mud  on  his  shoes. 

Since  the  publication  of  Rachel  Carson’s 
controversial  book  “Silent  Spring”  there  has 
been  widespread  interest  and  attention  to 
the  effects  of  agricultural  chemicals  on 
man’s  environment.  Government  agencies  as 
well  as  individuals  and  groups  are  attempt- 
ing to  solve  the  problem. 

Rapid  advancement  is  being  made  in  the 
scientific  field.  Within  the  last  year  an  ap- 
paratus called  a gas  chromatography  and 
electron  capture  detector  for  the  analysis  of 
pesticides  has  been  placed  on  the  market. 
This  machine  is  capable  of  detecting  as  little 
as  one  part  per  billion  of  such  pesticides  as 
parathion.  Pattison’s  Laboratories,  Inc.,  in 


Harlingen  has  purchased  one  of  these  ma- 
chines at  a cost  of  $5,000.  They  are  examin- 
ing carrots  for  traces  of  these  pesticides  for 
some  of  the  larger  producers  and  shippers 
at  the  source.  This  is  being  done  to  protect 
the  consumer  and  because  of  the  greater 
economic  loss  if  the  products  are  found  to 
exceed  the  tolerances  when  examined  by  the 
United  States  Department  of  Agriculture  at 
the  consumer  level.  Harvesting,  packaging, 
and  shipping  costs  frequently  are  much 
greater  than  the  price  paid  to  the  producer. 

These  advancements  in  technology  will  en- 
able us  to  learn  why  there  are  dead  fish  in 
our  canals  and  rivers,  and  why  there  is  loss 
of  birds  and  wildlife. 


Conclusions 

In  conclusion,  I recommend : 

1.  That  all  of  us  attempt  to  secure  a pre- 
exposure serum  cholinesterase  level  on  all 
patients  who  may  in  their  normal  activities 
be  exposed  to  any  of  the  cholinesterase- in- 
hibiting pesticides. 

2.  That  we  should  be  more  vigorous  in 
our  efforts  to  decontaminate  the  exposed  in- 
dividual by  repeated  soap  and  water  washes, 
and  alcohol  washes  (which  are  much  more 
efficacious  than  soap  and  water)  and  by 
any  other  means  which  may  be  found  to  be 
more  effective,  such  as  gasoline  or  Solvesol. 

3.  That  we  must  always  be  suspicious  of 
poisoning  by  one  of  the  cholinesterase  in- 
hibitors when  the  patient  shows  such  signs 
as  pinpoint  pupils,  nausea,  vomiting,  and 
muscular  twitchings  or  coma. 

4.  That  we  be  more  vigorous  in  our  treat- 
ment by  the  use  of  adequate  doses  of  atro- 
pine and  Protopam. 

5.  That  if  the  diagnosis  is  not  certain,  a 
dose  or  two  of  atropine  can  do  no  harm  and 
may  make  the  diagnosis  more  definitive. 

Dr.  Gallaher,  106 V2  South  A St.,  Harlingen. 
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Open  Injuries  of  the  Hand 


ALTHOUGH  THE  treatment  of 
CLINICAL  MEDICINE  haHcl  iojuries  often  requires  me- 

■ ticulous  work  and  warrants  spe- 
cial consideration,  there  is  nothing 
mysterious  about  the  treatment  of  hand  in- 
juries; it  is  just  a matter  of  applying  good 
surgical  principles  to  a highly  specialized 
and  complicated  organ.  There  are  at  least 
two  dangerous  misconceptions  about  treat- 
ment of  open  hand  injuries:  (1)  that  aseptic 
technique  is  unimportant,  and  (2)  that  hand 
injuries  are  worth  only  minor  consideration 
and  can  be  treated  successfully  by  the  un- 
informed. 


Evaluation  of  Injuries 

Before  any  logical  conclusions  can  be 
made  about  the  proper  treatment  of  the 
hand  injury,  consideration  must  be  given 
first  to  what  has  taken  place  prior  to  the 
time  of  examination.  First,  it  is  important 
to  know  the  interval  of  time  between  the  in- 
jury and  the  examination.  If  too  much  time 
has  elapsed,  it  would  be  unwise  to  try  cer- 
tain types  of  reparative  procedures.  Second, 
it  is  important  to  know  the  exact  mechanism 
of  the  injury  so  that  before  the  examination 
is  undertaken,  the  examiner  will  know  what 
type  and  extent  of  trauma  he  should  expect. 
Third,  it  is  important  to  have  some  idea 
about  the  extent  and  also  the  type  of  con- 
tamination of  the  wound.  Fourth,  it  is  nec- 
essary to  know  what  occupation  the  patient 
has  and  specifically  what  he  is  expected  to 
do  with  his  hand.  Where  great  dexterity  is 
required,  one  might  choose  to  do  a complete 
ray  resection  with  reattachment  of  the  in- 
terosseous muscles  to  the  mid-finger  in  a 
hopelessly  injured  index  finger,  whereas  it 
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might  be  better  to  retain  the  breadth  of  the 
hand  for  greater  strength  in  a workman  who 
uses  a hammer  and  saw.  Fifth,  and  of  course 
the  most  important  question  of  all,  is  the 
evaluation  of  the  pathologic  anatomy  of  the 
injury.  It  is  necessary  to  determine  if  there 
has  been  loss  of  skin  which  will  complicate 
skin  closure,  if  the  circulation  of  the  injured 
part  has  been  impaired,  if  the  nerve  supply 
to  the  intrinsic  muscles  or  the  sensory  neiwe 
has  been  damaged,  or  if  the  flexor  and  ex- 
tensor tendons  have  been  lacerated.  The  last 
bit  of  pathologic  anatomy  which  has  to  be 
evaluated  is  the  damage  to  bone  or  joint. 
Information  about  the  function  and  sensa- 
tion of  the  hand  must  be  gotten  prior  to 
anesthetizing  the  hand,  but  a more  detailed 
examination  of  the  injury  should  be  done 
following  a surgical  prep  and  draping.  In 
most  cases  this  examination  would  be  inade- 
quate if  done  without  the  aid  of  a tourniquet. 


General  Principles 

In  general,  the  injured  hand  is  more  apt 
to  have  an  adequate  arterial  supply,  but  be 
deficient  in  venous  return  either  because  of 
injury  to  the  vein  or  by  obstruction  of  the 
venous  return  by  edema.  It  is  for  this  rea- 
son, that  the  paramount  rule  for  hand  in- 
juries should  be  elevation.  Edema  is  one  of 
the  greatest  foes  that  one  must  deal  with 
in  hand  injuries.  Obstructed  venous  return 
causes  anoxia  and  death  of  tissue,  provides 
an  ideal  medium  for  the  growth  of  bacteria, 
causes  extensive  fibrosis  which  in  turn 
causes  excessive  stiffness,  and  in  addition 
causes  increased  pain.  By  elevating  the  hand 
so  that  venous  drainage  is  facilitated,  edema 
will  subside  and  the  hand  will  be  nourished 
better  by  an  increased  capillary  flow.  The 
emergency  room  nurse  should  be  trained  to 
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Principles  of  good  surgery  along  with  a few 
extra  tips  from  the  author  add  up  to  the 
answers  on  how  to  manage  treatment  of  in- 
juries to  this  important  organ. 


remove  all  rings  and  elevate  the  hand  im- 
mediately. After  wound  closure,  the  appli- 
cation of  an  ice  pack  will  help  to  prevent  the 
formation  of  unnecessary  swelling. 

Of  next  importance  is  proper  skin  cover- 
age for  all  open  wounds.  If  the  skin  has 
been  damaged  to  the  extent  that  it  is  no 
longer  viable,  then  it  must  be  excised  and 
replaced  with  a viable  type  of  epithelium. 
Coverage  of  the  wound  helps  to  prevent  in- 
fection and  to  prevent  stiffness  by  decreas- 
ing the  amount  of  fibrosis  which  occurs  when 
a wound  “granulates  in.” 

In  exploring  a wound  of  the  hand  for  the 
purpose  of  debridement  or  repair,  it  is  often 
necessary  to  enlarge  the  wound.  Care  should 
be  taken  in  planning  the  extension  of  this 
wound,  so  as  not  to  cross  any  flexor  crease 
or  to  transverse  an  area  which  is  immedi- 
ately overlying  an  important  structure.  The 
extension  incision  should  be  made  in  a line 
as  closely  parallel  to  the  flexor  creases  as 
possible  or  in  the  midlateral  line  of  the  fin- 
gers. When  a lengthy  extension  must  be 
made  it  should  be  “S”  shaped. 

After  the  definitive  treatment  to  the  hand 
has  been  given,  it  is  necessary  to  put  the 
injured  part  to  rest  for  a given  period  of 
time.  In  most  cases  it  is  important  not  to 
immobilize  any  part  of  the  hand  which  can 
move  freely  without  aggravating  the  injured 
part.  With  few  exceptions  the  position  of 
the  splinting  of  an  injured  hand  or  finger 
is  in  the  anatomical  or  functional  position. 
This  means  that  the  wrist  is  in  mild  exten- 
sion and  ulnar  deviation,  with  the  fingers 
flexed  about  25  degrees  at  the  metacar- 
pophalangeal and  the  interphalangeal  joints. 
It  is  unwise  to  splint  a finger  in  full  exten- 
sion or  to  leave  a wrist  in  very  marked 
flexion  for  a long  period  of  time.  Active  mo- 
tion of  all  uninjured  parts  of  the  hand  should 
begin  as  early  as  pain  will  allow. 


LIVIUS  L.  LANKFORD,  M.D. 


An  open  wound,  whether  it  is  through  the 
full  thickness  of  the  skin  or  simply  an  abra- 
sion, should  be  treated  with  the  greatest  re- 
spect. Strong  solutions  or  antiseptics  should 
not  be  used.  With  a few  exceptions,  any  sub- 
stance which  is  strong  enough  to  kill  bacteria 
is  also  strong  enough  to  kill  tissue.  There- 
fore such  substances  as  iodine,  tincture  of 
merthiolate,  alcohol,  and  hydrogen  peroxide 
should  not  be  used.  A wound  may  be  cleansed 
adequately  with  copious  irrigations  of  sterile 
saline  or  a dilute  solution  of  a detergent  prep 
solution.  An  undiluted  concentration  of  any 
type  of  surgical  prep  should  not  be  used  in 
the  wound. 


Emergency  Room  Technique 

An  open  wound  should  be  covered  with  a 
sterile  dressing  in  the  emergency  room  and 
kept  covered  until  the  final  stages  of  surgi- 
cal prep  in  the  operating  room.  When  the 
initial  examination  is  done  in  the  emergency 
room,  the  examiner  should  wear  a mask.  The 
surgical  prep  should  be  done  with  the  arm 
elevated  and  the  prep  scrub  should  proceed 
from  finger  tips  toward  elbow.  In  most 
cases  local  anesthesia  can  be  used  for  hand 
injuries  unless  the  duration  of  the  operating 
time  is  likely  to  stretch  longer  than  an  hour 
or  two.  Metacarpal  blocks  on  either  side  of 
the  injured  finger,  with  the  metacarpopha- 
langeal joint  flexed  to  90  degrees,  is  pre- 
ferred for  finger  injuries.  The  needle  passes 
just  volar  to  the  transverse  capitallar  liga- 
ment and  goes  into  the  palm  of  the  hand  for 
a distance  of  approximately  one  inch.  Re- 
gional blocks  are  most  satisfactory  for  sur- 
gery distal  to  the  wrist  and  may  be  done 
either  at  the  wrist  or  at  the  elbow.  The  ulti- 
mate cleansing  of  the  wound  should  be  done 
by  the  surgeon  after  the  surgical  prep.  The 


Volume  61,  APRIL,  1965 


341 


HAND  INJURIES — Lankford — continued 


surgical  cleansing  of  the  wound  is  by  de- 
bridement and  irrigation  with  copious  quan- 
tities of  saline.  Great  care  must  be  taken 
that  the  irrigation  is  gentle;  at  no  time 
should  the  saline  be  “pumped”  into  the  tis- 
sues by  too  vigorous  a stream.  The  surgical 
debridement  of  dirty  and  damaged  tissue 
should  be  done  very  delicately  and  judicious- 
ly. Taking  large  “whacks”  of  tissue  with  a 
large  pair  of  scissors  is  not  reasonable.  Only 
the  top  layer  or  grossly  contaminated  tissue 
need  be  removed.  Seldom  is  it  necessary  to 
remove  large  pieces  of  bone.  Intact  arteries 
and  nerves,  of  course,  should  never  be  de- 
brided. 

Use  of  Tourniquet 

In  any  wound  penetrating  deeper  than  the 
subcutaneous  tissue,  proper  evaluation  of 
the  damage  can  best  be  done  with  the  use  of 
the  tourniquet.  Rubber  band  tourniquets  and 
small  catheter  tourniquets  around  the  finger 
are  dangerous  because  they  can  easily  cut 
into  the  nerve  and  artery  if  they  are  too 
tight.  It  is  much  safer  to  use  a tourniquet 
on  the  forearm.  A tourniquet  may  be  used 
with  local  anesthesia  if  the  patient  is  pre- 
medicated 15  minutes  previously  with  a nar- 
cotic and  an  ataraxic  drug  (such  as  Vistaril) . 
The  arm  should  be  elevated  for  ten  minutes 
to  drain  the  extremity  of  its  venous  blood 
and  then  the  tourniquet  elevated  to  250  mm. 
of  mercury  for  adults,  and  200  mm.  for  chil- 
dren. A blood  pressure  cuff  acts  adequately 
as  a tourniquet,  but  before  the  cuff  is  in- 
flated the  outside  of  the  cuff  must  be  wrap- 
ped with  adhesive  tape  to  prevent  it  from 
coming  unwound. 

Objectives 

The  objectives  of  the  surgical  care  in  hand 
injuries  in  the  order  of  their  urgency  are 
as  follows:  (1)  stop  bleeding,  (2)  prevent 
infection,  (3)  provide  skin  coverage,  (4) 
prevent  loss  of  important  structures  and 
length  of  part,  and  (5)  restoration  of  func- 
tion and  sensation. 

Lacerations 

There  are  two  main  types  of  lacerations — 
incised  and  contused.  The  incised  laceration 


is  produced  by  a sharp  object,  such  as  a 
knife,  a glass,  or  a sharp  edge  of  metal, 
which  has  cut  with  a minimum  degree  of 
damage  to  the  surrounding  tissue.  If  the  in- 
cised wound  is  oblique,  it  may  produce  a flap 
with  a narrow  base  or  a complete  avulsion 
of  the  tissue.  The  contused  laceration  is  pro- 
duced by  the  bursting  effect  of  a great  pres- 
sure on  the  tissue.  This  type  of  laceration 
produces  a maximum  amount  of  damage  to 
the  surrounding  tissue.  In  a distally  based 
flap,  the  venous  drainage  has  been  inter- 
fered with  and  the  viability  of  the  proximal 
end  of  the  flap  is  in  question.  If  this  portion 
of  the  flap  does  not  drain  well  and  blanche 
when  the  hand  is  elevated,  it  must  be  as- 
sumed that  this  area  will  not  survive  and 
the  involved  area  will  need  to  have  the  sub- 
cutaneous tissue  removed  from  it  so  that  the 
epithelial  layer  can  act  as  a full  thickness 
graft.  The  remainder  of  the  flap,  that  has  a 
good  venous  drainage,  may  keep  its  sub- 
cutaneous tissue. 


Skin  Coverage 

It  is  mandatory  to  have  skin  coverage  over 
tendons,  bone,  joints  and  neurovascular  bun- 
dles. Skin  may  be  replaced  by  the  following 
methods:  (1)  a free  skin  graft  which  may 
be  either  split  thickness,  full  thickness,  or 
a defatted,  amputated,  or  avulsed  piece  of 
skin;  (2)  rearranging  the  existing  skin  flap; 
(3)  shifting  adjacent  skin,  either  by  rotat- 
ing a flap  or  by  transposing  a flap;  (4)  skin 
flaps  from  one  part  of  the  hand  to  another 
(thenar  flaps  and  cross-finger  flaps)  ; and 
(5)  skin  flaps  from  a distance  (pedicle  flaps 
from  abdomen  or  infraclavicular  area) . 

Split  thickness  skin  grafts  are  the  easiest 
to  apply  and  most  often  are  the  desired  form 
of  skin  coverage  in  the  emergency  case,  but 
cannot  be  used  to  cover  exposed  bone,  joint 
or  tendon.  The  thinner  the  split  thickness 
skin  graft,  the  better  the  take,  but  the  poor- 
er the  function  because  it  does  not  stand  up 
well  to  abuse  and  because  it  has  a high  de- 
gree of  contraction.  The  bed  underneath  the 
split  thickness  skin  graft  must  be  dry  and 
the  bleeders  must  be  twisted  off  rather  than 
ligated.  Flaps  may  be  rotated  on  the  dorsum 
of  the  hand  to  cover  a small  denuded  area, 
but  when  this  is  attempted  on  the  palm  of 
the  hand  a new  denuded  area  is  created  in 
another  place.  This  may  be  desirable,  how- 
ever, when  it  shifts  the  area  of  skin  loss 
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from  an  important  part  of  the  palm  of  the 
hand  to  the  lateral  side  of  the  hand  where 
it  may  be  covered  with  a split  thickness  skin 
graft  without  ill  effects. 

Tip  amputations  on  the  fingers  are  best 
covered  with  palmar  skin  which  may  be  ac- 
complished by  raising  a thenar  flap.  The 
end  of  the  thumb,  however,  will  require  a 
cross  finger  flap  from  the  dorsum  of  the  in- 
dex or  mid  finger.  When  it  is  not  possible 
to  use  skin  with  subcutaneous  tissue,  such 
as  a thenar  flap,  a split  thickness  skin  graft 
or  full  thickness  skin  graft  may  be  elevated 
from  the  volar  aspect  of  the  wrist  or  elbow 
and  sutured  to  the  tip  of  the  finger  with  a 
stent  tied  in  place  to  hold  the  graft  firmly 
and  to  prevent  hematoma  formation.  If  the 
amputated  tip  has  been  brought  in  by  the 
patient  and  it  has  been  unsoiled  and  has  not 
been  crushed  it  may  be  defatted  and  sutured 
to  the  tip  of  the  finger  as  a free  skin  graft. 


Amputations 

Irreversible  loss  of  blood  supply  or  venous 
drainage  is  the  only  consideration  for  man- 
datory primary  amputations.  Under  certain 
circumstances,  however,  it  may  be  desirable 
to  complete  the  amputation  on  a partially 
amputated  finger  or  hand  to  shorten  con- 
valescence or  to  improve  the  functional  abil- 
ity of  the  remaining  part.  One  must  try  to 
determine  if  the  ultimate  function  of  the  in- 
jured part,  after  full  rehabilitation,  will  be 
worthy  of  all  the  efforts  to  save  it.  It  is  not 
proper  to  try  to  save  a part  if  the  ultimate 
function  is  going  to  be  so  poor  as  to  hamper 
the  total  rehabilitation  of  the  hand.  How- 
ever, the  conditions  of  the  surrounding  parts 
may  be  such  as  to  necessitate  the  preserving 
of  even  a very  severely  injured  finger.  It  is 
also  worthwhile  to  save  a finger  if  it  can  be 
useful  later  on  in  the  reconstruction  of  an- 
other injured  part  of  the  hand.  Thumbs, 
however,  should  be  saved  at  any  cost.  Even 
a stiffened  thumb,  without  motion,  is  quite 
useful  to  oppose  the  index  and  long  fingers, 
serving  as  a post.  Anesthetic  thumbs  may 
be  made  sensitive  by  transplanting  a neuro- 
vascular bundle  with  a skin  island  from  an 
adjacent  finger. 

Partial  amputation  through  the  distal  pha- 
lanx will  most  often  survive  if  there  is  at 
least  one  neurovascular  bundle  intact.  If  this 
occurs,  however,  in  the  mid  phalanx  one  is 
apt  to  get  a stiffened  end  of  the  finger,  but 


this  is  still  worth  saving  and  should  be 
preserved.  A partial  amputation,  however, 
through  the  proximal  phalanx  will  most 
often  not  survive  and  at  best  would  remain 
a stiff,  nonsensitive  finger,  with  very  little 
function.  If  the  amputation  is  to  be  com- 
pleted, save  as  much  of  the  viable  skin  flaps 
as  possible  and  rearrange  them  in  any  way 
that  they  can  be  turned  or  twisted  to  obviate 
the  necessity  of  having  to  shorten  the  bone 
to  create  relatively  longer  skin  flaps.  A 
finger  that  is  so  severely  damaged  that  its 
function  cannot  be  saved,  may  be  used  to 
provide  skin  cover  for  an  adjacent  area  of 
skin  loss  by  fileting  the  bone  and  the  tendons 
out  of  the  finger  and  turning  the  remaining 
skin  and  subcutaneous  tissue  as  a flap  over 
the  denuded  area. 


Tendon  Lacerations 

Lacerations  of  extensor  tendons  in  the 
area  of  the  wrist  and  hand  present  no  prob- 
lem and  can  be  sutured  primarily  with  a 
figure-of-8  suture  of  3-0  chromic.  Extensor 
tendon  laceration  in  the  finger  itself,  how- 
ever, has  a greater  tendency  for  adhesion 
formation  and  does  not  tolerate  suture  ma- 
terial as  well.  In  this  area  it  is  necessary 
to  use  a pull-out  type  suture  of  stainless  steel 
wire  or  a through-and-through  mattress  su- 
ture, going  through  skin  and  tendon,  which 
can  be  removed  without  difficulty  three 
weeks  later.  The  finger  should  be  splinted 
at  20  degrees  of  flexion  at  the  interphalan- 
geal  joint,  but  at  180  degrees  of  extension  at 
the  MP  joint. 

Laceration  of  the  flexor  tendon,  however, 
presents  an  entirely  different  picture.  It  is 
exceedingly  difficult  to  get  restoration  of 
function  of  injured  flexor  tendons.  In  cases 
of  incised  lacerations  of  less  than  six  hours’ 
duration,  primary  repair  may  be  accom- 
plished with  a fair  degree  of  satisfaction, 
except  in  the  area  known  as  “no  man’s  land,’’ 
which  extends  from  the  distal  palmar  crease 
to  one-fourth  inch  distal  to  the  flexor  crease 
of  the  proximal  interphalangeal  joint.  There 
is  a similar  “no  man’s  land’’  in  the  thumb. 
Lacerated  tendons  in  this  area  should  be 
treated  by  simple  closure  of  the  skin  and  a 
tendon  graft  at  a later  time.  Only  the  flexor 
digitorum  profundus  tendon  should  be  pri- 
marily repaired  proximal  to  “no  man’s  land” 
in  the  palm  of  the  hand  when  there  have 
been  multiple  tendon  lacerations.  If,  how- 
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ever,  one  sublimis  and  one  profundus  tendon 
have  been  severed,  they  both  may  be  repaired 
if  the  distal  stub  of  the  sublimis  tendon  is 
shortened  in  order  to  stagger  the  suture  line. 
All  flexor  tendons  may  be  sutured  proximal 
to  the  wrist  if  the  suture  lines  are  staggered. 
Tendon-to-tendon  suture  may  best  be  accom- 
plished by  the  Bunnell  criss-cross  suture. 
Tendon-to-bone  suture,  however,  requires  a 
Bunnell  pull-out  technique  with  the  end  of 
the  suture  tied  over  a button.  This  entire 
suture  is  later  pulled  out  by  proximal  ten- 
sion on  the  “pull-out  wire.” 

Nerve  Lacerations 

Nerve  lacerations  in  the  fingers  and  hand 
should  be  repaired  primarily  if  at  all  possi- 
ble. If  the  nerve  is  frayed  and  it  is  not  pos- 
sible to  get  a good  apposition  at  the  time,  a 
loose  apposition  should  be  accomplished  with 
marker  sutures  of  fine  wire,  and  after  pri- 
mary healing  of  the  wound  has  occurred  a 
resuture  of  the  nerve  can  be  performed. 
Every  effort  should  be  made  to  resuture 
digital  nerves,  as  this  provides  one  of  the 
most  important  functions  of  the  hand.  Nerve 
sutures  should  precede  tendon  grafting. 

Foreign  Bodies 

Small  buried  foreign  bodies  w’hich  are 
fairly  superficial  and  easy  to  retrieve  by  ex- 
ploration under  tourniquet  should  be  re- 
moved initially.  It  is  also  important  to  re- 
move foreign  bodies  when  they  lie  near  tis- 
sues of  great  mobility,  such  as  a joint  or  a 
tendon. 


Burns 

The  three  main  accomplishments  which 
are  hoped  for  in  the  treatment  of  burns  are 
(1)  resurfacing  and  removal  of  nonviable 
tissue  as  rapidly  as  possible,  (2)  prevention 
of  infection,  and  (3)  prevention  of  deformi- 
ties and  restoration  of  function.  Thermal 
burns  have  wide  superficial  damage  and 
only  occasional  deep  tissue  damage.  Electri- 
cal burns,  however,  have  only  small  areas 
of  superficial  damage  compared  to  the  ex- 
tensive deep  damage.  Skin  graft  should  be 


done  as  soon  as  possible  to  determine  the 
area  which  is  nonviable. 

The  author  has  solved  a problem  of  provid- 
ing individual  finger  motion  in  the  burned 
hand  dressing  by  impregnating  a soft  stretch- 
able cotton  glove  with  Furacin  ointment  and 
inserting  the  whole  hand  into  the  glove.  To 
prevent  the  Furacin  from  soiling  clothes  and 
bed  linens  a loose  cotton  work  glove  is  then 
applied  over  the  impregnated  glove.  This  acts 
as  a light  compression  dressing  and  allows 
individual  finger  motion,  while  it  is  also 
helping  to  maintain  a bacteria-free  atmos- 
phere. 


Special  Injuries 

“De-gloving”  injuries  of  the  fingers  and 
thumbs  in  which  the  skin,  subcutaneous  tis- 
sue, nerves,  and  vessels  have  been  stripped 
from  the  intact  bone,  tendons  and  ligaments 
are  uncommon.  When  this  occurs  in  a finger, 
amputation  is  the  recommended  procedure. 
This,  however,  is  not  true  in  the  case  of  the 
“de-gloved”  thumb.  Part  of  the  function  of 
the  thumb  may  be  preserved  by  covering  the 
de-gloved  thumb  with  a tubed  pedicle  flap 
and  later  transplanting  a neurovascular- 
skin  island  to  the  tip  end  of  the  newly  cre- 
ated thumb. 

Full  extent  of  damage  in  roller  and  crush 
injuries  to  the  hand  is  difficult  to  estimate 
on  the  initial  examination.  If  there  is  doubt 
as  to  the  viability  of  these  large  areas  of 
damaged  tissue,  it  is  better  to  elevate  the 
hand  and  wait  until  a definite  indication  for 
excision  of  avascular  tissue  is  demonstrated. 
It  is  often  necessary,  however,  to  decom- 
press the  carpal  tunnel  initially  to  prevent 
damage  to  the  median  nerve. 


Conclusion 

In  the  treatment  of  all  hand  injuries,  there 
are  a few  general  principles : 

1.  Elevate  the  hand. 

2.  Treat  the  tissue  gently. 

3.  Adhere  rigidly  to  aseptic  technique. 

4.  Splint  in  the  functional  position  to  pre- 
vent deformities. 

5.  Begin  motion  as  soon  as  the  reparative 
process  will  allow. 

^ Dr.  Lankford,  4105  Live  Oak  Street,  P.  0.  Box  28, 
Dallas  21. 
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Cardiac  Arrest 
In  Ophthalmic  Surgery 

R.  G.  BRUCE,  M.D. 


Cardiac  arrest  can  be  important  even  to  phy- 
sicians in  the  surgical  specialties  such  as 
ophthalmology.  The  author  illustrates  un- 
expected cardiac  arrest  in  two  cases  and 
outlines  theories  on  why  such  arrest  may 
occur. 

[-  DEATH  IS  defined  by  one  diction- 

cLiNicAL  MEDICINE  ciry  3.3  **the  total  and  permanent 

■ cessation  of  all  vital  functions.” 

Cessation  of  the  heartbeat,  or  car- 
diac arrest,  is  always  part  of  death.  All 
large  hospitals  have  a plurality  of  such  cases 
per  year,  some  of  which  terminate  in  death ; 
others  are  reversed  by  proper  treatment.  In 
cardiac  arrest,  the  heart  does  not  beat  and 
the  blood  pressure  falls  rapidly.  This  pro- 
duces anoxemia  quickly,  even  if  respiration 
has  not  stopped.  After  two  or  three  minutes 
in  asystole,  the  heart  becomes  unresponsive 
to  its  own  pacemaker,  even  if  it  is  function- 
ing. For  patients  to  survive  cardiac  arrest, 
there  must  be  prompt,  effective  treatment  in 
three  to  five  minutes. 

Four  minutes  has  been  estimated  as  the 
longest  period  of  cardiac  arrest  from  which 
a person  may  recover  without  brain  damage, 
even  with  the  best  treatment.  Anoxemia  is 
the  means  of  damage  both  to  the  nerve  cells 
and  the  vascular  endothelium  of  the  brain. 
Fluid  easily  passes  through  the  injured  en- 
dothelium into  the  vascular  space.  Carbon 
dioxide  accumulates  causing  vasodilation. 
After  filling  the  arachnoid  spaces,  the  swol- 
len temporal  lobe  and  brain  stem  herniate 
through  the  tentorial  opening,  blocking  spi- 
nal fluid  circulation  in  unrelieved  cases.  Non- 
fatal  cases  may  leave  the  patient  blind  or 
demented. 

Cardiac  arrests  occur  much  more  fre- 
quently in  thoracic  and  general  surgery. 
Many  ophthalmic  surgeons  never  see  an  ar- 
rest, and  perhaps  assume  it  does  not  occur 
in  eye  surgery. 


Case  Reports 

Case  1. — A 60-year-old  white  woman  had  two 
successful  round  pupil  cataract  extractions  under 
local  anesthesia  about  18  months  prior  to  develop- 
ing a retinal  detachment  in  the  upper  right  tem- 
poral quadrant. 

She  appeared  in  good  condition  and  was  moder- 
ately obese  and  moderately  hypertensive.  The  heart 
revealed  no  arrhythmia  or  murmur,  and  blood  pres- 
sure was  150/95  mm.  of  mercury.  Laboratory  test 
results  were  essentially  within  normal  limits. 

The  uneventful  operation  was  performed  under 
general  anesthesia  of  Pentothal  induction,  intuba- 
tion, and  Fluothane  with  oxygen.  It  lasted  1 hr.,  45 
min.  As  the  conjunctiva  was  being  closed,  the  pa- 
tient began  to  move  and  the  nurse  anesthetist  gave 
an  additional  amount  of  Fluothane.  She  shortly  re- 
ported no  heartbeat  and  no  pulse.  Immediately,  ex- 
ternal cardiac  massage  was  begun  and  the  nurse 
anesthetist  kept  up  passive  respiration  by  compress- 
ing the  rubber  bag  on  the  machine  with  oxygen  in 
it.  One  and  one-half  minutes  later,  a medical  anes- 
thesiologist arrived,  initiated  external  massage,  and 
revived  the  patient. 

She  had  intensive  care  for  the  next  six  days.  Sev- 
eral consultants  were  called  in,  and  vigorous  treat- 
ment, including  tracheostomy,  was  administered. 
However,  she  never  regained  consciousness. 

Autopsy  findings  included  (1)  recent  surgery  in 
the  right  eye,  (2)  moderate  arteriosclerosis  and 
cardiac  hypertrophy,  (3)  moderate  nephroarterio- 
sclerosis,  (4)  bilateral,  anterior  fractures  of  the  sec- 
ond through  tenth  ribs,  and  (5)  fat  embolism  in 
lungs,  kidney,  and  brain. 

Case  2. — A frail,  white  83-year-old  woman  had 
bilateral  cataracts.  She  had  been  under  treatment 
for  atrial  fibrillation  for  40  years,  but  the  condi- 
tion was  well  controlled.  The  patient  was  advised 
that  surgery  would  be  extremely  dangerous.  She 
insisted  upon  an  operation  because  she  was  tired 
of  being  unable  to  read,  and  preferred  to  accept 
the  risk  of  surgery. 

She  was  given  25  mg.  of  demerol  hydrochloride, 
.75  gr.  Nembutal,  and  25  mg.  of  Dramamine  about 
two  hours  before  surgery.  At  the  operating  table 
she  was  excited  and  restless,  and  was  given  25  mg. 
of  Dermerol  HCl  intravenously.  The  preparation  was 
done  and  2 percent  Xylocaine  hydrochloride  (about 
1%  cc.)  was  injected  into  the  retrobulbar  area. 
Shortly  afterward,  her  heart  stopped  beating  and 
respiration  soon  stopped.  I began  external  cardiac 
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massage  with  my  right  hand,  and  held  her  tongue 
out  with  my  left  hand  while  administering  mouth- 
to-mouth  breath  resuscitation.  Her  heart  began 
beating  about  one  or  two  minutes  later.  Resuscita- 
tion measures  were  continued  until  oxygen  could  be 
started. 

A cardiac  specialist  arrived  promptly.  He  con- 
nected the  cardiac  monitor  machine  and  after  ex- 
amination, advised  switching  to  general  anesthesia 
and  completing  the  operation.  This  was  done. 

The  patient  was  able  to  finish  reading  “Gone  with 
the  Wind”  five  months  postoperatively. 


Discussion 

The  etiology  of  surgical  cardiac  arrest 
may  be  considered  under  two  main  groups 
of  predisposing  and  precipitating  causes. 
First,  cardiac  and  pulmonary  diseases  pre- 
dispose to  cardiac  arrest.  The  second  group 
may  be  considered  in  subdivisions : 

A.  Anesthesia 

1.  Overdose  or  effect  of  agent 

2.  Technical  error 

B.  Arrest  due  to  surgery 

1.  Blood  loss 

2.  Prolonged  stress 

3.  Reflex 

In  Case  1,  there  was  not  enough  preexist- 
ing disease  to  be  a factor  in  cardiac  arrest. 

The  complication  of  fractured  ribs  was 
not  intended.  However,  it  appeared  that  a 
severe  stimulus  or  thoracotomy  was  needed. 
Certainly,  the  forceful  compression  was  what 
started  the  heart  beating.  Later  the  cardiac 
electrical  stimulator  was  used.  It  was  be- 
lieved that  brain  damage  was  the  cause  of 
coma.  The  extensive  fat  embolism  in  the 
brain  was  considered  the  cause  of  coma  and 
death.  Theoretically,  reflex  from  the  con- 
junctiva might  be  mentioned  but  probably 
was  of  no  real  importance  in  this  case.  Like- 
wise there  had  been  no  surgical  stress  nor 
blood  loss  of  importance. 

In  Case  2,  the  cardiac  disease  (fibrillation 
for  40  years)  was  a definite  predisposing 
factor.  The  occurrence  of  cardiac  arrest  soon 
after  the  injection  of  Xylocaine  suggests  a 
possible  relationship.  After  the  needle  was 
inserted,  aspiration  was  attempted  before 
injection  to  be  sure  the  Xylocaine  was  not 
injected  intravenously.  Less  than  one-half 
ounce  of  2 percent  Xylocaine  HCl  was  used 
for  all  the  lid  injection  and  retrobulbar  in- 
jection— about  one-half  the  usual  amount. 


Likewise,  the  medication  was  reduced  to  one- 
half  the  usual  amount  or  less,  because  of 
the  patient’s  age. 


Fat  Embolism 

Pulmonary  fat  embolism  after  fractures, 
especially  of  large  bones,  is  not  uncommon, 
but  I’arely  causes  symptoms  or  changes  in 
the  lungs. 

Systemic  or  cerebral  embolism  varies 
greatly.  In  the  classic  syndi'ome,  coma  de- 
velops with  respiratory  distress,  pyrexia, 
loss  of  reflexes,  petechial  rash,  and  death  a 
few  days  after  injury.  This  was  the  picture 
in  Case  1. 

The  mechanism  of  pulmonary  fat  embol- 
ism from  a fracture  site  is  well  understood. 
Extensive  cerebral  fat  embolism  without  a 
patent  foramen  ovale  is  not  so  definite. 

Scuderi,  in  discussion  of  an  article  in 
1963’^  stated  that  2.5  cc.  of  fat  per  kg.  of 
body  weight  injected  intravenously  is  re- 
quired to  kill  an  animal.  By  comparison,  all 
the  fat  from  a man’s  femur  injected  intra- 
venously would  not  be  fatal.  He  observed 
that  the  medullary  fat  is  a triolein  which 
splits  into  three  oleic  acid  particles.  Further- 
more, the  oleic  acid  is  about  three  times  as 
toxic  as  the  triolein. 

Cale  and  associates,  in  1959^’’  contended 
that  a small  amount  of  fat  emboli  liberated 
from  a fracture  site  stimulates  excess  pro- 
duction of  blood  lipase.  This  excess  lipase 
not  only  hydrolyzes  the  liberated  fat  from 
the  fracture  site  but  also  attacks  depots  of 
body  fat  which  may  then  be  canned  to  the 
lungs  and  brain.  This  is  suggested  as  the 
possible  mechanism  of  fatal  cerebral  fat  em- 
bolism in  cases  not  having  communication 
between  the  pulmonary  and  systemic  blood 
systems. 


Conclusions 

Eye  surgeons  must  be  prepared  to  deal 
with  cardiac  arrest  just  as  the  general  and 
thoracic  surgeon  should  be. 

Cardiac  arrest  occurs  with  both  local  and 
general  anesthesia  in  ophthalmic  surgery. 

Fat  cerebral  embolism  may  kill  the  patient 
when  the  ribs  are  fractured,  even  though  the 
heart  and  respiratory  functions  are  retuimed 
to  normal.  Probably  a chemical  factor  is  in- 
volved in  this  process. 
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Pfizer  Tetracycline  Patent 
Valid,  Court  Holds 

A Federal  District  Court  in  Miami,  Fla.,  has  ruled  that  the 
patent  on  tetracycline  owned  by  Chas.  Pfizer  & Co.,  Inc.,  is  valid 
and  fully  enforceable. 

In  the  first  court  case  to  reach  trial  involving  the  validity  of 
Pfizer’s  tetracycline  patent,  the  judge  ruled  that  Pfizer  is  entitled 
to  obtain  a permanent  injunction  against  Barry-Martin  Pharmaceu- 
ticals, Inc.,  a Miami  drug  distributor  of  generic  tetracycline,  pro- 
hibiting further  infringement  of  the  Pfizer  patent,  and  to  recover 
all  its  damages  from  the  infringement. 

Tetracycline,  a broad  spectrum  antibiotic  for  use  in  treating  a 
wide  range  of  infections  and  parasitic  diseases,  was  discovered  in 
1952  by  Dr.  Lloyd  H.  Conover  of  the  Pfizer  Research  Division. 
Tetracycline  is  marketed  by  Pfizer  Laboratories  under  the  trade 
name  Tetracyn. 

Barry-Martin  had  purchased  capsules  and  syrup  containing 
tetracycline  from  Continental  Vitamin  Corporation,  a subsidiary  of 
Zenith  Laboratories,  Inc.,  both  of  New  Jersey.  Pfizer  has  suits  pend- 
ing against  both  Continental  Vitamin  and  Zenith  Laboratories  for 
patent  infringement  in  the  Federal  District  Court  in  Newark,  N.  J. 
The  Continental  Vitamin  Corporation  imported  the  tetracycline 
products  from  Italy.  The  Italian  products  came  into  manufacture 
long  after  the  Pfizer  patent,  according  to  the  findings  of  the  Court. 
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Clinicopathologic  Conference 


The  patient  had  a pulmonary  lesion  and 
complained  of  shortness  of  breath  and  a 
nonproductive  cough.  Possibly  bearing  on 
the  diagnosis  of  her  illness  was  the  fact  that 
she  came  from  El  Reno,  Okla. 


Protocol 


History. — On  Oct.  2,  1962,  a 69- 
year-old  white  woman  was  referred 

■ to  the  Clinic  for  evaluation  of  a 
painless  thoracic  tumor.  The  serial 
roentgenograms  which  she  brought  with  her 
showed  a slowly  progressing  lesion  in  the 
right  side  of  her  chest  and  that  the  left  side 
had  recently  become  involved.  A nonproduc- 
tive cough,  not  associated  with  asthma  or 
wheezing,  had  persisted  for  18  months. 
Shortness  of  breath  was  noticed  upon  stoop- 
ing or  upon  walking  more  than  100  feet. 

The  patient’s  appetite  had  been  dimin- 
ished for  about  two  years,  but  she  had  not  ex- 
perienced abdominal  pain,  vomiting,  nausea. 


This  is  the  first  in  a series  of  six  clinicopatho- 
logic conferences  from  Scott  and  White  Clinic,  Tem- 
ple, which  will  appear  every  other  month  in  Texas 
Medicine. 

Serving  as  guest  editor  is  Dr.  Thomas  R.  Sun- 
bury  of  the  Department  of  Surgical  Pathology  and 
Pathologic  Anatomy.  Participating  in  this  confer- 
ence are  Dr.  Arno  W.  Sommer,  Department  of  Ra- 
diology and  Radioactive  Isotopes;  Dr.  John  J.  Chris- 
tian, Department  of  Internal  Medicine,  Section  on 
Medical  Diseases  of  the  Chest;  Dr.  Robert  J.  Cara- 
basi.  Department  of  Internal  Medicine,  Section  on 
Medical  Diseases  of  the  Chest;  Robert  L.  Palmer, 
Department  of  Internal  Medicine,  Section  on  Hema- 
tology and  Chemotherapy;  and  Dr.  W.  Cone  John- 
son, Department  of  Clinical  Research  and  the  Sec- 
tion on  Medical  Diseases  of  the  Chest. 


or  jaundice.  Her  “dark”  stools  were  attrib- 
uted to  a medication  containing  iron.  Geni- 
tourinary findings  had  been  normal  except 
for  a severe  bladder  infection  which  had 
responded  to  treatment  about  one  year  pre- 
viously. Soreness  and  tenderness  over  an 
area  of  the  right  tibia  had  not  been  relieved 
by  large  doses  of  penicillin  or  Declomycin. 

The  patient  stated  that  she  drank  only 
one  cup  of  coffee  daily  and  did  not  use  to- 
bacco or  alcohol.  Formerly  she  had  lived  on 
a farm,  but  had  been  in  an  urban  community 
for  the  past  year. 

The  patient’s  mother  died  of  a “heart  con- 
dition,” and  her  father  died  as  a result  of 
trauma.  One  brother  died  of  a heart  attack. 
Five  other  siblings  were  living  and  well. 

Physical  Examination. — The  patient  was 
a slender,  very  nervous  woman.  Her  tem- 
perature was  100.6  F.,  pulse  110  per  minute, 
respirations  20  per  minute,  and  blood  pres- 
sure 118/80  mm.  of  mercury.  Her  head  and 
neck  appeared  normal  except  for  palpable 
lymph  nodes,  one  above  the  left  clavicle  and 
another  small  node  at  the  base  of  her  neck. 
Her  lungs  were  clear  with  a slightly  in- 
creased pitch  to  the  breath  sounds  which 
were  somewhat  diminished  in  intensity  but 
were  without  rales  or  wheezes.  The  examin- 
ing physician  stated:  “She  is  moving  air  in 
and  out,  suggesting  that  the  infiltrate  seen 
on  the  presenting  x-rays  is  parabronchial 
rather  than  interstitial.”  The  heart  tones 
were  normal  with  a regular  rhythm.  The 
peripheral  pulses  were  full  and  equal.  The 
abdomen  was  soft,  nontender,  and  without 
palpable  organs  or  masses.  Although  descen- 
sus uteri  was  noted,  the  cervix  appeared 
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normal.  Examination  of  the  rectum  did  not 
show  abnormal  changes.  Neurologic  find- 
ings were  within  the  normal  range.  The 
extremities  appeared  normal  except  for  some 
swelling  and  tenderness  with  increased  tem- 
perature over  the  middle  of  the  right  tibia. 

Clinical  Investigation. — The  patient’s  he- 
moglobin was  10  mg.  per  100  ml.  The  eryth- 
rocyte count  was  3,870,000  per  cu.  mm.  The 
leukocyte  count  was  6,800  with  a differential 
showing  67  percent  neutrophils,  8 percent 
lymphocytes,  8 percent  monocytes,  and  7 
percent  eosinophils.  The  sedimentation  rate 
was  31  mm.  per  hour  (Westergren) . The 
results  of  serology  and  of  skin  tests  with 
blastomycin,  histoplasmin,  Mantoux,  and 
coccidioidin  were  negative.  The  electrocar- 
diogram showed  a sinus  rhythm  with  occa- 
sional premature  ventricular  contractions 
and  a left  bundle  branch  block. 

The  left  supraclavicular  lymph  node  and 
tissue  from  the  lytic  lesion  in  the  right  tibia 
were  removed  for  microscopic  examination. 

Radiologic  Findings 

DR.  ARNO  W.  SOMMER:  The  initial 
roentgenogram  of  the  chest  (Fig.  1),  made 
on  Oct.  3,  1962,  shows  slight  cardiac  enlarge- 
ment with  a cardiothoracic  ratio  of  55  per- 
cent. The  obliteration  of  the  right  costo- 
phrenic  angle  probably  is  due  to  a small 
amount  of  fluid  in  the  pleural  space.  Gran- 
ular fibrosis  is  extensive  in  the  right  mid 
and  lower  lung  fields  and  in  the  left  mid 
lung  field.  The  hilar  shadows  are  normal. 


Roentgenographically,  the  chest  appears  es- 
sentially the  same  as  it  did  on  the  films 
which  the  patient  brought  with  her  for  com- 
parative studies.  Except  for  an  increase  in 
the  amount  of  free  fluid  in  the  right  side  of 
the  chest,  roentgenograms  made  on  Nov.  8, 
1962,  and  subsequent  roentgenograms  made 
at  intervals  of  two  to  three  weeks  until  Jan. 
11,  1963,  did  not  reveal  significant  changes. 


Fig.  1.  Roentgenogram  (posteroanterior  view)  of  the  chest 
on  admission. 
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CPC — continued 


Because  so  many  conditions  can  produce 
granular  fibrosis,  it  is  impossible  to  make  a 
roentgenographic  diagnosis. 

The  first  roentgenogram  of  the  right  tibia 
and  fibula  (left,  Fig.  2)  shows  a localized 
cystlike  area  of  osseous  destruction  (2  by  4 
cm.  in  size)  in  the  mid  tibia  with  slight  peri- 
osteal elevation  in  this  region.  The  defect 
is  well  demarcated  without  sclerotic  bone 
adjacent  to  the  area  of  destruction.  The  soft 
tissue  does  not  show  changes.  The  appear- 
ance of  the  tibial  lesion  is  consistent  with 
the  pathologic  manifestations  of  a low  grade 
infection,  but  a primary  malignant  or  met- 
astatic tumor  cannot  be  ruled  out.  The  sec- 
ond film  of  the  right  tibia  (right.  Fig.  2), 
dated  Nov.  8,  1962,  shows  better  demarca- 
tion of  the  lesion  and  the  biopsy  defect;  but, 
otherwise,  the  radiographic  appearance  of 
the  tibia  remains  unchanged  on  films  taken 
at  intervals  until  Nov.  11,  1963. 


Fig.  2.  Roentgenogram  (lateral  view)  of  the  tibia  showing 
(left)  appearance  of  lytic  lesion  on  admission,  (right)  bi- 
opsied  lesion  one  month  after  therapy. 


DR.  THOMAS  R.  SUNBURY:  On  the 
roentgenogram  of  the  chest,  do  you  detect 
any  involvement  of  the  mediastinal  lymph 
nodes? 

DR.  SOMMER:  No,  I don’t  see  any  real 
evidence  of  enlargement  of  the  mediastinal 
nodes.  The  nodular  and  granular  fibrosis  is 
“heaviest”  adjacent  to  the  hilar  shadows, 
causing  the  shadows  to  look  somewhat  large, 
but  definite  masses  cannot  be  identified. 

QUESTION:  The  roentgenograms  that 
the  patient  brought  with  her,  were  they 
similar  to  our  films,  showing  both  sides  of 
the  chest  to  be  involved,  or  did  they  show 
only  one  side? 

DR.  SOMMER : The  films  of  the  chest 
made  elsewhere  shortly  before  admission 
were  almost  identical  with  our  first  films. 


Clinical  Discussion 

DR.  JOHN  J.  CHRISTIAN:  From  the 
protocol,  we  have  learned,  primarily,  that 
the  patient  has  a pulmonary  lesion  and  that 
she  has  complained  of  shortness  of  breath 
and  of  a nonproductive  cough.  In  the  review 
of  systems  and  the  physical  examination, 
the  following  additional  points  are  consid- 
ered significant: 

1.  Her  appetite  had  been  poor  for  two 
years.  This  distaste  for  food  apparently  an- 
tedates any  of  her  present  complaints,  but 
she  does  not  have  other  gastrointestinal 
symptoms. 

2.  Since  taking  an  iron  preparation,  she 
has  noticed  “dark”  stools.  From  the  fact 
that  she  was  receiving  this  form  of  therapy, 
we  assume  that  an  anemia  had  developed. 
Now,  these  questions  arise:  Were  the  feces 
“dark”  from  the  iron  medication?  Was  this 
a “true”  melena?  Was  a possibility  of  me- 
lena  hidden  by  the  intake  of  iron? 

3.  The  patient  had  not  been  jaundiced. 

4.  One  year  previously,  a severe  bladder 
infection  had  responded  to  treatment. 

5.  An  area  of  soreness  and  tenderness 
of  the  right  tibia  had  failed  to  respond  to 
large  doses  of  penicillin  and  Declomycin.  We 
must  assume  that  the  tibia  either  was  not 
infected  or  that  the  infection  was  not  re- 
sponsive to  antibiotic  therapy.  Could  some 
type  of  bone  tumor  be  present? 

6.  At  the  time  of  physical  examination, 
the  woman  apparently  had  fever,  tempera- 
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ture  100.6  F. ; but  nothing  in  the  case  his- 
tory indicated  previous  fever.  Therefore,  we 
do  not  know  how  long  she  might  have  had  a 
febrile  illness. 

7.  A left  supraclavicular  lymph  node 
and  another  very  small  node  at  the  base  of 
the  neck  were  palpable.  With  respect  to  the 
palpable  lymph  nodes,  we  must  consider  a 
malignant  lesion  and  metastasis,  some  in- 
flammatory process  such  as  fungus  or  tu- 
berculosis, or  a lymphoma— to  mention  a 
few  diagnostic  possibilities. 

8.  The  tenderness  and  increased  tem- 
perature over  an  area  of  the  right  tibia 
would  suggest  an  inflammatory  process. 
One  of  the  characteristics  of  Paget’s  disease 
is  increased  temperature,  apparently  from 
the  increased  vascularity  of  the  process. 
Sarcoidosis,  evidently,  was  not  considered  as 
a diagnostic  possibility  by  the  examiner  be- 
cause roentgenograms  of  the  hands,  to  de- 
tect typical  phalangeal  lesions,  were  not 
mentioned. 

During  the  clinical  investigation,  the  su- 
praclavicular lymph  node  and  the  tibial  le- 
sion were  biopsied.  I believe  that  the  micro- 
scopic study  of  these  specimens  will  reveal 
this  patient’s  diagnosis. 

From  the  hematologic  standpoint,  can  the 
mild  anemia  be  attributed  to  the  nutritional 
element,  in  that  she  had  been  anorexic  for 
about  two  years;  to  a poor  appetite  second- 
ary to  some  infectious  process;  or  to  a sys- 
temic disease  causing  destruction  or  lack  of 
production  of  blood?  The  differential  count 
was  not  very  helpful  in  answering  this  com- 
plicated question. 

Apparently,  the  patient  did  not  have  asth- 
matic symptoms  or  secretions.  Her  cough 
was  described  as  nonproductive,  and  she  was 
without  evidence  of  bronchial  spasm  such  as 
wheezing  or  that  type  of  rale. 

The  fibrotic  process  in  her  lungs  or  her 
mild  to  moderate  anemia,  or  a combina- 
tion of  both  of  these  conditions,  could  pro- 
duce her  dyspnea.  Certainly,  evidence  of 
mechanical  impairment  of  the  chest,  large 
tumors,  pleural  effusions,  and  other  obstruc- 
tive lesions  is  not  presented. 

Summary . — When  the  patient’s  history 
and  physical  findings  of  a nonproductive 
cough  for  18  months,  dyspnea  which  gradu- 
ally has  become  more  severe,  fever  (100.6 
F.),  palpable  lymph  nodes,  and  osseous  man- 
ifestations are  coordinated  with  the  roent- 


genographic  and  clinical  evidence  of  granu- 
lar and  nodular  fibrosis,  bone  tumor  with 
bone  destruction  or  a process  of  bone  de- 
struction, anemia,  and  negative  results  to 
skin  tests,  a tentative  diagnosis  of  sarcoido- 
sis with  pulmonary  and  osseoiis  involvement 
shotdd  be  considered. 

QUESTION ; Was  the  patient’s  weight 
loss  recorded? 

DR.  ROBERT  J.  CARABASI : She  had 
a weight  loss  of  40  lbs.  in  one  year.  Through 
the  years,  her  average  weight  had  been  150 
to  155  lbs. ; but,  when  she  came  here,  her 
weight  was  121  lbs.  She  had  weighed  only 
113  lbs.,  but  had  regained  about  8 lbs.  two 
weeks  before  she  was  observed. 

QUESTION : Did  she  use  Vicks  Vaporub 
or  Mentholatum? 

DR.  CARABASI:  The  clinical  record 
states  that  she  rarely  used  Vicks  or  Men- 
tholatum. 

DR.  W.  CONE  JOHNSON:  Were  pul- 
monary function  studies  performed? 

DR.  CARABASI : Spirometry  showed  a 
vital  capacity  of  2.49  liters,  which  was  84 
percent  of  predicted.  Of  the  vital  capacity, 
66  and  83  percent,  respectively,  were  ex- 
haled in  one  and  three  seconds.  The  maxi- 
mum breathing  capacity  was  59  liters  per 
minute,  representing  64  percent  of  predicted. 
After  an  aerosol  bronchodilating  agent  was 
administered,  the  maximum  breathing  ca- 
pacity rose  to  72  liters  per  minute.  The 
timed  capacities  improved  but  did  not  reach 
the  normal  of  75  and  95  percent,  respective- 
ly, in  one  and  three  seconds. 

DR.  JOHNSON:  In  this  patient,  we 
should  not  expect  the  slightly  reduced  dis- 
placeable volume  and  mild  obstructive  de- 
fect to  cause  disabling  dyspnea  as  long  as 
the  patient  is  vigorous  enough  to  move  her 
lung  well.  In  such  cases,  however,  if  ex- 
ercise tolerance  is  limited,  abnormal  gas  dif- 
fusion should  be  suspected  and  appropriate 
tests  performed.  Our  patient’s  laboratory- 
proved  abnormalities  do  not  speak  for  or 
against  any  one  particular  diagnosis  al- 
though sarcoidosis  is  not  associated  with  ob- 
structive defects  as  often  as  early  reports 
suggested.  The  data  do  suggest  space-occu- 
pying lesions  as  well  as  involvement  of  the 
peripheral  airway. 
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Fig.  3.  Photomicrograph.  Cervical  lymph  node  showing 
noncaseous  granulomata.  (xlOO) 


Pathologic  Findings 

DR.  SUNBURY : For  the  case  being  dis- 
cussed, two  biopsy  specimens  were  available 
for  microscopic  study. 

A low  power  view  of  a cervical  lymph 
node  (Fig.  3)  shows  multiple  noncaseous 
granulomas  which  are  disrupting  the  nor- 
mal architecture  and  replacing  the  node.  A 
high  power  view  (Fig.  4)  shows  one  of  the 
giant  cells  which  contains  an  asteroid  body. 
Some  investigators  consider  this  finding 
pathognomonic  of  Boeck’s  sarcoid. 

Although  it  has  a markedly  different  ap- 
pearance, the  bone  lesion  (Fig.  5a)  also  is 
granulomatous.  Except  for  the  macrophages 
and  scattered  giant  cells,  very  little  inflam- 
matory reaction  is  present.  Fig.  5b  shows 
inclusions  within  the  giant  cells.  These  are 
organisms  producing  cryptococcosis.  The 
presence  of  Cryptococcus  neoformans  was 
confirmed  on  culture.  A high  power  view 
of  the  tissue  treated  with  periodic  acid, 
Schiff’s  stain  (Fig.  5c),  shows  PAS-posi- 
tive  organisms  scattered  rather  diffusely 
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Fig.  4.  Photomicrograph.  Cervical  lymph  node  showing 
giant  cell  containing  an  asteroid  body,  (x  450) 


through  the  tissue,  many  being  within  macro- 
phages. 

The  remaining  portion  of  the  discussion 
will,  for  the  most  part,  be  confined  to  cryp- 
tococcosis because  sarcoidosis  has  been  con- 
sidered on  several  occasions.  Some  innova- 
tions in  the  treatment  of  cryptococcosis  have 
been  developed  during  recent  years. 

The  most  exhaustive  study,  from  a patho- 
logic point  of  view,  was  done  by  Baker  and 
Haugen  at  Duke  University.^  In  their  study 
of  tissue  changes  in  26  cases  of  ciyptococ- 
cosis,  they  differentiated  two  main  types  of 
lesions,  gelatinous  and  granulomatous.  Bone 
was  involved  in  only  one  of  their  cases.  The 
duration  of  the  disease  could  be  correlated 
with  the  tissue  changes.  The  early  lesions 
were  gelatinous  and  the  older  lesions  were 
granulomatous.  The  gelatinous  lesions  con- 
sisted of  masses  of  organisms  with  little  in- 
flammatory response;  whereas,  the  granu- 
lomatous lesions  were  composed  chiefly  of 
giant  cells,  macrophages,  lymphocytes,  and 
a fibroblastic  proliferation.  At  first,  the  or- 
ganisms in  tissues  did  not  produce  conspicu- 
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Fig.  5.  (1.  Photomicrograph.  Osseous  lesion  showing  pre- 
dominately macrophages  and  giant  cells,  (x  100) 

b.  Photomicrograph.  Osseous  lesion  showing  giant  cells 
containing  Cryptococcus  neoformans.  (x  450) 

c.  Photomicrograph.  Osseous  lesion  showing  PAS-positive 
Cryptococcus.  (x  1000) 

ous  neutrophilic  response;  however,  later 
they  became  engulfed  by  macrophages  and 
giant  cells.  The  histologic  picture  in  our  pa- 
tient appears  to  be  at  a transitional  stage 
between  the  gelatinous  and  the  granulomat- 
ous phases.  Baker  and  Haugen’s  conclusion 
from  their  26  cases  was  that  cryptococcosis 
usually  is  a nonsuppurative  disease  like  histo- 
plasmosis. The  variations  in  tissue  changes 
were  not  believed  to  be  dependent  upon  dif- 
ferences in  virulence  of  the  strains  of  C. 
neoformans.  A host  factor  that  reduced  re- 
sistance to  infection  with  C.  neoformans 
was  the  presence  of  lymphoma. 

Zimmerman  and  Rappaport^  reported  60 
cases  of  cryptococcosis  from  the  files  of  the 
Armed  Forces  Institute  of  Pathology.  Eigh- 
teen of  these  cases  were  associated  with 
Hodgkin’s  disease  or  one  of  the  lymphosar- 
comas. In  the  combined  cases,  the  crypto- 
coccosis usually  was  disseminated.  Infection 
appeared  after  the  onset  of  the  malignant 


Vo/ume  61,  APRIL,  1965 


353 


CPC — continued 


process.  The  authors  did  not  find  evidence 
of  cryptococcosis  exciting  a tissue  response 
mimicking  lymphosarcoma  and  concluded 
that  lymphosarcoma  increased  the  patient’s 
susceptibility  to  the  infection.  They  reported 
one  case  of  cutaneous  cryptococcosis  associ- 
ated with  sarcoidosis  in  a 29-year-old  woman 
from  New  Orleans.  Clinically,  the  sarcoid 
was  limited  to  the  cervical,  axillary,  and  in- 
guinal lymph  nodes,  and  was  confirmed  on 
biopsy.  The  patient  was  asymptomatic  and 
was  not  treated.  The  cryptococcosis  pre- 
sented itself  as  several  small  discrete  blis- 
ters which  drained  a clear,  sticky  substance 
and  progressed  to  a chronic  ulcerating  lesion 
with  indurated  edges. 

Collins'^  reviewed  200  cases  of  cryptococ- 
cosis, and  found  17  with  osseous  involve- 
ment. Three  additional  cases  with  bone  in- 
volvement were  added  to  this  series.  One 
of  these  cases  concerned  a 20-year-old  Negro 
woman  who,  for  two  and  one-half  years,  had 
suffered  increasing  fatigability,  anemia, 
amenorrhea,  loss  of  hair,  and  ankle  edema. 
Biopsy  of  a lymph  node  indicated  Boeck’s 
sarcoid,  and  it  was  thought  that  bone,  lungs, 
lymph  nodes,  liver,  and  possibly  the  pituitary 
glands  were  involved.  Three  months  before 
admission,  she  had  pain  in  the  right  tibia. 
Biopsy  of  a lesion  in  her  leg  revealed  Cryp- 
tococcus. Later,  a refractory  meningitis  de- 
veloped, and  she  died.  Autopsy  findings 
showed  cryptococcosis  involving  the  menin- 
ges and  brain,  the  kidney,  adrenal,  lung, 
bone,  and  subcutaneous  tissues;  and  sar- 
coidosis involving  lung,  heart,  lymph  nodes, 
liver,  spleen,  and  pituitary  gland. 

In  1963,  three  cases  of  cryptococcal  men- 
ingitis which  occurred  during  a 12  months’ 
period  in  Kingfisher,  Okla.,  were  reported. 
All  three  patients  were  exposed  to  dust  con- 
taminated by  pigeon  droppings.  C.  neofor- 
rnans  was  isolated  from  the  environment  of 
each  patient,  most  frequently  from  the  bird 
droppings,  less  often  from  the  soil  and  wa- 
ter. The  bird  droppings  constitute  the  most 
frequent  environmental  source  of  Cryptococ- 
cus infection. 


Clinical  Resume 

DR.  CARABASI : There  are  some  points 
about  the  protocol  and  the  case  history  which 
need  elaboration.  The  patient  brought  a let- 


ter with  her  when  she  was  seen  here  for  the 
first  time  in  October,  1962,  indicating  that 
her  pulmonary  illness  apparently  had  begun 
in  January,  1962.  The  letter  stated  that  she 
had  osteomyelitis  of  the  right  tibia  which 
had  not  responded  to  treatment ; apparently, 
the  referring  doctor  had  not  considered  that 
these  two  conditions  could  be  related.  An- 
other point  concerns  her  temperature  which 
was  98.2  F.  when  it  was  taken  in  the  Clinic. 
After  hospitalization,  it  did  rise  as  high  as 
101  F.  I must  admit  that  when  she  first 
was  examined,  I did  not  think  of  sarcoidosis. 
My  initial  inclination  concerning  bilateral 
pulmonary  infiltration  is  to  suspect  a metas- 
tatic lesion  or  to  consider  alveolar  cell  carci- 
noma as  possible  diagnoses.  However,  as 
Dr.  Sommer  mentioned,  there  are  many 
causes  for  radiographically  demonstrable  bi- 
lateral pulmonary  infiltration.  We  thought 
she  might  have  malignant  involvement  of 
the  cervical  nodes  on  the  left  and  a metas- 
tatic tumor  of  the  right  tibia.  Biopsy  of 
each  lesion  seemed  the  quickest  and  surest 
approach  to  determine  if  they  were  diag- 
nostic. In  this  instance,  microscopic  exami- 
nation of  the  tissues  gave  us  the  diagnosis. 

The  patient  was  treated  with  amphoteri- 
cin B.  I would  like  to  talk  about  amphoteri- 
cin B in  general  before  discussing  this  spe- 
cific case.  Amphotericin  B is  a drug  of 
choice,  and  it  is  the  most  effective  broad 
spectrum  antifungicidal  agent  which  is  avail- 
able for  treating  severe  disseminated  and 
chronic  cavitary  histoplasmosis.  About  75 
percent  of  the  patients  so  treated  will  re- 
cover ; whereas,  without  treatment,  these 
forms  of  histoplasmosis  usually  are  fatal. 
Apparently,  patients  with  North  American 
blastomycosis  generally  will  respond  to  ther- 
apy, and  about  50  percent  of  those  with  se- 
vere pulmonary  and  progressive  dissemi- 
nated coccidioidomycosis  will  have  a good 
response.  Combined  intrathecal  and  intra- 
venous therapy  has  been  effective  in  65  per- 
cent of  the  patients  with  cryptococcosis  of 
the  central  nervous  system  which  otherwise 
would  have  been  fatal.  The  medication  is 
given  with  5 percent  glucose  in  water — the 
drug  will  precipitate  in  saline.  The  amounts 
of  amphotericin  B and  diluent  are  adjusted 
so  that  the  drug  does  not  exceed  1 mg.  for 
10  cc.  of  solution.  The  solution  will  remain 
stable  for  about  24  hours  after  it  is  mixed. 
Generally,  the  patients  are  premedicated 
with  aspirin,  10  grains,  and  antihistamine 
one-half  hour  before  administration  of  the 
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amphotericin  B.  Sometimes,  injection  of  hy- 
drocortisone, 25  mg.,  into  the  infusion  tub- 
ing just  before  starting  the  amphotericin  B 
is  recommended.  The  hydrocortisone  reduces 
the  febrile  response  which  is  characteristic 
of  the  antifungal  agent.  The  infusion  should 
take  from  four  to  six  hours,  preferably  six 
hours.  One  regimen  is  to  give  amphotericin 
B,  1 mg.,  in  250  cc.  of  5 percent  glucose  on 
the  first  day ; 5 mg.  in  500  cc.  on  the  second 
day;  10  mg.  in  1000  cc.  on  the  third  day; 
and,  then,  increase  the  dosage  by  5-10  mg. 
increments  as  the  patient  tolerates  it  until 
a daily  dose  of  1 mg.  per  kg.  is  reached.  Oc- 
casionally, severely  ill  patients  may  tolerate 
up  to  1.5  mg.  per  kg.  per  day.  Once  this 
maximum  dose  has  been  reached,  it  is  possi- 
ble to  give  the  drug  every  other  day.  This 
schedule  should  be  followed  for  eight  weeks, 
or  until  a total  dosage  of  3 gm.  is  given. 
Patients  with  coccidioidomycosis  often  re- 
quire a larger  dosage  than  this  schedule.  If 
the  drug  should  be  stopped  for  any  reason, 
it  should  be  discontinued  for  seven  days, 
then  restarted  at  a level  of  5 mg.  in  500  cc. 
of  glucose.  Amphotericin  B is  a toxic  drug ; 
and,  before  starting  therapy,  the  potassium, 
blood  urea  nitrogen,  nonprotein  nitrogen, 
liver  function,  complete  blood  count,  and 
urinalysis  should  be  determined.  These  tests 
should  be  repeated  weekly  and  the  blood 
urea  nitrogen  and/or  the  nonprotein  nitro- 
gen should  be  repeated  every  two  or  three 
days.  The  drug  can  be  given  intrathecally, 
whereby,  20  mg.  of  hydrocortisone  and  0.5 
mg.  of  amphotericin  B are  dissolved  in  5 cc. 
of  spinal  fluid  which  has  been  withdrawn 
and  reinjected.  This  procedure  is  repeated 
two  or  three  times  weekly,  increasing  the 
dosage  of  amphotericin  B until  15  mg.  is 
reached.  Thirty  treatments  are  considered 
adequate. 

Our  patient  was  able  to  tolerate  a daily 
dosage  of  amphotericin  B up  to  40  mg.  After 
initial  hospitalization,  she  was  treated  three 
times  weekly  on  an  outpatient  basis.  Be- 
cause of  the  danger  of  local  phlebitis  and 
thrombosis,  heparin  was  added  to  the  solu- 
tion. Our  admission  orders  were  as  follows : 

1.  Admit  the  patient  to  the  Emergency 
Room  and  notify  Dr.  Carabasi.  Give  a soft 
diet. 

2.  Administer  aspirin,  10  grains;  Pherna- 
gan,  25  mg.,  and  phenobarbital,  grains  1/2, 
one-half  hour  before  the  infusion. 

3.  As  soon  as  possible  after  lunch,  start 
the  infusion  of  500  cc.  of  glucose  in  water 


with  40  mg.  of  amphotericin  B (Fungisone) 
and  10  mg.  of  heparin. 

4.  As  soon  as  the  intravenous  infusion  is 
started,  inject  25  mg.  of  Solu-Cortef  into 
the  tubing. 

5.  The  infusion  is  to  continue  for  a mini- 
mum of  four  hours. 

6.  Record  the  patient’s  temperature  every 
two  hours  during  the  infusion.  If  the  tem- 
perature is  over  101  F.,  repeat  aspirin,  10 
grains  and  Phernagan,  25  mg. 

7.  Discharge  the  patient  as  soon  as  the  in- 
fusion is  completed.  Our  patient’s  dosage 
of  amphotericin  B was  increased  by  incre- 
ments of  10  mg.  until  50  mg.  was  reached. 
This  therapy  produced  rather  severe  nausea 
and  a slight  rise  in  blood  urea  nitrogen ; so, 
the  dosage  was  reduced  to  40  mg.  This  dos- 
age was  maintained  throughout  her  treat- 
ment period  at  the  Clinic.  On  this  regimen, 
she  improved  subjectively  but  continued  to 
lose  weight.  The  overall  weight  loss  was  9 
lbs.,  losing  from  the  weight  of  121  lbs.  on 
admission  to  112  lbs.  at  the  time  she  was 
dismissed  from  the  outpatient  service  two 
months  later.  Some  of  the  weight  reduc- 
tion, I’m  sure,  was  due  to  anorexia  produced 
by  the  medication. 

During  the  period  of  observation,  roent- 
genograms of  the  patient’s  chest  showed  lit- 
tle change.  The  tibial  lesion  changed  slight- 
ly immediately  after  biopsy.  From  that  time 
until  she  was  dismissed,  it  did  not  change  at 
all.  The  skin  lesion  which  was  visible  over 
the  tibia  did  change.  Subjective  or  objective 
evidence  of  osteomyelitis  disappeared. 

The  patient  was  dismissed  from  our  serv- 
ice to  return  home  on  Jan.  2,  1963.  Her 
family  physician  was  to  continue  the  ther- 
apy which  had  been  instituted  here.  On  a 
short  return  visit  to  the  Clinic  on  Jan.  11, 
1963,  liver  function  tests,  potassium  and 
blood  urea  nitrogen  were  found  within  nor- 
mal limits.  Again,  she  returned  home  to  con- 
tinue therapy.  After  her  third  injection  of 
amphotericin  B,  she  died  suddenly  while 
at  the  dinner  table.  Apparently,  her  death 
was  due  to  a myocardial  infarction  or  pul- 
monary embolus.  An  autopsy  was  not  per- 
formed and  the  exact  cause  of  death  remains 
uncertain. 

DR.  ROBERT  L.  PALMER : I think  that 
a few  other  pertinent  points  should  be  made 
concerning  amphotericin  B therapy.  An  am- 
photeric drug,  for  all  practical  purposes,  is 
insoluble  in  an  aqueous  solution.  It  forms 
a fine  colloidal  dispersion  in  water  but  not 
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a true  solution.  In  suspension,  the  drug 
should  be  kept  protected  from  light  if  it  is 
not  to  be  administered  within  24  hours.  If 
so  protected,  only  10  percent  of  its  potency 
is  lost  in  seven  days.  In  sodium  chloride  so- 
lution of  0.5  percent  or  more,  the  solution 
becomes  turbid;  therefore,  the  vehicle  for 
suspension  should  be  5 percent  dextrose  in 
water.  Intravenous  administration  is  the 
method  of  choice  because  the  drug  is  not 
absorbed  in  its  present  form  adequately  from 
the  gastrointestinal  tract.  The  dextrose  so- 
lution should  be  checked  for  acidity  because 
some  commercial  preparations  have  a pH  of 
less  than  five  and  this  acidity  possibly  con- 
tributes to  the  phlebitis  which  can  accom- 
pany administration.  The  optimum  dose  has 
not  been  established,  but  most  adults  cannot 
tolerate  more  than  75  mg.  per  day  for  a pro- 
longed period  of  time.  Therapeutic  levels 
are  maintained  for  24  hours,  and  intermit- 
tent therapy,  every  other  day,  may  be  justi- 
fied. This  is  a similar  consideration  in  the 
use  of  isolated  limb  infusions  or  perfusions. 

Azotemia  has  been  most  troublesome,  and 
is  probably  the  greatest  limiting  factor  to 
amphotericin  B therapy.  It  is  important, 
however,  that  adequate  therapy  be  given, 
and  that  the  clinician  not  be  hesitant  to  use 
the  drug — in  spite  of  azotemia.  While  most 
investigators  will  stop  at  a level  of  50  mg. 
percent  of  blood  urea  nitrogen,  others  think 
that  the  drug  should  be  pushed  until  at 
least  70  mg.  percent  blood  urea  nitrogen  is 
reached.  When  this  level  is  reached,  the 
therapy  can  be  interrupted  for  from  two  to 
seven  days.  I do  not  doubt  that  irreversible 
nephrotoxicity  may  result  from  the  drug 
after  prolonged  periods  of  treatment.  Defi- 
nite bone  marrow  suppression  with  evidence 
of  marrow  hypoplasia  has  been  reported. 

It  is  interesting  to  note  that  the  patient 
died  at  home  from  a cardiac  cause.  In  the 
literature,  anaphylactic  reactions  have  been 
reported  following  successive  courses  of  am- 
photericin B therapy,  and  such  a response 
should  be  considered  in  this  patient — cardiac 
arrest  secondary  to  an  anaphylactic  reac- 
tion coupled  with  coronary  sclerosis  certain- 


ly could  have  been  contributing  factors.  It 
should  be  remembered  that  anaphylaxis  can 
occur  when  treatment  is  reinstituted.  The 
antihistamine  used  in  the  treatment  proba- 
bly is  beneficial  only  for  its  sedative  effect 
rather  than  for  its  actual  antihistaminic 
properties. 

DR.  JOHNSON : With  regard  to  the  di- 
agnosis of  sarcoidosis,  I have  a few  com- 
ments. Boeck’s  sarcoidosis  is  a syndrome 
characterized  by  widespread  noncaseating 
granulomata  in  which  no  causative  agent 
can  be  found.  Since  systemic  sarcoid  reac- 
tions commonly  result  from  histoplasmosis, 
tuberculosis,  and  beryllium  poisoning,  they 
would  not  seem  unlikely  in  cryptococcosis. 
At  any  rate,  the  diagnosis  of  sarcoidosis  in 
this  patient  should  rest  on  more  than  micro- 
scopic study  of  the  supraclavicular  lymph 
node  and  the  fact  that  the  roentgenographic 
appearance  of  the  pulmonary  lesions  did  not 
change  with  amphotericin  B therapy.  The 
patient  may  have  had  sarcoidosis  in  her 
lungs,  but  it  seems  more  likely  that  many 
granulomata  had  passed  the  prenecrotic 
stage  and  were  less  susceptible  to  resolution 
and  healing  under  drug  treatment.  I pre- 
sume that  local  infusions  of  amphotericin  B 
were  not  done  because  of  the  evidence  of 
diffuse  disease.  This  method,  however,  does 
offer  the  possibility  of  reducing  renal  dam- 
age. The  nephrotoxicity  of  amphotericin  B 
is  not  as  severe  as  we  initially  thought ; how- 
ever, there  is  little  reason  to  push  higher 
doses  until  we  are  certain. 

One  extraordinary  facet  to  this  case  is 
that  the  patient  comes  from  El  Reno,  Okla., 
a town  close  to  Kingfisher — so,  that  story 
may  have  another  chapter. 
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Four  Annual  Session  Days  in  San  Antonio 


Mean  Recreation  as  well  as  Business 


^^NLY  DAYS  from  now  the 
98th  Annual  Session  of  Texas  Med- 
ical Association  will  open  in  San 
Antonio.  April  29 -May  2 should 
prove  activity-filled  for  the  4,000- 
plus  physicians,  wives,  and  guests 

expected  to  attend. 

A great  deal  of  everyone’s  time 
will  be  spent  at  business  meetings, 
at  scientific  meetings,  and  looking 
over  the  200  scientific  and  techni- 
cal exhibits.  However,  there  will 
also  be  time  for  entertainment. 

For  those  who  are  not  attending 
the  meeting  of  the  House  of  Dele- 
gates, Fiesta  Noche  del  Rio — Party 
Night  on  the  River — will  be  held 


1718  Austin  Hwy.  (U.S.  81  North) 

THE  BARN  DOOR  RESTAURANT 
8400  N.  New  Braunfels  (Just  off 
Loop  410) 

JACK  ODOM'S  CASA  MANANA 
Next  to  Lackland  AFB  (On  Hwy.  90 
West) 

VALERIO'S  ITALIAN  RESTAURANT 
3820  Broadway 

WOLFE'S  INN 

9000  Fredericksburg  Rd.  (U.S.  87 
North) 

LA  LOUISIANE 
2632  Broadway 


Friday  night,  April  30,  at  8 o’clock. 
Music,  dances,  and  songs  of  Old 
Mexico  will  be  staged  at  the  Arne- 
son  River  Theatre — an  open-air 
theatre  which  spans  the  San  An- 
tonio River.  The  stage  is  located 
on  the  north  bank;  grass -tiered 
seats  on  the  south  bank.  Tickets 
at  $1.50  each  for  those  12  and 
older  (those  under  12  will  be  ad- 
mitted free)  may  be  secured  in  the 
TMA  registration  areas  at  the  Vil- 
lita  Assembly  Hall,  Granada  Ho- 
tel, and  St.  Anthony  Hotel.  If  the 
weather  is  inclement,  the  show  will 
be  staged  in  the  Grand  Ballroom 
of  the  Granada. 

The  Association  will  sponsor 


261 1 Broadway 

GOLDEN  DERRICK  RESTAURANT 
In  the  Petroleum  Center  (Broadway  at 
Loop  410) 

CASCADE  ROOM 
El  Tropicano  Motor  Hotel 

MANHATTAN  CAFE 
228  E.  Houston 

CAMELLIA  ROOM 

Fourth  Floor,  Joske's  of  Texas 

EL  MATADOR  MEXICAN 

RESTAURANT 

106  N.  St.  Mary's 

CASA  RIO 
100  W.  Commerce 


three  luncheons  during  the  Annual 
Session. 

The  General  Meeting  Luncheon 
will  be  held  Friday,  April  30,  and 
the  after  dinner  topic  will  be 
“Medical  School  Faculty-Practicing 
Physician  Relationship”  discussed 
by  a panel  of  four — two  deans.  Dr. 
A.  J.  Gill  of  Dallas  and  Dr.  F.  Car- 
ter Pannill,  Jr.,  of  San  Antonio,  and 
two  practicing  physicians.  Dr.  Rus- 
sell L.  Deter  of  El  Paso  and  Dr. 
L.  Bonham  Jones  of  San  Antonio. 

The  Annual  Luncheon  will  be 
Saturday,  May  1,  and  the  speaker 
will  be  Dr.  Donovan  F.  Ward, 
Dubuque,  Iowa,  President  of  the 
AMA.  The  third  luncheon  will  be 
the  Association  Luncheon  on  Sun- 
day, May  2,  at  which  the  theme 
will  be  medicine  and  religion.  The 
principal  speaker  is  Dr.  Milford 
0.  Rouse  of  Dallas,  chaiiTuan  of 
the  AMA  Committee  on  Medicine 
and  Religion.  His  topic  is  “Body 
and  Soul.” 

All  three  luncheons  are  at  12:30 
p.m.  in  the  Grand  Ballroom  of  the 
Granada  Hotel.  Tickets  required 
for  admittance  may  be  purchased 
at  $3.25  each  in  the  registration 
areas  for  members,  wives,  and 
guests. 

At  other  times  during  the  four 
days  of  the  session,  those  attend- 
ing will  have  opportunity  to  visit 
some  of  the  many  fine  restaurants 
in  San  Antonio.  [See  the  boxed 
insert  for  an  epicure’s  guide  to 
some  of  the  better  places.] 

Fun  for  golfers  is  in  store  on 
Thursday,  April  29.  A golf  tour- 
nament will  be  held  at  the  Pecan 
Valley  Golf  Club  where  the  course 
has  been  reserved  for  the  entire 


Epicure's  Guide 


THE  TEE  PEE  STEAK  HOUSE 


TAI  SHAN  RESTAURANT 
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day.  Net  scores  will  be  calculated  1 
by  the  Calloway  system,  and  cur- 
rent handicaps  will  not  be  neces- 
sary. Prizes  will  be  presented 
for  low  gross  and  low  net  scores. 
Dr.  David  T.  McMahon,  Jr.,  of 
San  Antonio,  who  is  handling  ar- 
rangements also  promises  colored 
pictures  available  for  each  four- 
some. Directions  to  the  Pecan  Val- 
ley Golf  Club  should  be  obtained 
from  the  Sports  Events  Desk  in 
the  lobby  of  the  Granada. 

A tennis  tournament  will  be  held 
Thursday,  April  29,  at  the  San 
Pedro  Tennis  Club  House,  San  Pe- 
dro Park,  1503  San  Pedro  (across 
the  street  from  San  Antonio  Col- 
lege). Eight  courts  have  been  re- 
served for  the  tournament  which  is 
due  to  start  at  9 a.m.  To  qualify, 
entrants  must  preregister  with  Dr. 
Bernard  T.  Fein,  tennis  chairman, 
216  Medical  Professional  Building, 
San  Antonio,  and  should  indicate 
preference  for  single  or  double  play. 
Entrants  must  furnish  their  own 
equipment.  Prizes  and  trophies 
will  be  awarded  singles  champion 
and  runner-up  and  doubles  cham- 
pions. 

And,  of  course,  there  will  be 
times  for  shopping  and  sight-see- 
ing for  the  physicians  and  their 
families.  See  last  month’s  Jonr- 
nal  for  what  to  see  in  San  Antonio. 


3 TMA  Committees  To  Have 
Annua!  Session  Programs 


Three  committees  of  the  Texas 
Medical  Association  are  sponsor- 
ing special  programs  at  the  forth- 
coming Annual  Session  in  San  An- 
tonio. 

On  Friday,  April  30,  at  8:30 
a.m.  the  Committee  on  Nutrition 
is  sponsoring  a Symposium  on  Nu- 
trition at  the  Roof  Garden  of  the 
Granada  Hotel.  The  subject  is 
“Nutritional  Problems  of  Digestive 
Diseases.”  Moderated  by  Dr.  Ralph 
G.  Greenlee,  Midland,  chairman  of 
the  Committee,  the  program  is  to 
include  papers  by  Dr.  Burton 
Combes  of  Dallas,  “Liver  Prob- 
lems Associated  with  Drugs  and 
Toxic  Ingestants”;  Dr.  Robert  S. 
Nelson,  Houston,  “Nutrition  in 
Viral  Hepatitis”;  and  Dr.  Frank 
P.  Brooks,  Philadelphia,  “Rela- 
tionships Between  Steatorrhea  and 
an  Insufficiency  of  Pancreatic  Se- 
cretion in  Duodenum  in  Patients 
with  Chronic  Pancreatitis.”  A 
question  and  answer  period  will 
follow  the  presentations. 

At  2:30  p.m.  Friday  in  the 


Grand  Ballroom  of  the  Granada 
Hotel,  the  Committee  on  Liaison 
with  Medical  Schools  is  holding  a 
Conference  on  Premedical  and 
Medical  Education,  moderated  by 
its  chairman.  Dr.  Russell  L.  Deter 
of  El  Paso.  Called  a refresher 
course  on  premedical  education, 
the  conference  speakers  will  be 
Warren  G.  Harding  of  Galveston, 
administrative  dean  of  academics. 
University  of  Texas  Medical 
Branch,  speaking  from  the  stand- 
point of  the  medical  school;  Rob- 
ert W,  Lackey,  Ph.D.,  Dallas,  as- 
sistant dean  for  student  affairs. 
Southwestern  Medical  School,  pre- 
medical education;  Harold  A.  Jes- 
key,  Ph.D,,  Dallas,  chairman,  pre- 
medical advisory  committee.  South- 
ern Methodist  University,  premed- 
ical program  of  the  undergraduate 
college;  Frank  1.  Gary,  El  Paso, 
director,  El  Paso  public  schools, 
junior  and  senior  high  school  pre- 
medical education;  and  Dr.  Peter 
B.  Kamin,  San  Antonio,  speaking 
from  the  standpoint  of  the  physi- 
cian in  practice.  Following  a ques- 
tion and  answer  period.  Dr.  James 
R.  Schofield  of  Houston,  associate 
dean,  Baylor  University  College  of 
Medicine,  will  present  a conference 
summary. 

On  Saturday,  May  1,  at  10  a.m. 
in  the  Crystal  Ballroom  of  the 
Granada,  the  Committee  on  Trans- 
portation Safety  is  presenting  a 
Symposium  on  Traffic  Safety. 

Following  opening  remarks  by 
the  Committee  chairman.  Dr.  Hein- 
rich Lamm  of  Harlingen,  the  pro- 
gram will  get  under  way  with  the 
reading  of  six  papers:  “Legal  As- 
pects of  Traffic  Problems,”  James 
P.  Economos,  Chicago,  director. 
Traffic  Court  Program,  American 
Bar  Association;  “Low  Velocity 
Impact,”  Dr.  Harold  A.  Fenner, 
Hobbs,  N.  M.,  past  president, 
American  Association  for  Auto- 
motive Medicine;  “Car  Design  and 
Prevention  of  Injuries  in  Acci- 
dents,” Roy  C.  Haeusler,  Detroit, 
automotive  safety  engineer,  Chrys- 
ler Corporation ; “Alcoholic  Driv- 
ers,” Dr.  Horace  E.  Campbell,  Den- 
ver, chairman.  Automotive  Safety 
Committee,  Colorado  Medical  So- 
ciety; “Report  of  Subcommittee 
for  President’s  Committee  on  High- 
way Safety  (Medical  Aspects  of 
Driver’s  Licensing,  Alcohol  and 
Drugs,  Emergency  Care  and  Trans- 
portation of  Injured),  Dr.  George 
M.  Wheatley,  New  York,  medical 
director.  Metropolitan  Life  Insur- 
ance Company;  and  “Human  Tol- 
erance to  Crash  Impacts,”  Col. 
John  P.  Stapp,  San  Antonio,  depu- 
ty chief  scientist.  Aerospace  Medi- 


cal Division,  Air  Force  Systems 
Command,  USAF,  Brooks  Air 
Force  Base. 


Five  Sections  To  Hear 
Aerospace  Medicine  Talks 

Aerospace  medicine  is  the  pro- 
gram subject  for  a joint  session  of 
five  sections  of  Texas  Medical  As- 
sociation. 

Sections  on  Digestive  Diseases, 
Internal  Medicine,  Pathology,  Ra- 
diology, and  Surgery  will  meet  to- 
gether from  2:30  to  5 p.m.  Satur- 
day, May  1,  during  the  Annual 
Session  in  San  Antonio.  The  place 
will  be  Meeting  Room  2,  Villita  As- 
sembly Hall. 

Dr.  Lawrence  E.  Lamb,  profes- 
sor of  internal  medicine  and  chief 
of  the  Aerospace  Medical  Sciences 
Division,  Brooks  Air  Force  Base, 
will  open  the  program  by  giving 
some  background  information  on 
aerospace  medicine.  At  the  conclu- 
sion of  the  talks,  he  will  give  a 
summary. 

Weightlessness  is  one  environ- 
mental factor  associated  with  space 
flight  that  cannot  be  studied  with- 
in the  earth  laboratories.  Dr.  Perry 
B.  Miller,  a board  certified  intern- 
ist who  has  been  the  project  officer 
for  the  USAF  School  of  Aerospace 
Medicine’s  studies  on  inactivity  as 
it  applies  to  the  weightlessness 
area,  will  speak  on  this  subject.  He 
and  his  team  of  investigators  have 
accomplished  most  of  the  work  that 
has  been  done  on  weightlessness  in 
this  country. 

Lt.  Col.  Robert  L.  Johnson,  chief 
of  the  Internal  Medicine  Depart- 
ment at  Brooks  AFB,  has  contrib- 
uted regpilarly  to  the  medical  eval- 
uations made  in  selecting  astro- 
nauts and  space  pilots.  He  will  dis- 
cuss techniques  used  in  evaluation 
of  individuals  entering  this  pro- 
gram in  a talk  entitled  “Aeromedi- 
cal  Evaluation.” 

An  engineer,  pilot,  physician,  and 
graduate  of  the  Space  Research 
Pilot  School,  Edwards  AFB,  Calif., 
Dr.  James  Roman  is  currently  as- 
signed to  the  Flight  Research  Cen- 
ter, NASA,  at  Edwards.  For  the 
program,  he  will  discuss  his  experi- 
ence in  medical  monitoring  with 
electrocardiograms,  blood  pressure, 
and  other  pertinent  data  on  aerial 
flight. 

Maj.  Duane  E.  Graveline  of 
Brooks  AFB,  who  has  been  a medi- 
cal monitor  for  the  Project  Mer- 
cury, will  discuss  “Experience  in 
Manned  Space  Flight.” 
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Columnist  Paul  Harvey  To  Keynote 
Texas  Hospital  Association  Meet 


P AUL  HARVEY,  syndicated  news 
columnist  and  American  Broad- 
casting Company  news  analyst, 
will  be  the  keynote  speaker  at  the 
general  opening  session  of  the 
Texas  Hospital  Association’s  36th 
annual  convention.  May  16-19,  in 
Houston.  He  will  speak  at  2 p.m. 
Monday,  May  17. 

More  than  3,500  hospital  per- 
sonnel from  throughout  Texas  and 
the  southwestern  area  are  expected 
to  attend  the  meeting  to  be  held  at 
the  Shamrock  Hilton  Hotel. 

Guest  speaker  at  the  annual  din- 
ner meeting  for  the  house  of  dele- 
gates Sunday,  May  16,  will  be  W. 
R.  McBee,  executive  director.  Blue 
Cross-Blue  Shield  of  Texas,  Dal- 
las. Frank  Court,  D.D.,  inspira- 
tional speaker  and  pastor  of  Trin- 
ity Methodist  Church,  Denver, 
Colo.,  will  speak  at  the  conclud- 
ing annual  banquet  and  dance  on 
Wednesday,  May  19. 

Four  sectional  meetings  sched- 
uled Tuesday  morning.  May  18, 
include:  “The  Medical  Audit  Pro- 
gram,” Dr.  Virgil  Slee,  director. 
Professional  Activities  Studies, 
Ann  Arbor,  Mich.;  “Improving 
Hospital  Management,”  Arthur 
Schmidt,  assistant  director.  Hos- 
pital Administrative  Services,  Chi- 
cago; “Supervisory  Development,” 
Harry  D.  Kolb,  Personnel  Develop- 
ment Section,  Humble  Oil  & Re- 
fining Company,  Houston;  “Vol- 
untary Chaplaincy  Program,”  Ar- 
thur L.  McElmurry,  THA  trustee 
and  administrator.  Nan  Travis 
Memorial  Hospital,  Jacksonville; 
the  Rev.  Stanley  Hogle,  The  Insti- 
tute of  Religion,  Houston;  and  the 
Rev.  John  McDonald,  president. 
Association  of  Catholic  Chaplains 
in  Texas  Hospitals,  Jacksonville, 
and  chaplain.  Rusk  State  Hospital, 
Rusk. 

Sharing  honors  in  the  Tuesday 
afternoon  session,  “Health  Careers 
and  the  Hospitals’  Future,”  will 
be  Fred  Peery,  director  of  the  new 
THA  Health  Careers  Program, 
Austin,  and  Marion  Foster,  execu- 
tive director.  North  Carolina  Hos- 
pital Association,  Raleigh,  N.  C. 

Addresses  slated  Wednesday, 
May  19,  include  “Motivating 
Nurses  and  Nurse  Supervisors,” 
Mrs.  Betty  Jarrett,  Southern  Meth- 
odist University,  Dallas,  and  Edithe 
McPhillips,  director  of  nursing 
service,  Amarillo  Hospital  District, 
Amarillo ; 


“The  Hospital  Image,”  Boone 
Powell,  president-elect,  American 
College  of  Hospital  Administrators 
and  administrator,  Baylor  Univer- 
sity Medical  Center,  Dallas; 

“Hospitals  as  Educational  Insti- 
tutions,” Dr.  Phillip  Bonnet,  pres- 
ident-elect, American  Hospital  As- 
sociation and  administrator,  Mas- 
sachusetts Memorial  Hospitals, 
Boston;  and 

“Hospital  Administration  of  the 
Future,”  Ronald  Yaw,  president, 
American  College  of  Hospital  Ad- 
ministrators and  administrator, 
Blodgett  Memorial  Hospital,  Grand 
Rapids,  Mich. 


Surgical  Groups  To  Meet 
May  21-22  in  San  Antonio 


The  district  meeting  of  the  South 
Texas  Chapter  of  the  American 
College  of  Surgeons  will  be  held  in 
conjunction  with  the  San  Antonio 
Surgical  Society  and  the  Corpus 
Christi  Surgical  Society  May  21- 
22  at  the  St.  Anthony  Hotel  in 
San  Antonio. 

Speakers  will  be  Dr.  Joseph 
Boyes,  Los  Angeles,  who  will  con- 
duct a hand  clinic,  and  Dr.  0.  H. 
Beahrs,  Rochester,  Minn.,  who  will 
present  a head  and  neck  clinic. 

Additional  information  is  avail- 
able from  Dr.  Lawrence  M.  Shefts, 
president.  South  Texas  Chapter, 
American  College  of  Surgeons,  614 
Medical  Professional  Building,  San 
Antonio. 


Ob-Gyn  Seminar  Set 
For  Dallas'  Methodist 


Dr.  Willis  Brown,  professor  of 
obstetrics -gynecology  at  the  Uni- 
versity of  Arkansas  Medical  School, 
Little  Rock,  will  head  a list  of 
speakers  from  that  school  for  a two- 
day  seminar  May  14-15  at  Method- 
ist Hospital,  Dallas. 

“Carcinoma  of  the  Cervix  in 
Pregnancy”  will  be  the  subject  for 
Dr.  Brown’s  first  lecture  Friday 
afternoon,  the  first  day  of  the  semi- 
nar. Dr.  John  B.  Nettles,  associate 
professor,  will  discuss  “Pathogene- 
sis and  Management  of  Cervical 
Lesions.” 

Saturday  morning,  May  15,  Dr. 


Brown  will  discuss  “Functional 
Uterine  Bleeding.’’  “Puerperal 
Hysterectomy”  is  the  topic  to  be 
presented  by  Dr.  Stewart  Fish,  as- 
sociate professor.  Also  on  the  pro- 
gram will  be  panel  discussions,  pa- 
pers by  Dallas  physicians  on  the 
Methodist  staff  and  on  the  faculty 
of  the  University  of  Texas  South- 
western Medical  School,  and  pres- 
entations by  Dr.  Beaury  C.  Burns 
of  M.  D.  Anderson  Hospital  in 
Houston. 

Dr.  J.  E.  Wilke,  Jr.,  chairman  of 
the  Methodist  Hospital  of  Dallas 
Ob-Gyn  Department,  is  general 
chairman  for  the  seminar  arrange- 
ments. Registration  may  be  made 
through  Dr.  Hugh  Murray,  semi- 
nar publicity  chairman,  Methodist 
Hospital  of  Dallas  Medical  Staff, 
P.  O.  Box  5999,  Dallas,  Texas  75222. 

General  practitioners  attending 
will  receive  credit  from  the  Acad- 
emy of  General  Practice. 


Hot  Springs,  Ark.,  To  Host 
Southwestern  Surgical  Congress 


The  Southwestern  Surgical  Con- 
gress will  meet  May  10-13  at  the 
Velda  Rose  Hotel  in  Hot  Springs, 
Ark. 

Guest  speakers  are  to  include 
Dr.  Jacob  K.  Berman,  Indianapo- 
lis; Dr.  H.  William  Clatworthy, 
Jr.,  Columbus;  Dr.  F.  Henry  Ellis, 
Jr.,  Rochester,  Minn.;  and  Dr. 
Harry  A.  Oberhelman,  Jr.,  Palo 
Alto,  Calif. 

Dr.  Rodger  E.  MacQuigg  of  Al- 
buquerque, N.  M.,  is  chairman  of 
the  sectionalized  luncheon  on  May 
12.  Chairmen  of  the  sectionalized 
meeting  on  the  afternoon  of  May 
12  are  Dr.  John  R.  Schwartzmann, 
Tucson,  Ariz.,  section  on  trauma 
and  orthopedics;  Dr.  John  W.  War- 
ren, Jr.,  Wichita,  Kan.,  section  on 
urology  and  gynecology;  and  Dr. 
William  R.  Klingensmith,  Amaril- 
lo, thoracic  section. 

“Diseases  of  the  Esophageal 
Hiatus”  will  be  the  subject  of  a 
panel  discussion  on  May  13.  Par- 
ticipating will  be  Drs.  Francis  A. 
Barrett,  Cheyenne,  Wyo. ; Jacob  K. 
Berman,  Indianapolis;  James  H. 
Growdon,  Little  Rock,  Ark.;  and 
F.  Henry  Ellis,  Jr.,  Rochester, 
Minn. 

Additional  information  about  the 
meeting  may  be  obtained  from  Dr. 
Robert  B.  Howard,  sceretary-treas- 
urer,  Southwestern  Surgical  Con- 
gress, 301  Pasteur  Building,  Okla- 
homa City. 
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Seated  man  in  diseased  condition.  Hollow  painted  clay. 
inches  high.  Probably  dates  back  to  the  late  Preclassic  period 
(600-100  B.C.).  From  Nayarit  region  of  western  Mexico. 


Abnormality 

and 

Disease 

in 

Pre-Columbian 

Art 


Three  Austin  physicians  have  prof- 
fered diagnoses  of  conditions  pic- 
tured on  this  and  the  three  follow- 
ing pages.  Do  you  agree?  Editors 
of  the  Journal  would  like  to  receive 
comments  from  readers. 

P RIMITIVE  ART  objects  from 
Mexico  and  Central  America  today 
provide  evidence  of  human  patho- 
logic conditions  existing  in  pre- 
Columbian  civilizations.  Statues  of 
stone  and  clay  reflect  the  interest 
and  curiosity  of  Indian  artists 
concerning  physical  abnormalities 
and  disease. 

The  six  clay  figures  pictured 
are  examples.  All  are  from  the 
Stendahl  collection  of  pre-Colum- 
bian art  from  Mexico  and  Central 
America.*  Following  a showing  of 

♦Photographed  with  the  permission  of 
Stendahl  Art  Gallery,  Los  Angeles. 


this  collection  at  the  University  of 
Texas  Art  Museum  last  fall,  three 
Austin  physicians  were  asked  to 
comment  on  the  pathologic  condi- 
tions represented. 

Dr.  Polsky 

“From  a dermatological  stand- 
point, this  is  what  the  representa- 
tions of  the  skin  lesions  suggest  to 
me,”  Dr.  Morris  Polsky,  a special- 
ist in  diseases  of  the  skin,  said, 
looking  at  the  photograph  above 
and  the  one  at  right  on  the  oppo- 
site page. 

“The  seated  man  [above]  shows 
what  is  obviously  a very  bizarre 
condition.  I think  the  sculptor  has 
taken  artistic  license  and  exag- 
gerated some  of  the  features  of 
this  disorder;  I think  very  likely 
it  was  ostraceous  psoriasis  that  he 
was  looking  at  when  he  made  this 


representation,  from  the  unifoiun- 
ity  of  the  lesions  as  to  size  and 
from  their  distribution  and  simi- 
larity to  each  other  in  appear- 
ance. 

“The  head  fragment  [opposite 
right],”  he  continued,  “obviously 
shows  a granulomatous  process, 
probably  an  infiltrative  ulcer- 
nodular  pathology.  It  could  be 
basal  cell  epitheliomatosis,  or  Bow- 
en’s disease;  it  could  even  con- 
ceivably be  gummatous  syphilis. 
However,  the  artist  has  taken  con- 
siderable pains  to  show  that  the 
process  spares  the  mucous  mem- 
branes including  the  vermilion  of 
the  lip;  therefore,  I think  the 
most  likely  possibility  to  be  North 
American  blastomycosis.” 

Dr.  Lippmann 

An  ophthalmologist.  Dr.  Otto 
Lippman,  after  examining  the  pho- 
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Head  ond  "Xantil-like"  headdress.  Clay,  Postclassic  period 
(900-1521  A.D.).  Tierra  Blanca  region,  Veracruz,  Mexico. 


Head  fragment  with  disease  growth  on  cheek.  Hollow  buff  clay. 
Early  Classic  period  (100  B.C.-650  A.D.).  8V2  inches  high. 
From  the  Remojadas  region,  Veracruz,  Mexico. 


tograph  at  left  above,  said,  “This 
sculpture  poses  a difficult  problem 
for  the  observer  interested  in  its 
medical  aspect.  The  artist  must 
have  been  inspired  by  this  most  un- 
usual pathologic  condition  of  his 
pre-Columbian  model. 

“The  location  of  the  lesion  in 
the  mid-line  of  the  orbit  rules  out 
more  common  conditions  found  in 
the  nasal  angle,  e.g.,  meningocele 
or  lacrimal  sac  abnormalities.  The 
round  smooth  outline  of  the  lesion 
rules  out  more  commonly  seen  neo- 
plasms. 

“It  appears  that  the  lesion  arises 
from  the  location  of  the  right  eye- 
ball. It  is  remarkably  round, 
smooth,  regular,  and  pendulant. 
An  indistinct  outline  of  the  right 
lower  lid  apparently  passing  un- 
derneath the  lesion  rules  out  ab- 
normalities of  the  lid,  e.g.,  neuro- 
fibromatosis. 

“Many  simple  diagnostic  aids, 
e.g.,  clinical  history,  palpation, 


transillumination,  were  availbale 
to  the  medical  examiner  of  this 
pre-Columbian  period.  Inspection 
of  the  photograph  of  a sculpture 
offers  a limited  differential  diag- 
nostic choice: 

“ ( 1 ) Slight  asymmetries  of  the 
face  and  teeth  and  slight  protru- 
sion of  the  right  eyeball  suggest 
the  possibility  of  a fracture  of  the 
right  maxilla  with  resulting  air 
emphysema  arising  from  the  max- 
illary antrum  and  spreading  from 
the  bulbar  conjunctiva  downward. 

“(2)  A gouged-out  eyeball  with 
traumatic  dislocation  of  the  entire 
eyeball  into  the  infraorbital  region. 
Subsequent  partial  atrophy  of  the 
bulbus  or  traumatic  cystic  forma- 
tion would  explain  the  compara- 
tively small  size. 

“(3)  Living  conditions  of  the 
patient  would  suggest  a parasitic 
cyst.  Cysts  of  Cysticercus  (the 
larval  form  of  the  pork  tapeworm, 
laenia  solium)  can  occur  in  the 
conjunctiva  of  the  human  eye. 


“(4)  Unusual  congenital  cysts, 
e.g.,  rudimentary  cystic  microph- 
thalmic  eyeball  or  dermoid  cyst, 
must  also  be  considered.” 

Dr.  Overton 

“My  impression  is  that  the 
hunchback  condition  depicted  is 
probably  basically  the  same  condi- 
tion in  each  case,”  said  Dr.  Philip 
M.  Overton,  an  orthopedic  surgeon, 
looking  at  the  three  photographs 
on  pp.  362-363. 

He  believes  that  most  likely  an 
infectious  process,  such  as  tuber- 
culosis of  the  spine  (Pott’s  dis- 
ease) is  the  explanation  for  these 
deformities.  “This  race  of  people 
is  known  to  have  a low  resistance 
to  this  disease,”  he  said. 

“Due  to  some  minor  variations 
in  the  appearance  of  the  defoimi- 
ity  on  these  figurines,  I do  not 
feel  this  represents  a developmen- 
tal or  hereditary  condition  of  these 
people.  There  is  no  indication  of 
any  associated  deformities  which 
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Standing  figure.  Hollow  red  clay.  Late 
Preclassic  (?)  (600-100  B.C.).  14  inches 
high.  Colima,  Mexico. 


Seated  hunchback.  Hollow  dark  brown  clay.  Late  Preclassic 
(600-100  B.C.).  (?)  Colima,  Mexico.  13  inches  high. 


might  suggest  a number  of  other 
disease  processes,”  he  stated. 

Ancient  Mayan  folklore  includes 
tales  of  magic  medicine  and  sur- 
gery. That  these  people  practiced 
some  surgery  is  shown  by  partly 
dissected  human  heads  (not  pic- 
tured ) carved  from  volcanic  rock 
between  900  and  1200  A.D.  Now 
in  a Guatemalan  museum,  some  of 
these  heads,  once  used  for  mark- 
ers in  pelota  games,  show  uni- 
lateral dissection.  Early  sculptors 
may  have  gained  knowledge  of 
anatomy  from  animals  and  from 
human  sacrifices.  These  stone  im- 
ages could  represent  dissection 
done  in  religious  ceremonies.  The 
left  side  of  the  head  is  cut  away 
showing  the  mandible  with  its  con- 
dyle, the  teeth  and  alveolus,  and 
the  empty  eye  socket. i 

Scientific  archaeological  re- 
search, started  in  the  late  1800’s 
and  most  fruitful  during  the  past 


30  years,  has  pieced  together  a de- 
scription of  the  great  civilizations 
of  Mexico  and  Central  America. 
These  cultures  are  those  that  ex- 
isted for  centuries  before  the  Span- 
ish conquistadores  followed  Chris- 
topher Columbus  to  the  New  World 
and  subsequently  laid  to  waste  the 
vast  Aztec  empire. 

It  has  been  learned  that  the  re- 
gion called  Mesoamerica,  from  cen- 
tral Mexico  to  Panama,  is  really 
the  heartland  of  ancient  American 
culture.  There,  evidence  of  art 
goes  back  as  far  as  1700  B.C.  Only 
Peru  and  the  Pacific  Northwest 
can  rival  Mesoamerica  in  the  pro- 
duction of  pre-Columbian  art. 

Two  main  great  civilizations  are 
known  to  have  existed  in  this  re- 


gion. One  was  the  Olmec  and  their 
successors,  the  Maya,  who  lived  in 
southern  Mexico  and  Guatemala; 
the  other  was  the  Aztec  which  de- 
scended from  the  Toltec  and  the 
Teotihuacano.  Other  distinctive 
cultures  flourished  around  these 
civilizations  and  also  produced  art. 

The  regions  of  Colima,  Nayarit, 
Michoacan,  and  Jalisco  on  the  west 
coast  of  Mexico  produced  signifi- 
cant clay  sculpture.  Many  carved 
stone  and  clay  images  have  been 
found  on  the  Gulf  Coast  of  Mexico, 
primarily  in  the  Veracruz  area.- 
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Seated  hunchback,  right.  Hollow  red  clay.  Late  Preclassic  (603- 
100  B.C.)  (?)  Colima,  Mexico.  12  inches  high. 
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Personals 

Dr.  TF.  Compere  Basom  of  El 
Paso  has  been  elected  president  of 
the  American  Fracture  Associa- 
tion for  a three-year  term. 

Dr.  Hugh  Savage  of  Fort  Worth 
is  the  new  president  of  the  Texas 
Association  of  Obstetricians  and 
Gynecologists.  President-elect  is 
Dr.  Jack  A.  Pritchard,  Dallas; 
vice  president,  Dr.  Hiram  P.  Ar- 
nold, Houston;  and  secretary  Dr. 
James  T.  Downs,  III,  Dallas. 

Dr.  Sam  Douning,  a resident  at 
the  M.  D.  Anderson  Hospital  and 
Tumor  Institute  in  Houston,  has 
been  awarded  the  Willard  Cooke 
prize  for  his  paper  on  “Mixed 
Mesodermal  Tumors”  by  the  Texas 
Association  of  Obstetricians  and 
Gynecologists. 

A three-year  project  for  com- 
puter diagnosis  of  internal  de- 
rangements of  the  knee,  a coopera- 
tive enterprise  of  Dr.  Louis  Breck 
of  El  Paso  and  many  other  per- 
sons, has  received  the  Nicholas 
Andry  Award  of  the  Association 
of  Bone  and  Joint  Surgeons.  The 
first  of  its  kind  in  the  orthopedic 
field,  the  project  resulted  in  an 
accurate  diagnosis  in  80  percent  of 
cases  fed  into  a digital  computer. 

Dr.  Kelly  Burkhart  of  Corsicana 
spoke  on  “Treatment  of  Gyneco- 
logic Problems”  at  the  meeting  of 
the  Hill  County  Medical  Society 
in  Whitney  on  March  12. 

New  officers  of  the  Texas  Radi- 
ological Society  are  Dr.  John  T. 
Mallams,  Dallas,  president;  Dr. 
Ruskin  C.  Norman,  San  Antonio, 
president-elect;  Dr.  Herman  C.  Se- 
hested.  Fort  Worth,  secretary;  and 
Dr.  Roscoe  P.  O’Bannon,  Fort 
Worth,  treasurer. 

Dr.  Erwin  G.  Pink  of  Frisco  has 
been  named  “Frisco  Man  of  the 
Year.” 

Dr.  Rita  Don  is  president  of 
Southwest  Allergy  Forum;  vice 
president  is  Dr.  Albert  Unger,  and 
secretary-treasurer  is  Dr.  Edward 
Egbert.  All  are  from  El  Paso. 

S.  Edward  Sulkin,  Ph.D.,  of  Dal- 
las has  been  honored  by  bis  alma 
mater,  Washington  University  in 
St.  Louis,  Mo.,  at  a recent  founders 
day  banquet  there.  Dr.  Sulkin  re- 
ceived a distinguished  alumnus 
award.  He  is  chairman  of  the  De- 
partment of  Microbiology  at  South- 
western Medical  School. 

Dr.  J.  W.  PitUnan  of  Belton  has 
retired  as  Mary  Hardin -Baylor 
College  physician,  a position  held 
for  more  than  20  years.  Dr.  T.  P. 
Edwards  of  Belton  succeeds  him. 


Dr.  Frank  Cohen,  Fort  Worth, 
has  received  the  Mankind  Award 
for  1965  from  the  Sertoma  Clubs 
of  Fort  Worth. 

New  officers  of  Private  Clinics 
and  Hospitals  are  Dr.  J.  F.  Peters, 
Alvai'ado,  Dr.  H.  A.  Baker,  Wills 
Point,  president-elect,  and  Harry 
H.  Miller  secretary. 

Officers  of  the  Texas  Urological 
Society  are  Dr.  B.  Clary  Bates  of 
Austin,  president;  Dr.  William  TP. 
Wood,  Jr.,  Fort  Worth,  vice  presi- 
dent; and  Dr.  Grant  Begley,  Fort 
Worth,  secretary-treasurer. 

Dr.  J.  Richard  Crout  of  the  fac- 
ulty of  Southwestern  Medical 
School,  Dallas,  is  one  of  three  Bur- 
roughs-Wellcome  Scholars  in  Clin- 
ical Pharmacology  recently  an- 
nounced by  the  president  of  the 
drug  finn.  On  Dr.  Crout’s  behalf. 
Southwestern  Medical  School  will 
receive  a $100,000  award  to  sup- 
port a section  of  clinical  pharma- 
cology. 

New  officers  of  the  Ninth  Dis- 
trict Society  are  Dr.  Joseph  T. 
Amsivorth,  Houston,  president;  Dr. 
William  Conklm,  Navasota,  vice 
president;  Dr.  Bobby  Jones,  Hous- 
ton, secretary-treasurer;  and  Dr. 
Edwin  P.  Tottenham,  Brenham, 
president-elect.  Councilors  are 
James  Sammons,  Highlands,  and 
Dr.  Haden  McKay,  Humble. 

Dr.  Daniel  E.  Jenkins  of  Hous- 
ton is  president-elect  of  Texas  Tu- 
berculosis Association.  Other  phy- 
sicians who  are  officers  are  Dr. 
John  H.  Selby,  Lubbock,  first  vice 
president;  and  Dr.  Robert  B.  Mor- 
rison, Austin,  treasurer. 

Dr.  Stephan  E.  Ritzmann  of  the 
University  of  Texas  Medical  Branch 
is  one  of  seven  scientists  in  the  U.  S. 
to  receive  five-year  $75,000  leuke- 
mia research  scholarships  under 
the  Medical  Scholar  Program  of 
the  national  Leukemia  Society,  Inc. 
He  is  research  assistant  professor 
in  the  Department  of  Internal  Med- 
icine and  director  of  the  immuno- 
hematology  laboratory,  a division 
of  the  Hematology  Research  Lab- 
oratory under  the  direction  of  Dr. 
William  C.  Levin. 

Officers  of  Texas  Rheumatism 
Association  are  Dr.  C.  Collom 
Smith,  Waco,  president;  Dr.  John 
Fershtand,  Fort  Worth,  vice  presi- 
dent; and  Dr.  Homer  R.  Goehrs, 
Austin,  secretary. 

Dr.  Oran  L.  Ferrell,  Jr.,  of  Tyler 
has  been  made  a Fellow  of  The 
American  College  of  Obstetricians 
and  Gynecologists. 


Industrial  Hygienists 
To  Meet  in  Houston 

About  1,500  U.  S.  and  foreign 
industrial  hygienists  are  expected 
at  the  26th  annual  American  In- 
dustrial Hygiene  Conference  May 
3-7  at  the  Rice  Hotel  in  Houston. 

The  international  gathering  will 
hear  highly  technical  papers  fi'om 
experts  in  the  field  of  industrial 
hygiene. 

The  confei’ence,  held  annually  in 
conjunction  with  the  American 
Conference  of  Governmental  In- 
dustrial Hygienists,  will  be  high- 
lighted by  18  refresher  courses, 
several  panel  discussions,  and  some 
50  scientific  exhibits  in  addition  to 
the  more  than  150  individual  pa- 
pers to  be  delivered. 

Foreign  industrial  hygientists 
from  England,  Canada,  Sweden, 
and  France  will  be  participating 
in  the  conference.  Other  hygien- 
ists will  represent  the  various 
states  of  the  nation. 

Additional  information  may  be 
obtained  by  writing  to  Don  R. 
Kretsinger,  Public  Health  Educa- 
tion, Texas  State  Department  of 
Health,  Austin  5. 


Physical  Therapists  Plan 
San  Antonio  Meeting 

The  25th  annual  meeting  of  the 
Texas  Chapter,  American  Physical 
Therapy  Association  will  be  held 
May  21-23  in  San  Antonio  at  El 
Antonio  Motel. 

Additional  information  may  be 
obtained  by  writing  to  Joy  Daven- 
port, president,  Texas  Chapter, 
American  Physical  Therapy  Asso- 
ciation, 2402  Devonshire,  Austin, 
Texas  78723. 


TEXPAC  Breakfast 
To  Feature  Herlong 

Congressman  A.  Sydney  Herlong, 
D.  Fla.,  will  be  the  guest  of  honor 
and  main  speaker  at  the  TEXPAC 
Annual  Awards  Breakfast  at  7:30 
a.m.  Saturday,  IMay  1,  in  the  Ana- 
cacho  Room,  of  the  St.  Anthony 
Hotel  in  San  Antonio. 

Congressman  Herlong  introduced 
the  Eldercare  Bill  (H.R.  3727)  in 
the  U.S.  House  of  Representatives. 

Breakfast  tickets  are  available 
by  mail  from  the  TEXPAC  Cen- 
tral Office,  1905  North  Lamar, 
Austin,  or  fx’om  the  TEXPAC 
members  throughout  Texas.  The 
I price  will  be  a $10  donation. 
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Medical  Examiners 
Review  Year  1964 


During  the  year  1964,  the  Texas 
State  Board  of  Medical  Examiners 
was  active  in  the  field  of  medical 
discipline  and  took  action  against 
several  quacks. 

The  board’s  investigation  v'ork 
included:  509  complaints,  805  in- 
vestigations, 23  cases  filed  in  court, 
8 cases  filed  with  the  Board,  7 
court  convictions,  8 Board  convic- 
tions, and  21  injunctions. 

One  license  was  cancelled  by  the 
Board  for  prescribing  drugs  pro- 
miscuously and  two  for  narcotic 
addiction.  Two  licenses  were  can- 
celled and  physicians  placed  on 
probation  for  prescribing  drugs 
promiscuously,  one  for  allowing  a 
layman  to  use  his  license,  and  one 
for  fondling. 

One  case  was  cited  and  dismissed 
for  improper  treatment  of  a pa- 
tient and  another  for  felony  re- 
garding income  tax.  One  was  cited 
and  no  action  taken  for  prescrib- 
ing drugs  promiscuously. 

Narcotic  permits  were  suspend- 
ed in  four  cases  for  addiction  and 
in  one  for  prescribing  drugs  pro- 
miscuously, according  to  Dr.  M.  H. 
Crabb,  secretary  to  the  Board. 


Dependents'  Medical  Care 
Pays  Physicians  $1,600,000 

Mutual  of  Omaha,  contractor  for 
Dependents’  Medical  Care  Pro- 
gram, has  reported  on  the  physi- 
cians’ portion  in  Texas. 

During  the  calendar  year  1964, 
$1,644,066  in  claims  was  paid  to 
physicians  and  involved  18,842 
claims.  This  brings  total  payments 
in  Texas  since  May  1,  1958,  the 
date  Mutual  of  Omaha  assumed 
responsibility,  to  148,992  claims 
amounting  to  $12,887,781,  accord- 
ing to  B.  H.  Patterson,  adminis- 
trator of  Dependents’  Medical  Care. 


Pamphlets 

For  more  than  40  years,  Kim- 
berly-Clark has  been  providing 
booklets  explaining  menstruation 
to  young  girls  and  women  the 
v/orld  over.  In  addition  to  Eng- 
lish, these  pamphlets  are  available 
in  Spanish,  French,  Afrikaans, 
Chinese,  Persian,  Thai,  and  Arabic. 
A Braille  edition  also  has  been  pub- 
lished. The  latest  booklet  is  for  the 
2,500,000  mentally  retarded  girls 


and  women  in  the  United  States 
and  is  entitled  “How  To  Tell  the  Re- 
tarded Girl  About  Menstruation.” 

Copies  may  be  obtained  by  doc- 
tors, parents,  guardians,  and  edu- 
cators of  mentally  retarded  girls 
by  writing  to  the  Educational  De- 
partment, Kimberly-Clark  Corpo- 
ration, Box  551-MRB,  Neenah,  Wis. 


New  Books 
In  TMA  Library 


Adler,  F.  H.;  Physiology  of  the 
Eye,  4th  ed.,  St.  Louis,  C.  V. 
Mosby  Co.,  1965. 

Asenjo,  A.:  Neurosurgical  Tech- 
niques, Springfield,  Charles  C 
Thomas,  1963. 

Butt,  A.  J.:  Treatment  of  Urinary 
Lithiasis,  Springfield,  Charles 
C Thomas,  1960. 

Chalmers,  D.  G. : Biological  As- 
pects of  Occlusive  Vascular  Dis- 
ease, Cambridge,  England,  Cam- 
bridge University  Press,  1964. 

Cruickshank,  R.:  Modern  Trends 
in  Immunology,  Washington,  D. 
C.,  Butterworths,  1963. 

Ewalt,  J.  R. : Mental  Health  Ad- 
ministration, Charles  C Thomas, 
Springfield,  1956. 

Felsenfield,  0.:  Synopsis  of  Clini- 
cal Tropical  Medicine,  St.  Louis, 
C.  V.  Mosby  Co.,  1965. 

Gartland,  J.  J.:  Fuyidamentals  of 
Orthopaedics,  Philadelphia,  W. 
B.  Saunders  Co.,  1965. 

Goldman,  L. : Burns,  Springfield, 
Charles  C Thomas,  1965. 

Hall,  B.:  Mongolism  in  Newborns, 
Sweden,  Berlingska  Boktrycke- 
riet  Lund,  1964. 

Hopkins,  H.  U. : Leopold’s  Princi- 
ples and  Methods  of  Physical 
Diagnosis,  3rd  ed.,  Philadelphia, 
W.  B.  Saunders  Co.,  1965. 

Keats,  D.:  Cerebral  Palsy,  Spring- 
field,  Charles  C Thomas,  1965. 

Lyle,  J.  M.:  Fading  Family  Physi- 
cian, Fort  Worth,  Henry  L. 
Geddie  Co.,  1965. 

Merck  Index  of  Chemicals  and 
Drugs,  7th  ed.,  Rahway,  N.  J., 
Merck  & Co.,  1960. 

Nogovskii,  V.  A.;  Resuscitation 
and  Artificial  Hypothermia, 
New  York,  Consultants  Bureau, 
1962. 

Prinzmental,  M. : Heart  Attack: 
New  Hope,  New  Knowledge, 
New  Life,  revised  and  updated 
edition.  New  York,  Simon  & 
Schuster,  Inc.,  1965. 

Rotstein,  J.:  Simple  Splinting, 


Philadelphia,  W.  B.  Saunders 
Co.,  1965. 

Smith,  B.  K. : No  Language  But  a 
Cry,  Boston,  Beacon  Press,  1964. 

Stern,  T.  N. : Clinical  Examination, 
Chicago,  Year  Book  Medical 
Publishers,  Inc.,  1964. 

Thacker,  E.  W.:  Postural  Drain- 
age and  Respiratory  Control, 
London,  England,  Lloyd -Luke 
Ltd.,  1963. 

Werko,  L. : Mitral  Valvular  Dis- 
ease, Baltimore,  The  Williams 
& Wilkins  Co.,  1964. 

Von  Werssowetz,  0.  F.:  Parkin- 
sonism, Springfield,  Charles  C 
Thomas,  1964. 

NEW  JOURNAL 

Indian  Journal  of  Biochemistry, 
vol.  1,  no.  1,  Publications  and 
Information  Directorate,  CSIR, 
New  Delhi,  New  York,  Perga- 
mon  Press,  March,  1964. 


Book  Notes 

Books  reviewed  in  this  column  ore 
available  from  the  TMA  Library. 

Experience  in  Renal  Transplanta- 
tion. Thomas  E.  Starzl.  383  pp. 
Philadelphia,  W.  B.  Saunders 
Co.,  1964.  $17.50. 

T HIS  VOLUME  is  an  account  of 
a brief  but  intense  experience  with 
transplantation  of  kidneys  into 
uremic  patients.  Although  the  pro- 
cedure is  an  experimental  one, 
there  has  been  little  experimenta- 
tion in  the  usual  sense.  The  final 
chapter  tabulates  key  data  for  each 
kidney  transplant,  permitting  the 
reader  to  obtain  additional  infor- 
mation to  suit  his  own  interest. 
This  book  represents  an  outstand- 
ing example  of  careful  clinical  re- 
search and  will  be  of  interest  to 
physicians  and  biological  scientists. 


Dynamic  Pathology:  Structural 
and  Functional  Mechanisms  of 
Disease.  Maurice  M.  Black,  and 
Bernard  M.  Wagner.  296  pp. 
St.  Louis,  C.  V.  Mosby  Co., 
1964.  $8. 

COMPLETELY  new  pathology 
reference  book,  which  was  written 
for  medical  students  and  practicing 
physicians,  this  volume  stresses 
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the  dynamic  continuity  of  biologi- 
cal function  and  the  importance  of 
homeostatic  mechanisms  in  health 
and  disease.  It  also  clearly  illus- 
trates the  significance  of  pathol- 
ogy to  clinical  medicine. 

Heart  Attack:  New  Hope,  New 
Knowledge,  New  Life.  Myron 
Prinzmental,  rev.  ed.,  New 
Yoi'k,  Simon  and  Schuster,  1965. 

T HIS  BOOK  would  be  helpful  to 
busy  physicians  and  to  healthy 
patients  who  wish  to  avoid  coro- 
nary disease. 

First  published  in  1958,  Heart 
Attack  has  been  revised  and  up- 
dated by  Dr.  Prinzmental  in  collab- 
oration with  William  Winter.  In 
the  preface.  Dr.  Walter  C.  Alvarez 
writes,  “The  busy  physician  ought 
to  have  a book  which  he  can  rec- 
ommend or  give  to  his  patients — a 
book  that  will  answer  all  their 
questions  in  detail.  Dr.  Myron 
Prinzmental,  with  Mr.  William 
Winter,  has  written  such  a book.” 


Marriage  Counseling  in  Medical 
Practice.  A symposium.  Ethel 
M.  Nash,  Lucie  Jessner,  and  D. 
Wilford  Abse,  eds.  368  pp.  Chap- 
el Hill,  University  of  North 
Carolina  Press,  1964.  $8. 

T HIS  VOLUME  represents  an  ef- 
fort to  approach  the  general  topic 
of  marital  problems  in  medical 
practice  on  a universal  front.  The 
many  contributors  to  this  sym- 
posium have  successfully  surveyed 
the  present  state  of  knowledge  in 
this  area,  and  have  provided  essen- 
tial facts  that  will  be  useful  and 
stimulating  to  physicians. 

Animal  Behavior  and  Drug  Action. 
Ciba  Foundation  Symposium, 
Hannah  Steinberg,  ed.  491  pp. 
Boston,  Little,  Brown  and  Com- 
pany, 1964.  $13. 

CibA’S  volume  on  animal  be- 
havior and  drug  action  will  inter- 
est pharmacologists,  psychologists, 
and  psychiatrists.  The  intended 
scope  of  this  symposium  was  the 


role  and  limitations  of  animal  be- 
havior studies  in  the  investigation 
of  drugs  which  affect  the  central 
nervous  system. 

Blood  Program  in  World  War  11. 

Col.  John  Boyd  Coates,  Jr.,  MC, 
USA,  and  Elizabeth  McFetridge, 
eds..  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army, 
Washington,  D.  C.,  1964. 

T he  IMPORTANCE  of  this  pro- 
gram is  evidenced  by  a GI  w’ho 
lost  a leg  on  Guam  and  who  since 
that  date  has  given  65  pints  of 
blood  to  show  his  gratitude  for 
blood  that  saved  his  own  life.  This 
has  been  the  story  from  countless 
veterans  of  World  War  II  who 
have  rendered  equally  valuable 
support  for  such  programs  not  only 
in  the  military  but  in  the  develop- 
ing blood  bank  programs  in  civil- 
ian institutions  throughout  the 
country.  This  outgrowth  of  the 
blood  bank  program  established 
during  World  War  II  and  again 
in  the  Korean  War  has  resulted  in 
similar  programs  on  a less  mas- 
sive scale  throughout  the  nation  in 
civilian  institutions.  The  impetus 
and  teamwox’k  of  a cooperative  na- 
ture between  all  services  and  civil- 
ian educational  institutions  such 
as  Harvard  Medical  School  can- 
not be  overemphasized,  for  it  es- 
tablished the  method  on  a firm 
basis  on  an  unprecedented  scale 
and  of  a magnitude  that  would  not 
have  been  possible  otherwise. 

Many  problems  such  as  the  meth- 
ods of  packaging,  refrigeration, 
design  of  field  transfusion  units, 
uses  of  the  Zone  of  the  Interior, 
use  of  the  airlift  method,  and  the 
development  of  expendable  con- 
tainers and  transfusion  equipment 
all  contributed  in  their  many  and 
varied  facets  to  make  the  program 
effective.  Much  work  was  done  on 
preservative  solutions,  tests  of  the 
efficiency  of  such  preservatives, 
studies  of  typing,  studies  of  the 
Rh  factor,  studies  of  serologic 
problems,  and  cell  survival. 

The  developments  of  frozen  plas- 
ma, liquid  plasma,  concentrated 


plasma,  dried  plasma,  and  com- 
mercial processing  and  mass  pro- 
duction of  dried  plasma  are  all  dis- 
cussed. Equipment  and  production 
difficulties,  testing,  inspection,  and 
the  complications  of  its  use  are  all 
dealt  with.  The  indications  for 
continued  study  and  refinement  in 
its  production  is  stressed  for  the 
assumption  of  its  proper  place  in 
the  handling  of  mass  casualties  in 
the  future. 

The  discussion  by  theaters  was 
done  because  of  the  special  prob- 
lems that  were  encountered  in  each 
area.  The  amount  of  repetition 
present  is  irrelevant  when  com- 
pared to  the  importance  of  the  les- 
sons to  be  learned  in  connection 
with  each  area  of  operation.  The 
important  reactions  to  transfu- 
sions and  plasma  use  are  properly 
dealt  with  including  allergic,  pyro- 
genic, hemolytic,  and  problems  pe- 
culiar to  each  theater.  Further 
complications  such  as  lower  neph- 
ron nephrosis,  plasma  transfusion 
reactions,  and  homologous  serum 
jaundice  all  come  in  for  critical 
analysis. 

The  number  of  contributors  to 
this  volume  were  so  legion  that  it 
was  probably  wise  not  to  try  to 
list  them  all  for  inevitably  some- 
one would  have  been  missed.  Those 
of  us  in  Texas  can  be  proud  of  the 
American  Red  Cross  Blood  Donor 
Center  of  Fort  Worth,  under  the 
direction  of  Dr.  G.  Canby  Robin- 
son, for  their  contribution  which 
met  with  such  appreciation  that  a 
photograph  of  their  staff  is  includ- 
ed on  page  114. 

— Joe  Rude,  M.D.,  Austin. 

Consultation  with  Your  Doctor  for 
Personal  Understanding  of  Mar- 
riage. R.  N.  Rutherford  and  J. 
J.  Rutherford,  Chicago,  Bud- 
long  Press  Company,  1964. 

T HE  AUTHORS  write  a clear 
factual  presentation  of  modern 
thinking  about  matrimony.  They 
neglect  nothing  they  think  will  aid 
to  make  the  patient’s  marriage 
strong  and  serene,  discussing  the 
impacts  of  pregnancy  and  parent- 
hood, finances,  in-laws,  religious 
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difference,  divorce,  and  whether  a 
career  and  marriage  can  be  blend- 
ed together.  This  book  is  a frank 
and  forthright  guide  to  the  prob- 
lems frequently  encountered  in 
marriage. 

Pediatric  Procedures.  W.  T. 

Hughes,  Jr.  Philadelphia,  W.  B. 

Saunders  Company,  1964. 

A SMALL  VOLUME,  but  this  is 
one  packed  full  of  specific  direc- 
tions for  all  the  pediatric  proce- 
dures a pediatrician  could  or 
should  attempt  to  do.  Concise,  to 
the  point,  an  immediate  reminder 
on  procedures  we  may  have  for- 
gotten, and  an  excellent  guide  to 
the  house  officer  on  a pediatric 
service,  this  is  a valuable  volume 
for  any  physician  caring  for  chil- 
dren. 

— Meye21  Kurzner,  M.D., 
Corpus  Christi. 


Textbook  of  Otolaryngology.  D.  D. 
DeWeese  and  W.  H.  Saunders, 
2nd  ed.,  St.  Louis,  C.  V.  Mosby 
Company,  1964. 

This  is  a concise  “working”  text- 
book, as  opposed  to  the  larger  ref- 
erence books,  written  in  an  inter- 
esting readable  style,  and  designed 
primarily  for  the  medical  student 
and  general  practitioner.  The  anat- 
omy of  each  region  is  covered  ade- 
quately, and  illustrated  with  excel- 
lent drawings  and  photographs. 
Detailed  discussions  of  embryology 
and  physiology  are  avoided  except 
where  these  have  practical  appli- 
cation. 

The  authors,  in  their  prefacing 
remarks,  state  that  they  have 
placed  emphasis  on  diagnosis  and 
treatment,  and  this  they  have  ac- 
complished very  well,  imparting 
their  own  extensive  clinical  expe- 
riences to  the  text  in  an  effective 
manner. 

The  references  for  suggested  ad- 
ditional reading  at  the  end  of  each 
chapter  should  be  most  helpful  to 
interns,  residents,  and  also  to  the 
general  otolaryngologist.  The  au- 
thors indicate  a special  interest  in 


diseases  of  the  salivary  glands,  the 
facial  nerves,  larynx,  tumors  of  the 
head  and  neck,  and  speech  prob- 
lems. The  book  is  “up-to-date”  in 
all  aspects  and  includes  a chapter 
on  audiology  and  modern  recon- 
structive microsurgery  of  the  mid- 
dle ear. 

Finally,  the  book  will  serve  to 
alert  the  general  practitioner  to 
recognize  symptoms  and  signs  that 
call  for  consultation  with  or  re- 
ferral to  an  otolaryngologist. 

— Oliver  W.  Suehs,  M.D.,  Austin. 

No  Language  But  a Cry.  Bert  Kru- 
ger Smith,  Boston,  Beacon 
Press,  1964. 

To  THE  LIVES  of  families 
touched  by  a child’s  mental  illness 
or  retardation,  Bert  Kruger 
Smith’s  No  Language  But  a Cry 
offers  hope  and  challenge  to  im- 
prove and  increase  treatment  con- 
ditions and  facilities. 

Physicians  who  must  often  guide 
distraught  parents  in  such  situa- 
tions may  themselves  find  strength 
and  incentive  from  the  book  to 
help  these  parents  recognize  that 
their  children  need  help,  what  kind 
of  help  they  need,  and  where  they 
can  go  for  help.  Too,  the  book  will 
help  provide  perspective  to  the 
parents  confronted  with  such  ill- 
ness. Instead  of  condemning  both 
the  child  and  his  family  to  one’s 
own  atmosphere  of  guilt,  the  par- 
ent may  gain  insight  into  seeking 
the  type  of  help  best  for  both  fam- 
ily and  child. 

“No  loving  parent  would  will- 
ingly submit  his  child  to  the  pres- 
sures caused  by  catastrophe;  but 
no  one  can  prevent  catastrophes,” 
Mrs.  Smith  points  out.  “No  par- 
ent can  control  his  own  reactions 
to  devastation,  knowing  the  vicious 
cycle  of  unhappiness  that  may  be 
reflected  in  a child.” 

Mrs.  Smith  describes  several 
types  of  treatment  methods  being 
tried  in  widely  separated  parts  of 
the  country.  She  calls  also  for  a 
statistical  accounting  of  the  real 
amount  of  mental  illness  among 
children  in  our  country  today. 


There  is  a need,  she  declares,  to 
bring  maximum  benefits  to  the 
seriously  emotionally  disturbed 
child  in  any  and  every  community. 
There  is  need  for  more  research, 
more  trained  personnel,  and  more 
residential  treatment  centers. 

“But  they  are  not  enough,”  she 
says.  “They  do  not  provide  the 
total  answer.  The  problem  of  the 
seriously  ill  child  is  as  tall  as  a 
skyscraper  and  as  small  as  the 
brick  which  builds  it.  The  problem 
is  nation-wide,  and  neighbor-nar- 
row. The  circle  is  as  large  as  a 
community  band  of  services ; as 
small  as  the  encircling  arms  of  a 
parent.  Some  answers  are  in  na- 
tional legislation;  some  in  neigh- 
borhood action.  The  answer  can  be 
formed  by  the  voices  of  thousands 
or  by  the  whisper  of  one  person.” 

Surgery  of  the  Breast.  L.  H.  Jor- 
stad  with  the  collaboration  of 
M.  J.  Payne,  St.  Louis,  The  C. 
V.  Mosby  Company,  1964. 

Bn  an  attractively  printed 

book  written  in  a chatty  style  the 
author  presents  his  practiced  ap- 
proach to  common  problems  of 
breast  disease,  these  being  essen- 
tially the  evaluation  and  manage- 
ment of  the  normal  vs.  the  abnor- 
mal breast,  the  symptomatic  vs. 
the  asymptomatic  breast,  and  the 
too  large  or  the  too  small  breast. 

The  usual  and  accepted  ap- 
proaches to  benign  disease  are 
nicely  presented  and  illustrated  by 
the  excellent  line  drawings  of  W. 
R.  Schwarz.  In  addition,  the  au- 
thor presents  his  concept  of  a 
static  factor  in  the  etiology  of 
cystic  disease  and  thus  rational- 
izes his  success  with  supportive 
garments  as  a modality  in  the 
treatment  of  cystic  disease.  Sure- 
ly none  of  us  who  has  wandered 
lost  in  the  labyrinth  of  the  endo- 
crine explanations  for  cystic  dis- 
ease would  dare  say  nay  to  anoth- 
er concept.  It  would  have  been 
helpful,  and  in  keeping  with  the 
practical  tenor  of  the  book,  had 
Dr.  Jorstad  detailed  his  ideas  of 
proper  breast  support. 
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Somewhat  less  understandable  is 
the  emphasis  on  adenomammecto- 
my  or  subcutaneous  simple  mas- 
tectomy - with  - preservation  - of  - the- 
nipple  in  the  treatment  of  fre- 
quently recurrent  cystic  disease  or 
in  the  more  florid  varieties  of 
papillomatosis.  As  the  text’s  black 
and  white  photographs  suggest, 
and  as  most  clincal  experience  re- 
calls, this  operation  leaves  a mas- 
culine chest  wall  with  a nipple 
which  is  neither  hygienically,  nor 
psychologically,  nor  esthetically, 
nor  erotically  helpful.  There  is  no 
question  of  the  occasional  need  for 
simple  mastectomy  but,  as  the 
book’s  section  on  reconstructive 
surgery  suggests,  there  may  well 
be  a place  for  either  endogenous  or 
exogenous  implants  in  that  event. 

The  portions  of  the  book  devoted 
to  the  diagnosis  and  treatment  of 
carcinoma,  both  primary  operable 
and  advanced  incurable,  are  excel- 
lent, and  justify  the  author’s  dedi- 
cation of  his  book  “to  the  need  for 
earlier  recognition  of  carcinoma  of 
the  mammary  gland.”  The  13th 
chapter  lengthily  entitled  “Related 
Changes,  Diagnostic  Procedures, 
and  Developmental  Abnormalities 
as  They  Pertain  to  Cancer  of  the 
Breast”  is  a worthy  and  exempla- 
ry aggregation  of  33  thumbnail 
sketches  of  timely  and  germane 
topics.  One  or  more  such  chapters 
might  profitably  find  its  place  into 
any  comprehensive  textbook. 

Unique  to  this  work  is  the  exten- 
sive presentation  by  the  author’s 
daughter.  Dr.  Meredith  Jorstad 
Payne,  of  a 45 -page  chapter  on 
the  technical  aspects  of  the  recon- 
structive surgery  of  the  breast. 
Both  the  somatictherapeutic  and 
the  psychotherapeutic  procedues 
are  discussed  and  described.  Those 
of  us  less  familiar  with  this  as- 
pect of  breast  surgery  (and  we 
are  many)  would  profit  from  a 
resume  of  the  successes  and  fail- 
ures of  the  various  procedures,  as 
well  as  some  reference  to  the  pit- 
falls  and  morbidities. 

Dr.  Jorstad’s  book  makes  no 
claim  toward  being  an  exhaustive 


reference  work.  To  the  specialist 
in  the  field  it  is  a pleasant  and 
attractive  vade  mecum.  To  the 
nonsurgeon  it  is  an  excellent  shelf 
book  with  nearly  all  of  the  an- 
swers in  lucid  style;  and  with  an 
adequate  bibliography  for  him  who 
would  go  deeper. 

— Malcolm  Foote  Sher,  M.D., 
Houston. 

Textbook  of  Pediatrics.  Waldo  Nel- 
son, 8th  ed.  Philadelphia,  W.  B. 
Saunders,  1964. 

The  eighth  edition  of  this 

standard  pediatrics  text  again  cov- 
ers the  entire  field  of  pediatrics. 
Much  new  material  is  included  to 
bring  an  up-to-date  reference  book 
to  medical  students,  general  prac- 
titioners, and  pediatricians.  The 
many  contributing  authors  discuss 
prenatal  disease,  normal  growth 
and  development,  nutritional  re- 
quirements, infant  feeding,  as  well 
as  the  many  abnormalities  and  dis- 
eases of  children.  Two  chapters 
are  devoted  to  a discussion  of  fluid 
therapy.  The  new  edition  also  dis- 
cusses genetic  factors,  congenital 
malformations,  and  recently  dis- 
covered inborn  errors  of  metabol- 
ism. As  in  texts  which  cover  such 
a broad  field,  the  minutiae  of  dis- 
eases may  not  be  included,  but  a 
wealth  of  information  about  the 
diseases  of  children  is  presented 
in  readable  form. 

— Dr.  Gretchen  Runge,  Austin. 

Preventive  Medicine  in  World  War 
II,  Volume  VII,  Communicable 
Diseases  ('Arthropodborne  Dis- 
eases other  than  Malaria^, 
Washington,  D.  C.,  Office  of 
the  Surgeon  General,  Depart- 
ment of  the  Army,  1964. 

Well  over  half  of  this  397- 

page  book  is  devoted  to  the  various 
forms  of  typhus,  the  characteris- 
tics of  the  disease  in  every  part  of 
the  world,  together  with  the  vector 
of  the  disease,  and  the  steps  to  be 
taken  to  control  the  spread  of  the 
disease  as  well  as  the  methods  of 
treatment  to  be  employed.  Lethal 
aspects  of  this  disease  are  strik- 
ing; mortality  may  be  as  much  as 


50  percent  but  more  often  is  10-20 
percent.  Vectors  include  mites, 
lice,  and  fleas  which  with  rodents 
form  a difficult  to  eradicate  reser- 
voir so  that  typhus  transmission 
to  man  is  always  possible. 

Other  diseases  dealt  with  in 
similar  fashion  are  bartonellosis, 
transmitted  by  the  bite  of  Phle- 
botomus  in  parts  of  Peru,  Ecuador 
and  Colombia,  and  more  familiar- 
ly known  as  Oroya  fever,  and 
dengue  whose  vector  is  Aedes 
aegypti  and  Aedes  albopictus.  Chief 
American  experience  mentioned 
was  in  Australia,  New  Hebrides, 
New  Guinea,  and  the  Philippines. 
Siapan  and  China  should  also  be 
included.  Filariasis  leishmaniasis, 
and  the  plague  received  attention. 
A detailed  experience  of  our  medi- 
cal findings  with  relapsing  fever, 
sand  fly  fever,  and  yellow  fever 
are  all  included.  Even  our  own 
Rocky  Mountain  spotted  fever  is 
covered  and  a map  of  its  distribu- 
tion shows  a much  greater  geo- 
graphic distribution  in  this  coun- 
try than  one  had  anticipated  and 
to  one’s  surprise  Derma-center  an- 
dersoni  is  not  the  only  vector  of 
that  disease  but  D.  variabilis  and 
Amblyoynma  americanum  are  also 
listed. 

— Joe  C.  Rude,  M.D.,  Austin. 

Infectious  Diseases  of  Children. 

Saul  Krugman  and  Robert 

Ward,  3rd  ed.,  St.  Louis,  C.  V. 

Mosby  Company,  1954. 

This  practical  book,  in  its 

third  edition,  gives  an  up-to-date 
description  of  the  etiology,  pathol- 
ogy, clincal  manifestations,  diag- 
nosis and  treatment  of  the  infecti- 
ous diseases  of  children.  Preven- 
tive measures  as  well  as  isolation 
techniques  and  quarantine  are  dis- 
cussed in  detail.  The  clarity  with 
which  it  is  written  and  the  excel- 
lent illustrations,  which  include 
many  color  photographs,  combine 
to  make  this  a readable  reference 
book.  The  usual  contagious  dis- 
eases of  childhood,  the  rickettsial 
infections,  salmonella  and  shigella 
infections,  tetanus,  and  rabies  are 
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all  discussed.  However,  this  book 
is  particularly  valuable  in  that  it 
also  discusses  the  common  viral  in- 
fectious diseases.  A chapter  on 
enteroviruses,  as  well  as  two  new 
chapters  discussing  rhinoviruses. 


myxoviruses,  adenoviruses,  picrona- 
viruses,  and  others  should  help  the 
physician  in  making  a differential 
diagnosis.  Another  new  chapter  in 
this  third  edition  discusses  the  cy- 
tomegalovirus infections.  At  a time 


when  rapid  changes  have  come 
about  in  our  knowledge  of  infecti- 
ous diseases,  the  authors  present  a 
contemporary  discussion  of  infec- 
tious diseases. 

— Dr.  Gretchen  Runge,  Austin. 


Recent  Deaths 


DR.  G.  T.  HALL 

Dr.  Granville  T.  Hall,  a general 
practitioner  and  surgeon  in  Big 
Spring  for  57  years,  died  of  a heart 
attack  Jan.  19. 

He  was  bom  Nov.  22,  1882,  in 
Cleburne  and  attended  school  there. 
When  he  was  a boy,  he  and  his  par- 
ents, the  late  Mr.  and  Mrs.  A.  G. 
Hall,  moved  to  Big  Spring. 

Following  his  graduation  from 
the  University  of  Texas  Medical 
Branch,  his  internship  at  John 
Sealy  Hospital  in  Galveston,  and 
postgraduate  work  at  Bellevue  Hos- 
pital in  New  York,  Dr.  Hall  re- 
turned in  1908  to  Big  Spring  to  be- 
gin practice. 

He  was  a director  of  one  of  the 
city’s  first  hospitals,  and  later  a 
young  associate  joined  him  in  build- 
ing the  Big  Spring  Hospital,  which 
is  now  the  Howard  County  Hospital 
Foundation. 

Dr.  Hall  was  a member  of  the 
American  Medical  Association,  the 
Texas  Medical  Society,  and  the  Per- 
mian Basin  Medical  Society  which 
honored  him  in  1959  for  more  than 
half  a century  of  service.  He  was 
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a leader  in  the  First  Methodist 
Church  and  was  active  in  Masonic 
work,  being  a member  of  Staked 
Plains  Masonic  Lodge  598,  Big 
Spring  Chapter  178,  Big  Spring 
Commandry  31  Knights  Templar, 
and  a member  of  the  Shrine  Hella 
Temple  in  Dallas.  He  was  a mem- 
ber of  the  Big  Spring  Rotary  Club. 

Over  the  years  he  accumulated 
holdings  in  farm,  ranch,  and  oil 
properties,  and  in  recent  years  de- 
veloped one  of  the  area’s  leading 
registered  Hereford  herds. 

On  April  9,  1931,  he  married 
Florence  Thelma  Free  in  Dallas. 
She  and  their  daughter.  Miss  Flor- 
ence Marie  Hall  of  Dallas,  survive. 


DR.  R.  H.  MOORE 

Dr.  Ramsay  Hudson  Moore,  long 
resident  of  Dallas  and  a pediatri- 
cian, died  Jan.  29,  1965. 

He  was  a Sunday  school  class 
teacher  and  an  elder  in  the  Pres- 
byterian church  for  many  years. 
At  the  time  of  his  death,  he  was 
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a member  of  the  Highland  Park 
Presbyterian  Church.  He  was  a 
member  of  the  early  planning  com- 
mittee of  the  Presbyterian  Hospital 
now  under  construction  in  Dallas. 

He  was  born  in  Garland  and 
spent  his  childhood  in  Clarksville. 
He  attended  Culver  Military  Acad- 
emy, the  University  of  Tennessee, 
Tulane,  and  the  University  of  Tex- 
as. He  received  his  medical  degree 
from  the  University  of  Texas  Med- 
ical Branch  in  Galveston.  His  in- 
tern and  residency  training  were 
at  Philadelphia  General  Hospital 
with  special  training  in  pediatrics 
at  St.  Louis  Children’s  Hospital 
and  in  Europe.  He  was  a member 
of  Alpha  Tau  Omega  and  A.M.P.O. 
medical  fraternity. 

Since  the  beginning  of  his  prac- 
tice of  medicine,  he  was  on  the 
staffs  of  Baylor,  St.  Paul,  Meth- 
odist, Bradford  Memorial  hospitals, 
Hope  Cottage,  Southwestern  Medi- 
cal School,  and  was  a member  of 
the  advisory  committee  for  the 
Children’s  Medical  Center.  He  was 
associated  in  a teaching  capacity 
with  the  Baylor  University  College 
of  Medicine  when  it  was  in  Dallas 
and  also  with  the  University  of  Tex- 
as Southwestern  Medical  School. 

Dr.  Moore  was  a member  of  the 
Dallas  County  Medical  Society,  the 
Dallas  Southern  Clinical  Society, 
the  Texas  Medical  Association,  a 
life  member  of  the  Southern  Medi- 
cal Association,  a member  of  the 
American  Medical  Association,  the 
American  Academy  of  Pediatrics,  a 
founder  and  charter  member,  past 
president,  and  district  councilor  of 
the  Texas  Pediatric  Society.  He 
was  a founder,  charter  member, 
and  past  president  of  the  Dallas 
Pediatric  Society. 

He  was  a member  of  the  Terpsi- 
chorean  Club. 

He  is  survived  by  his  wife,  the 
former  Zelma  Bassett. 


DR.  C.  M.  GRISWOLD 

Dr.  Culver  McFerrin  Griswold 
died  Nov.  30  in  a Houston  hospital. 
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A former  Houston  physician,  he 
had  practiced  in  Crockett  from 
1955  until  last  August. 

He  was  president  of  the  Harris 
County  unit  of  the  American  Can- 
cer Society  from  1947  until  he 
moved  to  Crockett. 

Dr.  Griswold  was  boim  Dec.  25, 
1894,  in  Chillicothe,  the  son  of  James 
Thomas  and  Virginia  Ellis  Gris- 
wold. He  attended  the  University 
of  Texas  in  Austin  and  received  his 
medical  degree  at  the  University  of 
Texas  Medical  Branch  in  1923.  He 
served  his  internship  and  residency 
at  John  Sealy  Hospital  in  Galves- 
ton. 

He  was  a member  of  the  Houston 
County  Medical  Society,  11th  Dis- 
trict Medical  Society,  Texas  Medi- 
cal Association,  American  Medical 
Association,  Texas  Dennatological 
Society,  Phi  Beta  Pi  medical  fra- 
ternity, and  Alpha  Omega  Alpha 
honorary  medical  fraternity. 

He  was  a member  of  the  board 
of  stewards  of  the  Crockett  Meth- 
odist church,  a Rotarian,  and  the 
first  president  of  the  Crockett 
Community  Council. 

Dr.  Griswold  married  Florence 
Hamilton  on  Sept.  10,  1924,  in  Lake 
Charles,  La. 

Mrs.  Griswold  survives  as  do  a 
daughter,  Mrs.  Ed  Stedman,  Jr., 
Beaumont;  a brother,  Jackson  V. 
Griswold,  Philadelphia;  two  sisters, 
Mrs.  Ovid  B.  Hundley  of  Houston, 
and  Mrs.  W.  Hubert  Seale  of  Abi- 
lene; and  three  grandchildren. 


DR.  J.  A.  WATTS 

Dr.  John  Augustus  Watts  died  in 
San  Antonio  March  1 of  a coronary 
thrombosis.  He  had  practiced  there 
from  1913  until  1960. 

Dr.  Watts  was  born  in  Bonn,  Ger- 
many, Nov.  3,  1879,  the  son  of  Dr. 
George  Graham  and  Mary  Kay 
Watts.  He  was  educated  in  Texas 
at  West  Texas  Military  Academy 
(now  Texas  Military  Institute)  in 
San  Antonio  and  at  the  University 
of  Texas  Medical  Branch.  He  in- 
terned at  City,  Santa  Rosa,  and 
Physicians  and  Surgeons  hospitals 
in  San  Antonio. 

Before  his  return  to  San  Antonio 
in  1913,  Dr.  Watts  practiced  seven 
years  in  Mexico  in  the  states  of 
Nuevo  Leon  and  Tamaulipas. 

He  was  a member  of  Bexar 
County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  When  Phi  Sig- 
ma Phi  medical  frateniity  was  or- 
ganized in  1902,  Dr.  Watts,  then  in 
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medical  school,  was  a charter  mem- 
ber. 

He  was  a charter  member  and 
past  president  of  the  San  Antonio 
Kiwanis  Club. 

Dr.  Watts’  military  service  in- 
cluded duty  with  the  Belnap  Rifles 
in  San  Antonio  in  1896,  with  the 
Texas  Regiment  of  Infantry  in 
1898,  and  with  the  Second  Texas 
Cavalry  in  1918  serving  as  a major 
in  the  medical  corps  at  Camp  Green- 
leaf,  Ga. 

In  1913  he  married  Miss  Marie 
Lampe  in  a Galveston  ceremony  on 
Oct.  11. 

He  is  survived  by  his  wife;  a son, 
Robert  Graham  Watts;  and  a sis- 
ter, Mrs.  Barnard  Watts  Turnbull, 
all  of  San  Antonio. 


DR.  B.  E.  ABREU 

Dr.  Benedict  E.  Abreu,  professor 
and  chairman  of  the  Department  of 
Pharmacology  and  Toxicology  at 
the  University  of  Texas  Medical 
Branch  since  1961,  died  Jan.  24  in 
John  Sealy  Hospital,  Galveston. 
He  was  51. 

A native  of  Oakland,  Calif.,  born 
July  31,  1913,  Dr.  Abreu  received 
his  B.S.,  M.S.  and  Ph.D.  degrees 
from  the  University  of  Califomia, 
and  his  M.D.  from  the  University 
of  California  School  of  Medicine. 

He  served  on  the  faculties  of 
West  Virginia  University  School  of 
Medicine  (1937-1939)  ; the  Univer- 
sity of  Oklahoma  School  of  Medi- 
cine (1939-1941)  ; the  University  of 
Georgia  School  of  Medicine  (1941- 
1944),  and  the  University  of  Cali- 
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fornia  School  of  Medicine  (1944- 
1949).  In  1949,  he  joined  the  staff 
of  Pitman-Moore  Co.,  Indianapolis, 
as  a pharmacologist,  serving  as  as- 
sociate research  director  there  from 
1951  to  1961,  when  he  came  to  Gal- 
veston. 

Nationally  recognized  for  his  re- 
search in  neuropharmacology.  Dr. 
Abreu  published  126  articles  in  sci- 
entific journals. 

He  was  a member  of  the  Ameri- 
can Medical  Association,  the  Amer- 
ican Association  for  the  Advance- 
ment of  Science,  the  International 
College  of  Anesthetists,  the  Royal 
Society  of  Tropical  Medicine  and 
Hygiene,  and  the  American  Col- 
lege of  Clinical  Pharmacology  and 
Chemotherapy,  along  with  member- 
ships in  numerous  other  profession- 
al societies. 

He  seiwed  as  a member  of  the 
Central  Advisory  Committee,  Coun- 
cil on  Circulation,  of  the  American 
Heart  Association ; on  the  board  of 
directors  of  the  Indiana  Neuromus- 
cular Research  Laboratory,  Inc.; 
and  on  the  Scientific  Advisory 
Board  of  the  South  India  Research 
Institute,  Ltd.,  Vijayawade,  South 
India. 

Since  1964  he  also  was  a consult- 
ant in  pharmacology'  and  toxicology 
at  the  Texas  Institute  for  Rehabili- 
tation and  Research  of  the  Texas 
Medical  Center  in  Houston. 

He  belonged  to  the  Lutheran 
church. 

He  married  Ada  L.  Baughn  of 
Guthrie,  Okla.,  on  Aug.  13,  1941,  in 
Oklahoma  City. 

Dr.  Abreu’s  wife  and  three  chil- 
dren, John,  James,  and  Mary  Eliza- 
beth, live  in  Galveston. 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1. 
1966.  Annual  Meeting,  New  York  City, 
June  20-24,  1965.  Dr.  F.  J.  L.  Blasin- 
game,  535  Dearborn,  Chicago  10,  Exec. 
Vice  Pres. 

Texas  Medical  Association,  San  Antonio, 
Annual  Session,  April  29-May  2,  1965 ; 
Austin,  Public  Relations  Conference,  Sept. 
24-26,  1965  ; Austin,  Conference  for  Coun- 
ty Medical  Society  Officials,  Jan.  22-23, 
1966.  C.  Lincoln  Williston,  1801  N.  La- 
mar, Austin,  Exec.  Sec. 

APRIL 

American  Academy  of  General  Practice,  San 
Francisco,  April  12-16,  1966.  Mr.  M.  F. 
Cahal,  Volker  Blvd.  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Academy  of  Pediatrics,  Bal  Har- 
bour, Fla.,  April  26-29,  1965.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 
111.,  Exec.  Dir. 

American  College  of  Allergists,  Las  Vegas., 
Nev.,  April  4-9,  1965.  Dr.  John  D.  Gil- 
laspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Obstetricians  and  Gyne- 
cologists, San  Francisco,  April  4-7,  1966. 
Mr.  D.  F.  Richardson,  79  W,  Monroe, 
Chicago  3,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Chicago,  April  9-10,  1965. 
Mr.  H.  E.  Northam,  186  N.  Wabash, 
Chicago  1,  Exec.  Dir. 

International  College  of  Surgeons,  Las 
Vegas,  Nev.,  April  25-29,  1966.  Stanley 
E.  Henwood,  1616  Lake  Shore  Dr.,  Chi- 
cago. Sec. 

Texas  Air-Medics  Association,  San  Antonio, 
May  1-2,  1965.  Dr.  C.  F.  Miller.  Box 
1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin, April  23-24,  1966.  Frank  B.  Self, 
4004  N.  Lamar  Blvd.,  Austin,  Exec.  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, San  Antonio,  April  29,  1965.  Dr. 
Francine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, San  Antonio,  April  30,  1965.  Dr. 
G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  San  Antonio,  May  2,  1965. 
Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St., 
San  Antonio,  Sec. 

Texas  Dermatological  Society,  San  Antonio, 
May  1,  1966.  Dr.  M.  A.  Forbes,  607  W. 
14th  Street,  Austin,  Sec. 


Texas  Diabetes  Association,  San  Antonio. 
May  2,  1965.  Dr.  Leonard  R.  Robbins, 
3618  Yoakum,  Houston,  Sec. 

Texas  Industrial  Medical  Association,  San 
Antonio,  April  29,  1965.  Dr.  James  K. 
Stewart,  P.  O.  Box  3311,  Beaumont,  Sec. 

Texas  Neuropsychiatric  Association,  San 
Antonio,  May  2,  1965.  Dr.  Jake  Peden. 
Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  San 
Antonio,  April  29-30,  1965.  Dr.  J.  L. 
Mims,  Jr.,  730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  San  An- 
tonio, May  1,  1965.  Dr.  Margaret  Wat- 
kins, 3603  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  San 
Antonio,  April  29-30,  1965.  Dr.  Norman 
Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  San  Antonio.  April  29,  1965.  Dr. 
Charles  Peterson.  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  San  Antonio, 
April  29.  1965.  Dr.  T.  Melton,  636  Her- 
mann Professional  Bldg.,  Houston,  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  San  Antonio,  April  29,  1965. 
Dr.  Robert  G.  McCorkle,  7338  McHenry 
St.,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  San  An- 
tonio, May  1-2,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
San  Antonio,  April  29,  1965.  Dr.  Dan 
Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  San  An- 
tonio, May  1,  1965.  Dr.  Jack  L.  Smith, 
3155  Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  San  An- 
tonio, April  29,  1966.  Dr.  John  Gannon, 
1433  Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Surgical  Society,  Dallas,  April  4-6, 
1966.  Dr.  W.  B.  King,  Jr..  2320  Columbus 
Ave. , Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  San  An- 
tonio, April  29,  1965.  Dr.  J.  C.  Long, 
805  W.  8th,  Plainview,  Sec. 

Eleventh  District  Society,  Jacksonville, 
April  8,  1965.  Dr.  F.  Verheyden,  400  S. 
Ragsdale,  Jacksonville,  Sec. 


MAY 

American  Association  of  Plastic  Surgeons, 
Boca  Raton,  Fla.,  May  2-5,  1965.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y. , Sec. 


American  Gastroenterological  Association, 
Montreal,  May  27-29,  1965.  Dr.  David 
Gayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society,  New  Yoi-k, 
May  20-22.  1965.  Dr.  C.  J.  Lund,  260 
Crittenden  Blvd.,  Rochester  20,  N.  Y., 
Sec. 

American  Surgical  Association,  Philadel- 
phia, May  13-15,  1965.  Dr.  W.  Altemeier, 
Cincinnati  General  Hospital,  Cincinnati 
29,  Sec. 

Gastrointestinal  Research  Forum,  Montre- 
al, May  27,  1965.  Dr.  George  A.  Hallen- 
beck,  Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Southwestern  Surgical  Congress,  Hot 
Springs,  Ark.,  May  10-13,  1966.  Dr.  R.  B. 
Howard,  301  Pasteur  Bldg.,  Oklahoma  City 
3,  Okla. 

South  Texas  District,  American  College  of 
Surgeons,  San  Antonio,  May  20,  1965.  Dr. 
August  Herff,  Jr.,  1626  Nix  Professional 
Bldg.,  San  Antonio,  Sec. 

Texas  Hospital  Association,  Houston,  May 
16-19,  1965.  O.  Ray  Hurst,  6225  U.  S. 
Highway  290  E.,  Austin,  Exec.  Sec. 

Texas  Society  on  Aging,  San  Antonio,  May 
2,  1965.  Mrs.  Edith  DeBusk,  Rio  Grande 
Bldg.,  Dallas,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966,  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc., 
Chicago,  Dec.  4-9,  1965.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va.,  Sept.  9- 
11,  1965.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Oct.  14-19,  1966. 
Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Association  for  Thoracic  Surgery. 
Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Cancer  Society,  Inc.,  New  York, 
Oct.  25-29,  1965.  Mr.  G.  Whittlesey,  219 
E.  42nd  St.,  New  York,  Sec. 

American  College  of  Chest  Physicians,  New 
York  City,  June  17-21,  1965.  Mr.  M.  Kom- 
feld.  112  E.  Chestnut,  Chicago  11,  Exec. 
Dir. 
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American  College  of  Gastroenterology,  Bal 
Harbour,  Fla.,  Oct.  24-27,  1965.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa  Boro, 
N,  J.,  Sec. 

American  College  of  Physicians.  Dr.  E.  C. 
Rosenow,  Jr.,  4200  Pine,  Philadelphia  4. 
Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22.  1966.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa.,  Aug.  22- 
27,  1965.  Dr.  Glenn  Gullickson,  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 
19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Hospital  Association,  San  Fran- 
cisco, Aug.  30-Sept.  2,  1966.  Dr.  Edwin 
L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  16-19,  1965.  Mr.  Rome  A. 
Betts,  44  E.  23rd,  New  York  10,  Exec.  Dr. 

American  Medical  Women's  Association, 
Chicago,  Nov.  10-14,  1965.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Neurological  Association,  Atlan- 
tic City,  N.  J.,  June  14-16,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Minneapolis, 
Minn.,  June  14-17,  1966.  Dr.  N.  D.  Nigro, 
7816  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc., 
Chicago,  Oct.  18-22,  1965.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver, Oct.  23-27,  1965.  Mr.  J.  W.  Andes, 
616  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Chicago,  Oct.  15-23,  1965.  Miss  Eleanor 
F.  Larson,  446  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck.  Mayo  Clinic.  Rochester. 
Minn.,  Sec. 

Medical  Society  of  United  Sates  & Mexico. 
Dr.  James  Nauman.  1603  N.  Tucson  Blvd., 
Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago, Nov.  28-Dec.  3.  1966.  Mr.  M.  D. 
Frazer,  1744  S.  68th  St.,  Lincoln,  Neb., 
Sec. 

South  Central  Association  of  Blood  Banks. 
L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1966.  Mr.  R.  F.  Butts,  2601 
Highland,  Birmingham  6,  Exec.  Sec. 


Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-6.  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  December,  1965.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  El  Paso,  April, 
1966.  Dr.  W.  P.  Coleman,  1828  Calhoun 
St.,  New  Orleans,  La.,  Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Medical  Association,  El  Paso, 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St.,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine. 
Dr.  J.  R.  Maxfield.  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 


State 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1966.  Mr.  D.  C.  Jackson,  1906 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton, Dec.  4,  1965.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs.  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Division,  American  Cancer  Society, 
Arlington,  June  2,  1965.  Mr.  C.  W.  Rei- 
mann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19.  1965.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25,  1966.  Dr.  C.  E.  Gilmore,  811  Bon- 
ham, Paris,  Sec. 


Texas  Public  Health  Association.  J.  N. 
Murphy.  Jr.,  P.  O.  Box  5192,  Austin  31, 
Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10.  Sec. 

Texas  Rheumatism  Association,  Houston. 
Dec.  3,  1966.  Dr.  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology. Dr.  Jack  B.  Lee,  409  Camden 
St.,  San  Antonio,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences.  Mrs.  Betty  J.  Anderson.  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Fort  Worth,  June  21-23,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg..  Fort 
Worth,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26.  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 


Texas  Urological  Society,  Shreveport.  La.. 
January,  1966.  Dr.  Grant  Begley,  1416 
Pennsylvania,  Fort  Worth,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Los  Angeles,  June  7-10,  1966. 
Dr.  Jorge  Jimenez-Gandica,  601  U.  S. 
Court  House,  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  Feb.  5,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Third  District  Society,  Lubbock,  Oct.  9, 

1965.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus 
Christi,  July  9-10,  1965.  Dr.  J.  E.  Al- 
bright, 2481  Medical  Center,  Corpus 
Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin,  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 

1966.  Dr,  Bobby  Jones,  218  Main  Street, 
Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteeth  District  Society.  Dr.  W.  H.  Neil, 
1217  W.  Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Lake  Tex- 
oma.  Sept.  11-12,  1965.  Dr.  Fred  W.  Shel- 
ton, 600  N.  Highland  Ave.,  Sherman, 
Chm. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-23,  1966.  Dr.  J.  Morris 
Horn,  3707  Gaston.  Dallas,  Dir. 

International  Medical  Assembly  of  South- 
west Texas.  S.  E.  Cockrell,  Jr.,  202  W. 
French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans.  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr..  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  25-27,  1965.  Miss  Alma 
F.  O’Donnell,  503  Medical  Arts  Bldg., 
Oklahoma  City  2.  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston,  July  12-14,  1965.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas.  Dec. 
10-11,  1965.  Harry  H.  Miller.  Gulf  Coast 
Hospital,  Baytown.  Sec. 
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Challenge  oi  Today 

American  medicine  faces  the  greatest  chal- 
lenge of  its  history.  Possessed  of  a great  heritage 
and  proud  of  its  own  accomplishments,  medicine 
must  contend  with  political  decisions  that  will 
change  our  system  of  the  practice  of  medicine  in 
such  a manner  that  one  can  only  speculate  as  to 
the  ultimate  outcome. 

As  to  how  all  this  came  about,  there  has  been 
(and  there  will  be)  much  speculation,  some  re- 
criminations, and  some  unjust  criticism  of  our  lead- 
ership. If  we  will  but  consider  historical  events 
political  in  nature  and  of  recent  origin,  it  is  easy 
to  understand  the  situation  that  now  exists.  In 
1960  the  successful  major  party  had  a skimpy  plu- 
rality. To  further  weaken  and  slow  up  legislative 
processes,  the  President  did  not  have  the  full  co- 
operation of  the  conservative  south  wing  of  his 
party  which,  together  with  the  Republican  con- 
servatives in  the  Congress,  created  an  unfavorable 
environment  for  passage  of  medicare  for  the  aged 
under  the  Social  Security  System.  An  assassin’s 
bullet  changed  all  that  in  November  of  1963.  The 
new  President  was  able  to  control  the  Southern  con- 
servative wing  of  the  party  and  yet  work  closely 
with  the  more  liberal  elements.  To  worsen  our  situ- 
ation, the  financing  of  medical  care  was  made  a ma- 
jor issue  in  the  1964  campaign  and  the  Democrats 
won  by  a landslide.  Some  44  new  Congressmen  cam- 
paigned specifically  on  a platform  to  support  medi- 
cal care  for  the  aged  under  the  Social  Security  Sys- 
tem. The  new  President,  elected  in  his  own  right, 
gave  medical  care  of  the  aged  number  one  priority 
for  consideration  in  the  present  session  of  Congress. 
The  Republican  Party,  shattered  and  discouraged, 
began  to  seek  liberal  support,  and  the  heretofore 
many  stalwart  friends  of  medicine  either  changed 
their  stand,  compromised,  or  remained  silent.  A 
compromise  measure  by  the  Ways  and  Means  Com- 
mittee was  about  the  best  that  we  could  hope  for; 
perhaps  in  some  small  degree  that  has  occurred. 
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While  all  these  events  were  taking  place,  the 
lay  public  remained  confused,  misinformed  or 
lacked  information  as  to  the  exact  nature  of 
proposed  medical  care  bills.  Perhaps  our  own 
organizations  lacked  a clear  policy  for  a suf- 
ficient period  of  time  to  enable  news  media  to 
apprise  the  public  about  proposed  means  of 
solution.  However  a great  deal  of  informa- 
tion was  gotten  out  to  the  people,  so  that  a 
considerable  segment  of  our  population  now 
understands  what  the  policy  of  Eldercare 
really  meant.  What  is  more  important  now, 
a considerable  percentage  of  the  voters  real- 
ize that  the  King- Anderson  bill  did  not  real- 
ly provide  adequate  coverage  and  would  cost 
much  more  in  comparison  to  Eldercare  or 
the  extension  of  Kerr-Mills  type  legislation. 
Organized  medicine  itself  was  possessed  of 
some  inertia.  Three-fourths  of  our  own 
members  in  Texas  did  not  contribute  to 
their  own  PAG  organizations  during  the 
years  1960-1964.  I believe  it  is  fair  to  say 
that  liberal  elements  of  both  major  political 
parties,  although  constituting  a minority, 
have  been  able  to  bring  about  this  change 
by  militant  and  aggressive  action. 

The  AMA  in  1964  formulated  a national 
policy  based  on  solid  and  sound  reasoning, 
namely  to  provide  the  best  care  for  all  of 
our  citizens,  and  all-out  help  for  those  who 
really  need  help.  Ultimately  this  policy  will 
prove  its  political  value  if  pursued,  restated, 
and  constantly  transmitted  through  the  news 
media  to  the  public.  The  objections  to  the 
King-Anderson  type  legislation  that  we  have 
made  are  certainly  valid  and  I believe  that 
they  apply  to  the  present  bill.  It  provides 
only  partial  coverage  to  those  who  really 
need  help.  It  provides  the  same  type  cov- 
erage to  the  rich,  who  do  not  need  help  and, 
in  many  instances,  will  not  have  contributed 
their  share  by  means  of  a regressive  tax 
scheme.  Certainly  we  may  expect  a great 
increase  in  the  utilization  of  our  present  hos- 
pital facilities  already  taxed  to  capacity. 
Sooner  or  later  there  will  be  an  opposite  re- 
action on  the  part  of  the  voters  as  resent- 
ment over  these  features  builds  up. 

What  are  the  routes  of  action  open  to  phy- 
sician citizens  in  this  crisis?  Personally,  I 
do  not  feel  obligated  to  try  to  prove  the 
soundness  of  the  law  that  we  have  termed 
“unsound.”  Certainly  we  should  call  atten- 
tion to  the  excessive  costs  and  inequalities 
that  exist  in  its  administration.  We  must  do 
this  individually  and  collectively  through  our 
professional  and  political  affiliations.  As  an 


organization,  we  must  not  rest  until  the 
next  crisis  faces  us,  but  begin  with  renewed 
energy  to  try  to  get  our  ideas  across  to  the 
laity  through  every  medium  of  communica- 
tion— the  radio,  press,  and  television.  This 
is  not  a time  for  us  to  divide  ourselves  by 
indulging  in  useless  name-calling,  and  blam- 
ing various  segments  of  our  organization  for 
the  retreats  and  defeats  in  the  past.  Now  is 
the  time  to  reaffirm  our  support  of  our 
elected  leaders.  Now  is  the  time  to  express 
our  appreciation  to  those  who  have  given  of 
their  time  so  that  our  case  should  be  heard. 
Now  is  the  time  to  get  active  in  TEXPAC, 
in  AMP  AC,  and  in  both  major  political  par- 
ties, and  above  all,  to  express  our  opinions 
at  the  polls.  Certainly  no  constructive  ac- 
tion can  come  about  as  a result  of  discontent 
and  aimless  wandering. 

What  may  be  our  darkest  hour  may  yet 
prove  to  be  our  finest  if  we  will  but  work 
together  with  patience,  with  diligence,  with 
courage,  and  always  with  an  optimistic  atti- 
tude toward  the  future. 

— Robert  L.  Daily,  Wichita  Falls. 

Drift  with  Current 
Or  Swim  Upstream? 

Hot  too  many  years  ago,  Dr.  Walter  G. 
Stuck  of  San  Antonio,  a scientific  contribu- 
tor to  this  journal,  made  some  observations 
which  merit  reflection  by  younger  men  en- 
tering practice.  He  noted  that  most  doctors, 
when  setting  up  a practice,  experience  a few 
lean  years  from  an  economic  standpoint,  but 
it  is  not  too  long  before  their  financial  suc- 
cess and  stability  have  become  established. 
The  individual  early  aspires  to  belong  to  a 
number  of  medical  and  paramedical  organi- 
zations and  with  striving  these  goals  usually 
are  accomplished,  as  it  were,  and  while  the 
climb  upward  was  difficult,  it  was,  nonethe- 
less, satisfying. 

The  doctor  at  this  point  has  two  choices: 
He  may  elect  to  “coast,”  for  this  is  the  path 
of  least  resistance.  It  is  all  too  easy  to  neg- 
lect attending  medical  meetings,  reading  cur- 
rent medical  journals,  or  even  recording 
adequate  histories  and  results  of  physical 
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examinations  on  hospital  records.  We  as- 
suage our  medical  consciences  with  the  obli- 
gations of  social,  family,  and  economic  com- 
mitments. The  alternative  course  of  contin- 
uing one’s  medical  education  and  interest  be- 
comes no  easier  as  we  grow  older.  The  task 
of  “keeping  up,”  medically,  seems  to  in- 
crease almost  proportionately  with  the  in- 
creasing number  of  medical  journals.  The 
never-ending  number  of  records  to  be  kept, 
histories  to  be  completed,  and  meetings  to 
attend  may  seem  insurmountable — then  there 
is  that  unusual  case  or  clinical  experience 
which  deserves  a brief  recording  in  medical 
literature. 

Each  of  us  must  choose  his  path,  but  med- 
icine can  only  gain  if  we  elect  to  swim  up- 
stream rather  than  to  drift  with  the  current. 

— Ralph  A.  Munslow,  M.D.,  San  Antonio. 


Diverticulitis  Is  Increasing 

T HE  NUMBER  of  cases  of  diverticulosis 
and  diverticulitis  of  the  sigmoid  and  descend- 
ing colon  seems  to  be  increasing.  Perhaps  we 
see  more  cases  because  more  people  live  past 
the  age  of  60  and  because  radiologists  are  be- 
coming more  expert  diagnosticians.  Most 
doctors  are  conscious  of  the  possibility  of 
malignancy  of  the  colon,  but  once  such  a diag- 
nosis has  been  ruled  out,  they  may  lose  inter- 
est in,  and  forego  active  treatment  of,  the  pa- 
tient with  symptoms  due  to  diverticulitis  of 
the  colon. 

Increased  use  of  diagnostic  barium  enemas 
leads  to  discovery  of  more  cases  of  diverticu- 
losis. Sooner  or  later,  some  of  these  patients 
with  diverticulosis  will  develop  diverticu- 
litis and  will  require  medical  or  surgical 
treatment  or  both.  It  is  estimated  that  about 
15  percent  of  people  over  50  years  old  have 
roentgenographic  evidence  of  diverticulosis. 
The  older  they  become,  the  greater  the  chance 
that  diverticulitis  will  develop.  About  20 
percent  of  the  patients  with  signs  and  symp- 
toms of  diverticulitis  will,  sooner  or  later,  re- 
quire surgery. 

Some  of  the  major  complications  that  may 
develop  from  active  diverticulitis  are  as  fol- 
lows: 

1.  Rupture  of  a diverticulum  with  devel- 
opment of  pelvic  abscess  and  peritonitis. 


This  usually  requires  drainage  of  the  abscess 
and  a right  transverse  colostomy.  In  two  or 
three  months  a resection  of  the  involved  area 
of  the  colon  may  be  done,  with  the  anterior 
anastomosis  and  closure  of  the  colostomy 
performed  then  or  at  a later  date. 

2.  Diverticulitis  with  stricture.  This  usu- 
ally can  be  treated  by  one-stage  anterior  re- 
section without  preliminary  colostomy.  How- 
ever, if  complete  obstruction  is  present,  a 
two-stage  procedure  may  have  to  be  done. 

3.  Vesicosigmoidal  or  vesicovaginosig- 
moidal  fistulas  usually  require  at  least  a 
two-stage  procedure  for  repair. 

4.  Hemorrhage  due  to  diverticulitis  can 
be  acute,  dangerous,  and  quickly  fatal.  It 
usually  can  be  treated  by  one-stage  anterior 
resection  of  the  involved  area. 

5.  Those  patients  who  may  have  a malig- 
nancy or  diverticulitis  must  be  treated  by 
surgical  exploration  to  rule  out  malignancy 
as  well  as  to  cure  the  diverticulitis  if  present. 

I am  inclined  to  operate  earlier  when 
chronic  diverticulitis  does  not  respond  to 
conservative  treatment ; the  complications  of 
under-treatment  are  messy  and  may  require 
two  or  three  major  operative  procedures  be- 
fore satisfactory  results  are  obtained. 

— Howard  Dudgeon,  Jr.,  M.D.,  Waco. 


Colectomy  For 
Ulcerative  Colitis 

W HAT  DO  WE  have  to  offer  a patient  with 
ulcerative  colitis?  The  answer  should  be  a 
fair  chance  for  return  to  good  health,  either 
by  medical  treatment  or  by  colectomy.  Often 
this  is  not  so,  as  the  vital  decisions  about  the 
need  for  surgery  are  postponed  or  ill-timed 
and  an  emergency  situation  develops.  Under 
these  circumstances  the  operative  mortality 
rises  abruptly  and  surgery  often  has  to  be 
reluctantly  undertaken  by  those  with  limited 
experience  in  this  field. 

The  main  problem  is  how  to  strike  the 
balance  between  unnecessary  colectomy  and 
the  art  of  delivering  the  patient  to  the  right 
surgeon  at  the  right  time.  Ulcerative  colitis 
is  an  uncommon  disease,  and  individual  phy- 
sicians seldom  manage  these  patients  with- 
out help.  Sufferers  from  this  disease  should 
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be  referred  for  a yearly  review  to  institu- 
tions or  individuals  with  a particular  inter- 
est in  ulcerative  colitis.  The  patient  also 
must  come  to  realize  that  he  will  require 
life-long  medical  supervision. 

Steroids  given  systemically^  or  per  rec- 
tum^  may  cut  short  an  attack,  but  the  long- 
term course  is  probably  not  influenced. 
Short,  high-dosage  regimens  are  preferred 
with  gradual  reduction,  stopping  altogether 
within  a few  weeks.  Diet  should  not  be  too 
restrictive  and  should  emphasize  the  need 
for  protein  to  replace  the  continuous  loss 
into  the  colon.  Periodic  vitamin  supple- 
ments and  estimation  of  serum  iron  levels 
are  advisable  and  it  may  be  necessary  to 
give  iron  injections  or  blood  transfusion, 
as  iron  by  mouth  is  poorly  tolerated.  Bowel 
sterilization  with  sulfonamide  or  neomycin 
is  wise  when  the  disease  is  active,  especially 
if  colectomy  is  being  considered.  Azulfidine 
is  preferred  for  long-term  use. 

Emergency  colectomy  is  sometimes  essen- 
tial and  undoubtedly  saves  life,  but  elective 
surgery  is  much  safer.  At  each  review  it 
is  helpful  to  estimate  the  degree  of  disability 
and  one  should  be  hesitant  about  accepting 
too  low  a level  of  general  health  without  dis- 
cussing colectomy.  Specific  points  which  re- 
quire attention  are  the  degree  of  fatigue, 
efficiency  at  work,  and  a consideration  of 
the  risks  of  not  removing  the  diseased  colon. 
The  presence  of  fever  or  leukocytosis,  the 
serum  protein  and  prothrombin  levels,  the 
proctoscopic  appearances,  and  the  extent  and 


degree  of  radiologic  involvement  also  are  to 
be  considered. 

If  most  of  these  features  are  adverse  and 
not  corrected  by  medical  management,  it  is 
well  to  introduce  the  technicalities  of  colec- 
tomy for  consideration  by  the  patient  and 
his  family.  One  cannot  hurry  into  this  major 
decision,  or  unhappiness  results. 

In  the  majority  of  patients  colectomy  must 
be  complete  and  lesser  operations  are  gen- 
erally unwise.  Aylett^  in  England  is  the  lead- 
ing advocate  of  ileorectal  anastomosis  and 
reports  brilliant  results.  Further  evaluation 
is  needed  and  the  majority  of  colon  surgeons 
do  not  accept  this  procedure  except  when  the 
rectum  is  healthy.  The  low  rectal  anastomo- 
sis is  difficult  to  perform  and  the  risk  re- 
mains of  inflammatory  or  malignant  disease 
in  the  rectum. 

The  modern  ileostomy,  well  fashioned  and 
well  situated,  and  fitted  with  an  adhesive 
appliance,  can  be  satisfactorily  managed 
without  odor,  chafing  of  the  skin,  or  leak- 
age. However  heavy  manual  labor  is  gen- 
erally not  possible  and  the  choice  of  occu- 
pation should  be  considered.  Energy  and 
strength  is  rapidly  regained  after  total  colec- 
tomy, and  marriage,  child  bearing,  and  un- 
interrupted work  are  generally  possible. 

— Callum  R.  W.  Bain,  M.D.,  Dallas. 
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We  Work  and  Build 
On  History’s  Foundation 


Centennials  are  always  considered  as  proper  occasions 
for  looking  back  and  for  adding  up.  This  being  the  centennial 
administration  of  the  Texas  Medical  Association,  I feel  that 
we  can  be  forgiven  if  we  pause  long  enough  to  be  prideful  about 
the  great  past  of  our  organization. 

As  a group,  we  have  left  deep  and  indelible  marks  in  the 
path  of  the  history  of  Texas.  Ours  has  been  a group  dedicated 
to  serve  the  people  of  our  state.  Ours  has  been  a group  dedi- 
cated to  the  total  welfare  of  the  communities  in  which  we  have 
lived.  Ours  has  been  a group  dedicated  to  the  profession  of 
medicine.  We  have  a long  and  honorable  history  and  a rich  and 
meaningful  tradition.  Great  men  have  moved  among  us.  Our  past 
has  left  us  a legacy  of  achievement,  of  courageous  action,  and 
of  bold  vision. 

There  are  certain  dangers  involved  in  looking  at  history 
and  tradition.  These  things  can  have  an  hypnotic  effect.  They 
can  cause  us  to  be  self-satisfied  when  such  an  attitude  is  not 
justified.  When  any  group  becomes  excessively  prideful  of  its 
history  and  begins  to  worship  its  tradition,  that  group  is  des- 
tined to  become  decadent  and  finally  to  die. 

History  and  tradition  are  never  end  products.  They  are 
but  a foundation  for  the  present  generation  to  build  upon.  Our 
predecessors  have  left  us  a strong  foundation.  How  we  use  that 
foundation  is  up  to  us.  If  we  choose,  we  can  be  as  vigorous  and 
as  constructive  as  those  who  have  served  before  us.  We  can 
leave  the  generations  to  come  an  ever  greater  and  more  substan- 
tial foundation  for  their  v/ork. 

Today  has  its  problems  and  they  are  unlike  any  encoun- 
tered in  the  past.  Each  of  the  previous  99  administrations  of 
this  Association  had  its  own  dilemma.  Its  leaders  had  to  use 
the  resources  they  had  at  hand  to  overcome  uncertainty;  they 
had  to  plan,  work,  and  find  their  own  solutions.  While  the 
circumstances  of  today  seem  to  loom  large,  they  are  not  unsur- 
mountable.  We  will  solve  those  questions  that  perplex  us  be- 
cause we  have  the  will  to  work  and  to  build.  Our  resources  lie 
in  a membership  that  is  dedicated  to  the  causes  of  our  organi- 
zation. We  have  a strong  foundation  left  by  those  who  served 
before  us.  We  will  cope  v/ith  our  difficulties  of  today  and  we 
will  add  another  chapter  to  the  great  history  and  the  meaning- 
ful tradition  of  the  Texas  Medical  Association. 


President 
Texas  Medical  Association 
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Emergency  Treatment  of 
Upper  Gastrointestinal  Hemorrhage 

Summary  of  1,000  Cases 


TODAY  SAFE  and  effective  emer- 
REviEw  ARTICLES  gency  surgical  or  manipulative 

■ means  are  available  for  immediate 
control  of  almost  all  forms  of  upper 
gastrointestinal  hemorrhage.  Because  hemor- 
rhage can  be  dangerously  unpredictable, 
ready  availability  of  a radical,  definitive 
approach  puts  a strain  on  any  internist’s 
avoAved  conservatism. 

This  article  reviews  the  therapeutic  expe- 
riences with  1,000  patients  treated  for  acute 
hemorrhage  from  the  upper  gastrointestinal 
tract,  simply  to  define  the  local  need  for  and 
results  of  emergency  surgical  treatment  of 
hemorrhage.  The  clinical  features  of  upper 
gastrointestinal  hemorrhage  vary  so  much 
from  one  group  of  patients  to  the  next  that 
valid  comparison  cannot  be  made  between 
this  and  other  reported  series.  The  effec- 
tiveness of  one’s  approach  to  treatment  can- 
not be  gauged  well  by  the  success  of  some- 
one else’s  approach ; therefore,  the  literature 
is  not  reviewed,  nor  are  comparisons  made. 


The  Patients 

Between  1947  and  early  1964,  1,000  adults 
with  upper  gastrointestinal  bleeding  were 
managed  by  methods  discussed  here.  These 
were  general  hospital  patients,  treated  in  six 
hospitals  with  constantly  changing  staffs  but 
with  good  continuity  regarding  medical  prin- 
ciples and  philosophy  of  approach  to  the  vari- 
ous problems  presented.  The  number  of  pa- 
tients per  age  decade,  from  second  through 
tenth  decades,  were,  respectively,  46, 147,  285, 
218,  129,  119,  40,  14,  and  2.  The  major  diag- 


noses, as  determined  by  the  vigorous  diag- 
nostic approach,^  can  be  seen  in  Table  1.  De- 
tailed diagnostic  information  concerning  this 
group  of  patients  has  already  been  pre- 
sented- and  will  not  be  repeated. 


Blood  Replacement 

In  every  case  blood  was  freely  available 
for  replacement,  and  it  was  freely  used.  The 
therapeutic  philosophy  was  that  significant 
circulating  blood  deficiency  should  not  be 
permitted  to  exist  and  that  blood  replace- 
ment cannot  reinitiate  or  aggravate  existing 
hemorrhage.  At  the  same  time,  induction  of 
pulmonary  edema  through  too  rapid  or  ex- 
cessive transfusion  was  recognized  as  a most 
dangerous  threat,  especially  because  many 
of  the  patients  were  old  and  presumably 
could  have  unrecognized  cardiopulmonary 
problems. 

The  replacement  requirements  according 
to  diagnosis  are  shown  in  Table  2.  Roughly, 
the  figures  indicate  the  relative  severity  of 
the  various  lesions  as  sources  of  blood  loss. 
The  most  severe  hemorrhages,  of  course, 
could  kill  the  patient  before  the  replacement 
requirements  could  make  themselves  known. 


Emergency  Medical  Treatment 

Ice  water  lavage  of  the  stomach,  consid- 
ered the  best  emergency  treatment  for  upper 
gastrointestinal  bleeding,  was  used  in  all 
cases.  It  proved  remarkably  effective.  The 
technique,  which  was  used  with  some  en- 
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Ice  wat-er  gastric  lavage  was  used  as  the  k 
most  effective  emergency  treatment  measure  I 

in  the  treatment  of  a series  of  1,000  patients  [t  Eppy  D PALMER 

with  upper  gastrointestinal  hemorrhage.  i 

Blood  replacement  was  used  freely  with  pre-  if 
cautions  taken  against  pulmonary  edema.  | 


Table  1. — Incidences  of  Diagnoses  and  Frequencies 
of  Emergency  Operations. 


No. 

Bleeding  Lesion  Patients 

No.  Treated 
by 

Emergency 

Surgery 

% Treated 
by 

Emergency 

Surgery 

Duodenal  ulcer 

278 

62 

22 

Esophagogastric  varices 

178 

24 

13 

Erosive  gastritis 

125 

12 

10 

Gastric  ulcer 

118 

37 

31 

Erosive  esophagitis 

79 

5 

6 

Mallory- Weiss  syndrome 

43 

6 

14 

Stomal  ulcer 

30 

9 

30 

Gastric  carcinoma 

12 

1 

8 

Others 

60 

12 

20 

Undetermined 

77 

3 

4 

For  all  disease 

categories  1 

,000 

171 

17.1 

Table  2. — Average  Blood  Replacement  Requirements 
per  Patient,  According  to  Diagnosis. 


Ml.  Blood  Required 
Diagnosis  Average  per  Patient 


Rendu-Osler-Weber 

6250 

Stomal  ulcer 

3830 

Esophagogastric  varices 

3800 

Erosive  esophagitis 

3600 

Erosive  gastritis 

3580 

Esophageal  ulcer 

3440 

Gastric  ulcer 

2490 

Mallory- Weiss 

1580 

Others 

2330 

Undetermined 

1470 

thusiasm  by  Kussmaul  and  then  by  Sippy, 
involves  simply  the  instillation  and  'with- 
drawal of  ice  water  through  a large  tube 
(Fr.  36  Ewald  tube)  with  the  help  of  a large 
nozzle  syringe  (Toomey  bladder  evacuator). 

Whatever  its  source,  active  bleeding  was 
stopped  at  least  temporarily  in  two-thirds  of 
the  cases.  This  held  true  for  all  types  of 


bleeding — arterial  as  in  duodenal  ulcers,  ve- 
nous as  in  esophageal  varices,  and  capillary 
as  in  universal  erosive  esophagogastritis.  In 
almost  all  of  the  other  cases  there  was  at 
least  significant  slowing.  On  an  average,  two 
or  three  liters  of  ice  water  were  used  over 
about  a 15-minute  period. 


Emergency  Surgical  Treatment 

Table  1 summarizes  the  experience  with 
emergency  surgical  management  of  uncon- 
trolled hemorrhage.  It  must  be  emphasized 
that  these  were  truly  emergency  operations. 

For  bleeding  duodenal  ulcer,  emergency 
subtotal  gastrectomy  was  performed  in  56 
cases  and  emergency  vagotomy  with  gastro- 
enterostomy in  6.  Subtotal  gastrectomy  was 
used  for  35  patients  with  gastric  ulcer,  and 
simple  gastrotomy  and  oversewing  were  used 
for  2.  One  patient  who  was  bleeding  from 
both  gastric  and  duodenal  ulcer  was  man- 
aged by  subtotal  gastrectomy.  Emergency 
segmental  esophagogastrectomy  was  used  for 
2 patients  with  esophageal  ulcer.  Bleeding 
stomal  ulcer  was  treated  by  further  resec- 
tion and  stomal  revision  for  4 patients, 
transthoracic  vagotomy  for  3,  and  oversew- 
ing for  2. 

For  esophagitis,  subtotal  gastrectomy  was 
used  three  times,  and  vagotomy  with  gastro- 
enterostomy and  hiatus  hernia  repair  were 
used  for  one  patient  each.  Gastritis  was 
treated  by  vagotomy  with  gastroenterostomy 
five  times,  subtotal  gastrectomy  three  times, 
total  gastrectomy  twice,  and  hiatus  hernia 
repair  once.  One  patient  with  bleeding  gas- 
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tritis  was  explored  for  gastrectomy  but  the 
operation  was  halted  because  the  patient’s 
condition  deteriorated  suddenly. 

For  bleeding  esophagogastric  varices, 
emergency  portacaval  shunt  was  used  for  13 
patients,  transesophageal  varix  ligation  for  3, 
simple  splenectomy  for  2,  segmental  esoph- 
agogastrectomy  for  2,  and  splenorenal  shunt 
for  1.  Three  patients  were  explored  for  shunt 
but  the  operations  had  to  be  abandoned. 

Six  patients  with  Mallory-Weiss  syndrome 
required  emergency  gastrotomy  and  over- 
sewing. Two  patients  were  bleeding  down 
the  common  duct  following  closed  hepatic 
trauma,  and  both  required  emergency  ex- 
ploration of  the  liver.  In  two  other  patients 
the  splenic  artery  had  ruptured  spontane- 
ously into  the  upper  gastrointestinal  tract 
and  in  both  instances  artery  ligation  was 
required. 

In  one  patient  each,  the  following  diseases 
required  emergency  surgery:  gastric  sarcoi- 
dosis (vagotomy  with  gastroenterostomy), 
gastric  sarcoma  (exploration  only),  gastric 
carcinoma  (gastrectomy) , ruptured  sclerotic 
submucosal  gastric  artery  (gastrotomy  and 
oversewing),  aberrant  pancreas  of  the  duo- 
denum (resection),  and  duodenal  leiomyoma 
(exploration  only). 

In  three  patients  no  bleeding  lesion  could 
be  found  after  pandiagnostic  effort  but  emer- 
gency surgery,  nevertheless,  was  judged  nec- 
essary. Blind  gastrectomy  was  performed  in 
one  instance.  In  the  other  two,  the  proce- 
dures were  carried  no  further  than  mere 
exploration. 


Mortality 

Sixty-eight  patients  died  as  a direct  or  in- 
direct result  of  hemorrhage.  Details  are 
shown  in  Table  3.  Deaths  indirectly  due  to 
hemorrhage  were  for  the  most  part  among 
patients  with  cirrhosis  whose  hemorrhage 
initiated  hepatic  failure,  the  actual  killer. 


Table  3. — Deaths  Directly  or  Indirectly  Due 
to  Hemorrhage. 


No. 

of 

Cases 

No. 

Who 

Had 

Surgery 

%of 
Patients 
with  This 
Diagnosis 
Who  Died 

Esophagogastric  varices 

41 

4 

23 

Erosive  gastritis 

7 

3 

6 

Duodenal  ulcer 

5 

5 

2 

Stomal  ulcer 

3 

3 

10 

Gastric  ulcer 

2 

1 

2 

Erosive  esophagitis 

2 

1 

3 

Gastric  leukemia 

2 

0 

Esophageal  carcinoma 

2 

0 

Liver,  post-traumatic 

1 

1 

Gastric  carcinoma 

1 

0 

Splenic  artery  into 
gastric  stump 

1 

1 

Undetermined 

1 

1 

In  fact,  23  percent  of  all  patients  with  cir- 
rhosis who  bled  from  varices  died  during  or 
immediately  following  this  hemorrhage. 

The  mortality  rates  for  hemorrhage  from 
erosive  gastritis  and  from  erosive  esopha- 
gitis were,  respectively,  6 and  3 percent, 
while  the  rate  for  hemorrhage  from  duo- 
denal ulcer  was  only  2 percent. 

Summary 

Briefly,  experiences  with  the  treatment  of 
1,000  patients  with  upper  gastrointestinal 
hemorrhage  have  been  summarized.  Ice  wa- 
ter gastric  lavage  was  relied  upon  as  the 
most  effective  emergency  treatment  meas- 
ure. Blood  replacement  was  used  freely  but 
with  precautions  against  pulmonary  edema. 
Seventeen  percent  of  the  patients  required 
emergency  surgical  treatment.  The  mortal- 
ity rate  was  approximately  7 percent. 
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Small  Bowel  Neoplasms 

Report  of  100  Cases 


JOHN  R.  KELSEY,  M.D.,  PHILIP  S.  BENTLIF,  M.D.,  and  THOMAS  H.  CASEY,  M.D. 


One  hundred  cases  of  small  bowel  neoplasms, 
including  45  benign  and  55  malignant  tu- 
mors, were  collected  from  four  general  hos- 
pitals. Of  the  benign  tumors  which  presented 
primary  symptoms,  95  percent  were  success- 
fully treated  by  surgery.  Of  the  malignant 
group,  23  percent  appeared  to  have  been 
treated  satisfactorily  by  surgery. 

p ^ IT  HAS  BEEN  stated  that  neo- 
CASE  REPORTS  plastlc  disBasG  of  the  small  bowel 

■ occurs  so  seldom  that  it  is  seen 
only  occasionally  during  the  pro- 
fessional life  of  a physician.^  The  small  in- 
testine is  considered  the  silent  area  of  the 
intestinal  tract,  so  that  physicians  do  not 
charge  themselves  with  the  responsibility  of 
identifying  these  tumors.  Actually,  these  tu- 
mors occur  much  more  frequently  than  has 
been  appreciated  generally.  Their  symptoms 
are  frequently  distinct  and  offer  the  physi- 
cian an  opportunity  to  diagnose  and  treat 
them  with  the  accuracy  and  therapeutic  ac- 
complishment comparable  to  that  in  tumors 
in  other  areas  of  the  intestinal  tract. 

Although  there  are  several  reviews  on 
small  bowel  neoplasms,^-®  most  of  these 
studies  are  limited  to  malignant  or  benign 
tumors  or  to  a specific  type  of  tumor.  The 
most  comprehensive  review  was  that  of  Riv- 
ers and  others^  in  1956,  in  which  1,399  cases 
of  benign  neoplasms  from  the  world’s  litera- 
ture were  collected.  It  is  of  interest  that  14 
of  the  38  pages  in  this  article  were  devoted 
to  bibliography.  Botsford  and  associates®  re- 
ported 115  cases  of  malignant  and  benign 
neoplasms  collected  from  Peter  Bent  Brig- 


ham Hospital  from  1913  to  1960.  Bernstein 
and  others^  reported  a similar  group  from 
Mount  Sinai  Hospital,  which  had  been  col- 
lected over  a 25-year  period.  Hunt  and  oth- 
ers^ reported  81  cases,  also  over  an  extended 
period.  Most  of  the  reports  of  groups  of 
small  bowel  tumors  have  been  collections  of 
isolated  cases  which  appear  in  the  literature 
or  which  were  obtained  from  the  records  of 
a large  hospital  for  a period  of  25  to  40  years 
or  more.  We  have  chosen  for  review  100 
cases  collected  from  the  files  of  the  Her- 
mann, Methodist,  St.  Luke’s  Episcopal,  and 
Veterans  Administration  Hospitals  of  Hous- 
ton. All  of  these  cases  have  occurred  within 
the  past  12  years,  so  that  they  offer  a more 
current  appraisal  of  diagnostic  acumen,  sur- 
gical treatment,  and  medical  management  of 
these  conditions.  The  fact  that  we  were  able 
to  collect  this  number  of  cases  over  such  a 
short  period  of  time  is  indicative  of  the  fact 
that  small  bowel  tumors  are  much  more  com- 
mon than  past  reports  in  the  literature  have 
led  us  to  believe. 


Cell  Type  and 
Location  of  Neoplasms 

In  our  100  cases,  there  were  45  benign 
and  55  malignant  small  bowel  neoplasms. 
The  cell  type  of  tumor  is  tabulated  in  Tables 
1 and  2.  The  number  of  benign  tumors  of 
epithelial  origin  is  about  equal  to  that  of 
connective  tissue  origin.  There  are  consid- 
erably more  malignant  tumors  of  epithelial 
origin. 
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Table  1. — Benign  Tumor  Cell  Types. 


Epithelial  Origin 

Adenomatous  polyps 

8 

Villous  adenoma 

1 

Carcinoid 

11 

Connective  Tissue  Origin 

Leiomyoma 

12 

Lipoma 

3 

Fibroma 

2 

Neurofibroma 

2 

Hemangioma 

2 

Hemangiopericytoma 

1 

Cystic  lymphangioma 

1 

Non-neoplastic  Masses 

Hamartoma 

1 

Aberrant  pancreatic  tissue 

1 

Table  2. — Malignant  Tumor  Cell  Types. 


Epithelial  Origin 

Adenocarcinoma  22 

Malignant  degeneration  of  papillary 

adenoma  1 

Malignant  carcinoid  11 

Undifferentiated  carcinoma  4 

Connective  Tissue  Sarcoma 

Leiomyosarcoma  6 

Liposarcoma  3 

Neurofibrosarcoma  1 

Fibrosarcoma  1 

Myosarcoma  1 

Reticuloendothelial  Tumors 

Reticulum  cell  sarcoma  2 

Lymphosarcoma  2 

Lymphoblastoma  1 


The  sex  distribution  was  about  equal,  if 
the  cases  from  the  Veterans  Administration 
Hospital  are  omitted.  The  youngest  patient 
was  21  years  old  and  the  oldest  86  years. 
Approximately  20  percent  of  the  cases  fall 
into  each  of  the  fifth,  sixth,  seventh,  and 
eighth  decades.  The  distribution  of  the  be- 
nign tumors  is  given  in  Table  3 and  that  of 
malignant  tumors  in  Table  4. 


Table  3. — Benign  Neoplasms  of  the  Small  Intestine. 


Duodenum 

Jejunum 

Ileum 

Total 

Adenoma 

8 

0 

1 

9 

Carcinoid 

1 

1 

8 

10 

Leiomyoma 

0 

6 

7 

13 

Miscellaneous 

2 

5 

6 

13 

Total 

11 

12 

22 

45 

Table  4. 

— Malignant  Neoplasms  of  the 
Small  Intestine. 

Duodenum 

Jejunum 

Ileum 

Total 

Adenocarcinomas  9 
Malignant 

9 

5 

23 

carcinoid 

2 

0 

9 

11 

Sarcoma 

0 

11 

5 

16 

Miscellaneous 

1 

2 

2 

5 

Total 

12 

22 

21 

55 

Although  the  ileum  is  the  most  common 
location  for  benign  tumors,  adenomas  occur 
predominantly  in  the  duodenum.  Carcinoid 
tumors  occur  predominantly  in  the  ileum, 
and  leiomyomas  seem  evenly  distributed  be- 
tween the  jejunum  and  ileum,  sparing  the 
duodenum.  The  adenocarcinomas  occur  most 
commonly  in  the  upper  intestinal  tract  with 
a progressive  decrease  caudad. 


Clinical  Features 

The  symptomatology  of  small  bowel  neo- 
plasms is  variable,  but  a more  orderly  pat- 
tern may  be  revealed  by  consideration  of  the 
anatomical  site  of  the  tumors,  any  of  which 
may  perforate,  bleed,  or  cause  obstruction  or 
intractable  pain.  A lesion  in  the  duodenum 
can  mimic  a peptic  ulcer  or  a carcinoma  of 
the  head  of  the  pancreas.  A lesion  in  the 
jejunum  or  ileum  may  present  a different 
clinical  picture.  They  are  most  often  dis- 
covered by  the  appearance  of  a palpable 
mass  or  by  intermittent  obstruction,  produc- 
ing intussusception,  or  by  recurring  bouts  of 
gastrointestinal  bleeding.  A large  number  of 
tumors,  particularly  if  benign,  produce  no 
symptoms  and  are  found  by  accident  at  the 
time  of  surgery  or  at  autopsy.  The  variety 
of  clinical  features  of  small  bowel  neoplasms 
can  be  illustrated  best  by  the  following 
cases. 


Case  Reports 

Case  1.- — A 63-year-old  woman  had  a 12-year  his- 
tory of  repeated  bouts  of  melena,  which  on  three 
occasions  required  transfusions.  On  the  last  occa- 
sion, after  receiving  five  units  of  blood,  she  still 
had  a hemoglobin  of  6 gm.  per  100  ml.  and  a hema- 
tocrit of  21  percent.  Physical  examination  showed 
no  abnormalities  except  for  pallor.  X-ray  examina- 
tion of  the  small  bowel  revealed  a 3 by  4 cm.  diver- 
ticulum of  the  small  bowel,  which  retained  barium 
three  hours  later.  At  surgery  a large  tumor  was 
found  three  feet  distal  to  the  ligament  of  Treitz.  It 
contained  a necrotic  ulcerating  cavity  communicat- 
ing with  the  bowel.  The  surgeon  was  unable  to  re- 
sect all  of  the  tumor,  which  pathologically  was  di- 
agnosed as  a neurofibrosarcoma  of  the  jejunum. 
The  patient  died  from  metastatic  malignancy  16 
months  later. 

Case  2. — A 48-year-old  man  had  a three-year  his- 
tory of  spells  of  epigastric  burning  and  cramping 
pain  immediately  following  meals.  Six  weeks  after 
admission  he  developed  intermittent  para-umbilical 
cramping  pain  of  increasing  severity  after  meals. 
The  spells  were  usually  associated  with  nausea  and 
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vomiting.  Physical  examination  at  the  time  of  ad- 
mission revealed  a distended  abdomen  with  flank 
dullness  and  umbilical  tympany.  His  hemoglobin 
was  12  gm.  per  100  ml.  and  hematocrit  40  percent. 
A flat  plate  of  the  abdomen  showed  dilated,  gas- 
filled  loops  of  small  bowel.  On  exploration  a 6 cm. 
leiomyoma,  which  had  intussuscepted  the  terminal 
ileum,  was  resected.  The  patient  had  an  uneventful 
recovery. 

Case  3. — A 49-year-old  woman  had  a one-year  his- 
tory of  repeated  bouts  of  severe  intestinal  bleeding. 
Each  bout  began  with  dark  stools  followed  by  bright 
red  stools  and  required  transfusions.  On  two  occa- 
sions during  the  year,  she  had  undergone  explora- 
tory surgery,  but  the  site  of  the  bleeding  had  not 
been  identified.  Neither  operation  was  during  a pe- 
riod of  active  bleeding,  however.  During  one  severe 
bleeding  period,  when  her  hemoglobin  on  admission 
was  6 gm.  per  100  ml.,  surgery  was  performed  dur- 
ing the  active  bleeding,  and  the  surgeon,  by  use  of 
multiple  puncture  aspirations  with  a needle,  located 
the  site  and  excised  a 1 cm.  carcinoid  120  cm.  from 
the  terminal  ileum.  During  the  two  years  following 
this  procedure  she  has  not  bled  again. 

The  clinical  symptoms  noted  on  the  100 
cases  studied  are  tabulated  in  Tables  5 and  6. 


Table  5. — Percentage  of  Symptoms  in 
Benign  Tumors. 


Duodenum 

Jejunum 

Ileum 

Pain 

65 

30 

35 

Bleeding 

10 

40 

25 

Mass 

10 

0 

5 

Table  6. — Percentage  of  Symptoms  in 
Malignant  Tumors. 

Duodenum 

Jejunum  Ileum 

Pain 

90 

50  65 

Bleeding 

15 

40  20 

Mass 

35 

20  25 

It  is  apparent  that  malignant  tumors  cause 
symptoms  much  more  frequently  than  be- 
nign lesions.  They  are  more  likely  to  pro- 
duce pain  or  a palpable  mass,  though  the 
occurrence  of  bleeding  is  not  greatly  differ- 
ent. There  were  some  features  of  several 
cases  which  caught  our  attention.  Several  of 
the  patients  had  their  initial  symptoms  of 
gastrointestinal  hemorrhage  following  the 
administration  of  a harsh  laxative.  Four  of 
our  patients  had  a preoperative  diagnosis  of 
abdominal  aneurysm,  which  proved  at  lapa- 
rotomy to  be  a mass  overlying  the  aorta 
which  conducted  pulsations.  The  severity  of 
anemia  was  also  impressive  in  some  of  the 
cases,  particularly  in  cases  of  occult  bleed- 
ing. Hemoglobin  below  7 gm.  per  100  ml. 
was  found  in  10  percent  of  the  patients,  with 
4 gm.  per  100  ml.  being  the  lowest  determi- 


nation. Twenty  percent  of  the  patients  had 
a hemoglobin  below  10  gm.  per  100  ml. 
Many  of  the  patients  with  occult  bleeding 
were  studied  extensively  to  determine  the 
cause  of  their  anemia  before  the  diagnosis 
of  a bleeding  small  bowel  neoplasm  was 
suggested.  Some  of  these  patients  had  un- 
believably elaborate  investigations  before  a 
diagnosis  was  made.  The  patients  with  re- 
current intussusceptions  probably  produced 
the  most  confusing  clinical  picture.  These 
patients  were  often  passed  back  and  forth 
between  physicians,  punctuated  by  intermit- 
tent acute  illnesses  and  fleeting  physical 
findings.  It  was  our  impression  that  an  ac- 
curate preoperative  diagnosis  was  most  fre- 
quently made  on  the  patients  in  which  a 
careful  history  and  meticulous  laboratory  in- 
vestigation was  performed  by  a physician 
who  had  a high  index  of  suspicion. 

Radiological  Features  Of 
Small  Bowel  Tumors 

In  recent  years  there  have  been  advances 
in  radiological  technique  which  have  im- 
proved the  accuracy  of  investigation  of  the 
gastrointestinal  tract.  With  these  new  tech- 
niques, the  possibility  of  identification  of  a 
small  bowel  tumor  is  much  gi*eater.  The 
most  common  and  generally  used  technique 
for  small  bowel  study  is  to  give  a quantity 
of  barium  by  mouth  and  to  check  both  by 
fluoroscopic  examinations  and  films,  each  15 
to  30  minutes,  until  the  barium  reaches  the 
cecum.  Where  a suspicious  area  is  noted, 
multiple  spot  films  of  this  area  should  be 
obtained.  This  is  a satisfactory  way  of  rec- 
ognizing generalized  or  gross  disease  of  the 
small  intestine,  but  a small,  localized  lesion 
can  easily  be  missed.  A second  method  of 
radiological  examination  of  the  gastrointes- 
tinal tract,  which  is  helpful  particularly  in 
the  terminal  ileum,  is  by  retrograde  study 
with  a barium  enema.  Often  barium  can  be 
introduced  some  distance  into  the  small  in- 
testine and  by  this  technique,  overlying  bari- 
um-filled loops  do  not  obscure  or  confuse  the 
picture.  Another  type  of  study  which  is 
often  helpful  is  the  use  of  a Miller-Abbott 
tube  as  a modification  in  the  small  intestine 
examination.  The  tube  can  be  passed  and  re- 
peated sampling  done  until  a guaiac-positive 
specimen  is  obtained.  Then  by  injecting 
radiopaque  material  in  this  area  in  a small 
quantity,  one  can  often  outline  a lesion.  Mul- 
tiple spot  films  should  be  taken  of  the  area. 
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and  overfilling  of  the  intestine,  which  will 
produce  overlapping,  obscuring  loops  of 
bowel,  should  be  avoided.  This  procedure  is 
often  useful  where  partial  or  even  complete 
obstruction  of  the  bowel  exists.  Other  new 
innovations  have  been  of  considerable  assist- 
ance to  radiologists  in  identifying  small 
bowel  tumors.  The  use  of  the  image  ampli- 
fier improves  illumination  and  is  a helpful 
adjunct.  New  radiopaque  media,  such  as 
Gastrografin,  may  be  used  without  the  wor- 
ry of  converting  a partial  obstruction  to  a 
complete  obstruction.  Of  greatest  importance 
in  assisting  the  radiologist  in  demonstrating 
a small  bowel  lesion  is  the  proper  communi- 
cation between  the  physician  and  the  radiol- 
ogist. It  is  imperative  that  the  radiologist 
be  alerted  to  the  fact  that  the  physician  is 
suspicious  of  a small  bowel  lesion  and  it  is 
often  helpful  to  cooperatively  plan  the  meth- 
od of  investigation. 

In  our  series  an  attempt  was  made  to 
identify  the  percentage  of  occasions  when  a 
radiological  abnormality  led  to  the  proper 
diagnosis  of  a small  bowel  neoplasm.  The 
percentages  shown  in  Table  7 represent  the 
percentage  of  times  when  x-ray  was  con- 
tributory, but  in  a number  of  instances  no 
x-ray  studies  were  performed,  so  that  the 
figures  are  falsely  low  in  the  benign  tumors. 
In  45  of  the  malignant  tumors  in  which 
x-ray  studies  were  done,  there  were  36  cases, 
or  an  incidence  of  80  percent,  in  which  x-ray 
was  contributory  to  the  diagnosis. 


Table  7. — Percentages  of  Radiological 
A bnormalities. 


Benign 

Malignant 

Duodenum 

45 

75 

Jejunum 

10 

60 

Ileum 

25 

65 

The  upper  gastrointestinal  series,  with 
various  modifications,  was  the  most  com- 
mon radiological  procedure  used  to  demon- 
strate an  abnormality  in  our  series.  Twenty- 
six  patients  had  diagnostic  abnormalities. 
The  flat  plate  of  the  abdomen  was  second 
with  16  cases,  most  of  these  being  cases  with 
tumors  of  the  distal  small  intestine.  The 
barium  enema  was  helpful  in  only  five  cases. 


Seventy  of  our  100  cases  of  small  bowel 
tumors  had  primary  symptoms  leading  to 
correct  diagnosis.  The  remainder  were  di- 
agnosed by  accidental  discovery  of  a tumor 
at  the  time  of  surgery  for  other  conditions 
or  at  autopsy.  Three  malignant  tumors  were 
discovered  accidentally  at  laparotomy  for 
other  conditions,  two  in  the  ileum  and  one 
in  the  jejunum.  The  incidence  of  primary 
symptoms  was  higher  in  patients  with  ma- 
lignant than  in  those  with  benign  tumors. 

In  the  group  with  benign  tumors  which 
were  treated  surgically,  all  were  cured  with 
one  exception.  This  patient  was  found  to 
have  a large  lipoma  involving  the  duodenum 
and  retroperitoneal  structures. 

Although  inadequate  time  has  elapsed  to 
make  an  accurate  appraisal  of  permanent 
cures  of  the  malignant  small  bowel  tumors, 
13  of  55  (or  23.5  percent)  were  considered 
as  potential  cures  on  the  basis  of  the  surgi- 
cal impression  of  total  excision  of  the  tumor 
and  short-term  follow-up.  The  results  of 
treatment  are  outlined  in  Tables  8 and  9. 

Table  8. — Results  of  Treatment  of  Benign  Tumors. 


Duodenum  Jejunum  Ileum  Total 


Total  tumors 

11 

12 

22 

45 

Primary  symptoms 

5 

4 

9 

18 

Cured 

4 

4 

9 

17 

Table  9. — Results  of  Treatment  of 
Malignant  Tumors. 


Duodenum 

Jejunum 

Ileum 

Total 

Total  tumors 

12 

22 

21 

55 

Primary  symptoms 

12 

21 

19 

52 

Potential  cures 

3 

4 

6 

13 

Summary  and  Conclusions 

1.  One  hundred  cases  of  small  bowel  tu- 
mors occurring  in  the  past  12  years  have 
been  collected  from  the  records  of  four  gen- 
eral hospitals  in  the  Texas  Medical  Center. 

2.  Forty-five  of  these  tumors  were  benign 
and  55  were  malignant.  Adenomas  and  ad- 
enocarcinomas were  most  common  in  the  up- 
per small  bowel,  whereas  carcinoid  tumors, 
as  well  as  the  total  number  of  tumors,  were 
most  common  in  the  lower  small  bowel.  This 
distribution  is  in  agreement  with  the  obser- 
vations reported  by  others. 

3.  The  clinical  features  were  variable. 
However,  when  the  tumors  are  considered 
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in  terms  of  anatomic  site  and  whether  they 
bleed,  obstruct,  or  produce  intractable  pain, 
they  present  an  orderly  pattern  of  symptom 
complexes.  Malignant  tumors  produce  symp- 
toms more  commonly  than  do  benign  tumors 
and  are  more  likely  to  produce  pain  or  a pal- 
pable mass.  Bleeding  was  only  slightly  more 
frequent  in  the  malignant  group. 

4.  Advances  in  radiological  technique  have 
contributed  to  a high  frequency  of  diagnosis, 
particularly  in  the  malignant  group.  In  our 
series,  radiological  studies  contributed  to  the 
diagnosis  in  80  percent  of  the  cases  of  ma- 
lignant small  bowel  tumors.  The  upper  gas- 
trointestinal series,  flat  plate  of  the  abdo- 
men, and  barium  enema,  in  that  order,  have 
been  effective  techniques  of  radiological  ex- 
amination. 

5.  Of  the  benign  tumors  which  produced 
symptoms,  95  percent  were  successfully  man- 


aged by  surgical  treatment.  Of  the  malig- 
nant tumors,  23.5  percent  appeared  to  have 
been  managed  successfully  by  surgical  treat- 
ment, although  long-term  follow-up  on  these 
patients  is  not  yet  available. 
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Skimania 

Skiing  is  not  a sport  but  a form  of  madness,  writes  Dr.  Ian 
Rose  of  Kamloops,  British  Columbia. 

In  his  article  which  first  appeared  in  the  March  14,  1964,  Cana- 
dian Medical  Association  Journal,  he  notes  that  under  ordinary  cir- 
cumstances, “people  suffering  from  this  disease  are  kindly  and  have 
an  intelligent  appearance,  but  when  they  are  on  a snow-covered  hill 
they  develop  a glassy  stare  and  lose  all  sense  of  responsibility.” 

It  is  a highly  infectious  disease,  and  instead  of  agreeing  to  iso- 
lation, the  patient  seems  determined  to  spread  the  contagion. 

Dr.  Rose  compares  the  ski-crazed  patient  to  a rabid  dog:  “The 
mad  dog  . . . rushes  around  disseminating  his  disease  without  rest 
until  death  gives  him  final  release.  The  skimaniac  tears  up  and  down 
the  mountainside  also'  without  rest  till  he  is  stopped,  one  hopes,  by 
a broken  bone  or  two  rather  than  a fatality.” 

It  is  an  insidious  disease,  and  little  can  be  done  from  a public 
health  point  of  view.  Treatment  is  difficult  and  unsuccessful.  A 
brief  respite  may  come  with  an  injury,  but  permanent  cure  may  be 
effected  only  by  a change  of  climate  and  even  then  it  is  likely  that 
withdrawal  symptoms  will  occur. 

In  conclusion.  Dr.  Rose  has  this  distressing  comment:  While 
other  infectious  biological  states  like  laughter,  yawning,  etc.,  are  all 
self-limiting,  skimania  is  absolutely  permanent. 
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nc-j.  a: 


Primary  Nonspecific  Ulcer  of 
the  Small  Intestine 

1 

5' 


f ] A PRIMARY  ULCER  of  the  small 

CASE  REPORTS  liitestme  is  a defect  of  the  mucosa 
and  often  of  the  deeper  layers  of 
the  small  intestine  for  which  there 
is  no  apparent  cause.  These  lesions  tend  to 
be  chronic  and  are  often  associated  with  the 
usual  complications  of  gastrointestinal  dis- 
orders, namely,  perforation,  bleeding,  and 
obstruction. 


History 

According  to  Evert  and  others,^  this  lesion 
was  first  described  by  Matthew  Baillie  in 
1805.  Cruveilhier,  Cornioley,  Grasmann,  and 
other  prominent  early  investigators  are  all 
quoted  by  Evert  and  others  as  describing 
cases  and  speculating  on  the  etiology  of  the 
disorder.  Perforation  and  bleeding  were  de- 
scribed as  the  usual  initial  symptoms  by  the 
earlier  investigators,  and  their  views  con- 
tinue to  be  emphasized  in  most  recent  arti- 
cles, though  chronic  obstruction  seems  to  be 
the  outstanding  problem  in  most  series  re- 
ported in  the  past  30  years. 

In  recent  years  three  articles  by  writers 
at  the  Mayo  Clinic  have  been  published  on 
the  subject.  In  1936,  Brown  and  Pember- 
ton^  reported  ten  cases,  four  of  which  had 
bleeding  as  the  primary  manifestation.  Eight 
of  ten  patients  recovered  after  surgical  treat- 
ment while  two  died.  In  1948,  Evert  and 
others^  reviewed  the  literature  and  found  re- 
ports of  130  cases.  They  gave  follow-up  re- 
ports on  the  cases  previously  reported  by 
Brown  and  Pemberton”  and  added  five  new 
cases. 

Morlock  and  others'*  in  1956  reported  18 
additional  cases.  Crampy  abdominal  pain 
was  the  predominant  initial  complaint  in 


this  group,  though  two  patients  gave  a his- 
tory of  blood  loss  in  the  past. 

Hangos^  discussed  past  concepts  of  the 
cause.  All  the  expected  theories  have  been 
advanced,  but  there  is  no  convincing  evi- 
dence for  any  specific  etiological  agent.  Ac- 
cording to  Hangos,  Konjetzny  suggested  that 
the  ulcers  might  have  an  inflammatory  ori- 
gin, while  Cornioley  believed  the  origin  to 
be  vascular  (embolic).  Ascher  thought  the 
ulcers  to  be  a complication  of  heterotopic 
gastric  mucosa,  and  Grasmann  thought  they 
were  due  to  tryptic  digestion.  Kallay  is  said 
to  have  attributed  them  to  foreign  bodies. 
There  is  really  no  convincing  evidence  to 
support  any  one  of  these  ideas. 


Description 

The  symptoms  are  either  vague  and  non- 
specific post  prandial  pain  as  has  been  re- 
ported in  some  instances,  or  else  they  result 
from  complications  of  perforation,  bleeding, 
or  obstruction.  According  to  Evert  and  oth- 
ers,^ perforation  occurred  in  81  percent  of 
all  of  the  recorded  cases,  bleeding  in  15  per- 
cent, and  obstruction  in  9 percent.  Obvious- 
ly some  cases  had  more  than  one  complica- 
tion. Obstruction  was  found  in  only  7 of  45 
cases  reviewed  by  Evert  and  others,^  but 
pathologic  dilation  of  the  small  intestine  was 
present  in  9 of  the  14  cases  reported  in  de- 
tail. In  Morlock  and  others’^  more  recent 
series,  partial  obstruction  was  the  first  pre- 
dominant problem  in  16  of  their  18  patients. 
Our  experience  was  more  in  line  with  Mor- 
lock’s  and  his  associates’^  since  obstruction 
was  the  primary  problem  in  all  our  cases. 

The  disease  is  very  rare.  Evert  and  oth- 
ers^ report  about  one  case  per  100,000  ad- 
missions to  the  Mayo  Clinic.  Craighead-’’’ 
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Six  cases  of  this  rare  disease  are  reported. 
AH  were  in  women  in  their  50's  and  60's, 
and  all  six  patients  survived. 


found  seven  cases  among  slightly  over 
1,000,000  admissions  to  Touro  Infirmary 
and  Charity  Hospital  in  New  Orleans.  The 
disease  occurs  at  any  age  and  the  male- 
female  ratio  is  3:1.  All  our  cases  in  women 
occurred  in  the  fifth  and  sixth  decades  of 
life. 


Diagnosis  and  Treatment 

The  diagnosis  can  be  suspected  in  any 
case  of  perforation,  bleeding,  or  obstruction 
of  the  small  intestine  in  which  no  other 
cause  is  apparent.  In  instances  where  some 
other  possible  cause,  such  as  a history  of 
previous  abdominal  irradiation  exists,  the 
differentiation  of  primary  nonspecific  ulcer 
from  an  ulcer  of  some  specific  cause  may 
be  difficult  or  impossible.  The  diagnosis  can 
usually  be  confirmed  only  at  surgery.  The 
technique  of  advancing  a long  intestinal  tube 
to  the  point  of  obstruction  and  instilling 
barium  is  often  advocated.  While  this  tech- 
nique is  time  consuming,  it  is  reported  by 
its  advocates  to  be  a rewarding  procedure®’ 
(Fig.  1). 

These  lesions  may  occur  in  any  part  of 
the  small  intestine,  and  similar  lesions  occur 
in  the  colon.®  They  are  described  as  being 
clean  and  punched  out  in  appearance  with 
little  surrounding  inflammation.  They  are 
said  to  occur  more  frequently  in  the  ileum. 
They  are  more  often  single,  but  are  occasion- 
ally multiple.  When  multiple,  they  usually 
occur  in  groups  of  two  to  six,  and  are  usual- 
ly within  10  to  20  cm.  of  each  other. 

Microscopically,  they  are  identical  with 
peptic  ulcers.  Typically,  there  is  a central 
I area  of  necrosis  surrounded  by  varying 
I amounts  of  fibrosis  with  relatively  few  in- 
flammatory cells  (Figs.  2,  3,  and  4) . 


BELTON  G.  GRIFFIN,  M.D. 


Fig.  1.  Typical  x-ray  appearance  of  obstruction  of  small 
intestine.  The  ulcer  niche  was  not  demonstrated  by  x-ray 
in  this  case.  (Case  3) 


Treatment  is  surgical.  Unless  the  condi- 
tion of  the  patient  is  such  as  to  make  a lesser 
procedure  necessary,  resection  of  the  lesion 
is  indicated.  The  mortality  rate  was  high 
(47  percent)  in  Evert  and  others’^  series, 
but  in  the  more  recent  series  reported  by 
Morlock  and  others,®  only  2 of  the  18  pa- 
tients died  while  in  the  hospital.  No  deaths 
occurred  in  our  series.  All  authors  are  agreed 
that  for  patients  surviving  the  operative 
procedure,  the  outlook  is  good  with  a low 
incidence  of  recurrence. 
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Fig.  2.  Low  power  magnification  of  a longitudinal  section 
through  one  of  the  ulcers.  (Case  5) 


Case  Reports 

Case  1.* — A 57-year-old  practical  nurse  was  ad- 
mitted to  Hermann  Hospital  on  June  29,  1963,  be- 
cause of  severe  cramp-like  abdominal  pain  of  four 
days’  duration.  The  examination  of  the  abdomen 
disclosed  distention  and  normal  bowel  sounds.  The 
pain  and  distention  persisted  during  a week’s  obser- 
vation. The  KUB  film  showed  distended  loops  of  the 
small  bowel.  The  small  bowel  series  showed  distended 
loops  of  small  bowel  with  barium  still  present  in  the 
small  bowel  after  32  hours. 

During  abdominal  exploration,  a short  area  of 
stenosis  of  the  ileum  and  an  ulcer  at  the  site  of 
the  stenosis  was  found.  The  lesion  was  resected, 
the  recovery  was  uneventful,  and  the  patient  re- 
mains well. 

Case  2. — A 57-year-old  female  insurance  agency 
owner  was  admitted  to  Hermann  Hospital  on  May 
13,  1962,  because  of  cramping  abdominal  pain  of 
one  week’s  duration  and  nausea  and  vomiting  of  a 
few  hours’  duration.  The  abdomen  was  distended 
and  abdominal  films  demonstrated  air-fluid  levels. 


*This  case  is  reported  through  the  courtesy  of  Dr. 
Robert  A.  Radding  and  Dr.  Wm.  Fisher. 


Fig.  3.  Higher  magnification  of  edge  of  one  of  the  ulcers. 
(Case  1) 


Surgery  performed  by  Dr.  Henry  Glass  revealed 
many  adhesions  secondary  to  a hysterectomy  per- 
formed earlier.  However,  there  were  few  adhesions 
to  the  intestine.  An  area  of  constriction  of  the  ile- 
um some  60  cm.  from  the  ileocecal  valve  and  a 
small  area  of  ulceration  of  the  mucosa  at  the  site 
of  the  constriction  were  found.  The  involved  bowel 
was  resected,  and  the  patient  has  had  no  further 
difficulty  of  this  nature  though  she  was  later  found 
to  have  gallstones  and  has  had  several  attacks  of 
biliary  colic. 

Case  3. — A 54-year-old  woman  was  first  seen  in 
February,  1963,  because  of  fever  and  cough  which 
had  persisted  intermittently  for  two  months.  She 
had  been  known  to  have  bronchial  asthma  for  many 
years  and  had  been  on  thyroid  therapy  for  at  least 
12  to  15  years.  The  examination  disclosed  rales  in 
the  right  mid  and  lower  lung  field.  The  chest  x-ray 
findings  were  negative.  Her  symptoms  responded 
to  a brief  course  of  antibiotics,  and  she  had  no  more 
fever  or  cough.  Protein  bound  iodine  was  normal, 
and  it  was  suggested  that  she  omit  thyroid  therapy 
on  a trial  basis. 

In  July,  1963,  she  developed  a generalized  edema 
with  cardiomegaly  and  a right-sided  pleural  effu- 
sion. These  symptoms  wei'e  controlled  with  great 
difficulty  utilizing  digitalis  and  diuretics.  After 
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Fig.  4.  Cross  section  of  the  intestine  through  a circum- 
ferential ulcer.  (Case  2) 


six  weeks  it  was  noted  that  her  appearance  sug- 
gested myxedema.  The  PBI  at  this  time  was  1.9 
gg./lOO  cc.  She  was  started  on  small  doses  of  a 
thyroid  preparation  and  her  congestive  failure  has 
been  readily  controlled  since. 

Although  she  had  had  abdominal  pain  of  various 
sorts  practically  all  of  her  life,  she  developed  her 
first  episode  of  severe  cramping  abdominal  pain  in 
July,  1963.  A film  of  the  abdomen  showed  a soli- 
tary loop  of  distended  small  bowel  thought  to  be  of 
no  significance.  A month  later,  she  again  had 
abdominal  pain  and  vomiting  and  loud  borborygmi. 
The  abdominal  films  showed  more  pronounced  dis- 
tention of  the  loops  of  small  bowel,  but  the  findings 
were  not  considered  definite  enough  to  require  sur- 
gical intervention  at  this  point,  especially  in  view  of 
her  clinical  improvement.  Eight  days  later  she  had 
a small  howel  series  which  showed  definite  evidence 
of  partial  small  bowel  obstruction  with  barium  re- 
maining in  the  small  intestine  for  48  hours.  Dr.  John 
Kennedy  operated  on  her  on  Aug.  26,  1963.  An  ulcer 
of  the  lower  jejunum  with  associated  stricture  was 
found.  The  area  of  the  stricture  was  resected,  and 
the  patient  recovered  uneventfully  and  has  remained 
well  since. 

Case  Jt.* — A 55-year-old  white  housewife  developed 


*This  case  is  reported  through  the  courtesy  of  Dr. 
Rhey  Walker  and  Dr.  James  E.  Pittman. 


cramping  abdominal  pain  in  January,  1964,  which 
resulted  in  her  admission  to  Hermann  Hospital. 
She  had  experienced  similar  milder  attacks  for  15 
years.  Gastrointestinal  studies  disclosed  no  abnor- 
mality. She  was  dismissed  after  three  days,  but 
the  pain  recurred  and  she  was  readmitted  two  days 
later,  with  projectile  vomiting  and  abdominal  dis- 
tention. X-rays  of  the  abdomen  disclosed  dilated 
loops  of  small  bowel  with  air-fluid  levels.  The 
hemoglobin  value  was  16.5  gm.  A stool  specimen 
was  guaiac  positive  (4-f). 

At  surgery,  on  the  day  after  admission,  a “napkin 
ring”  constriction  of  the  upper  ileum  was  found 
with  dilation  of  the  bowel  proximally.  Another  area 
of  constriction  was  found  about  a foot  distally,  16 
inches  of  ileum  was  resected,  and  an  ulcer  was 
found  close  to  each  end  of  the  specimen. 

Case  5. — A 66-year-old  woman  developed  intesti- 
nal obstruction  in  August,  1961.  At  surgical  ex- 
ploration by  Dr.  William  C.  Fisher,  it  was  found 
that  an  internal  hernia  had  formed  as  a result  of 
an  adhesion  of  the  greater  omentum  (secondary  to 
an  appendectomy  performed  50  years  earlier)  to  the 
abdominal  wall.  Fourteen  inches  of  ileum  had  her- 
niated through  the  foramen.  The  bowel  within  the 
hernia  had  “partially  infarcted,”  but  regained  its 
color  after  the  blood  supply  was  restored.  It  was 
elected  not  to  do  a resection.  The  patient  had  a 
stormy  recovery  complicated  by  a pulmonary  in- 
farction. Two  months  later,  she  again  became  ob- 
structed. Her  obstruction  at  this  time  was  due  to 
adhesions  and  there  was  no  infarcted  bowel.  Her 
recovery  from  the  operation  was  uneventful.  Sub- 
sequent to  this  operation,  there  was  a period  of 
about  three  months  when  I saw  her  in  the  office 
frequently.  The  obstruction  was  progressing  gradu- 
ally. The  abdominal  wall  was  quite  thin  and  the 
widely  dilated  loops  of  small  bowel  were  readily 
apparent  on  inspection  of  the  abdomen.  X-rays 
showed  the  partial  obstruction  with  widely  dilated 
loops  of  small  bowel.  On  Jan.  9,  1962,  she  was 
again  subjected  to  surgery.  At  this  time,  in  addi- 
tion to  numerous  adhesions,  an  area  of  cicatricial 
stenosis  was  found.  This  was  resected  and  an  area 
of  focal  mucosal  ulceration  at  the  site  of  stricture 
was  found.  The  patient  recovered  uneventfully  and 
has  had  no  abdominal  complaints  of  significance 
since. 

It  is  assumed  that  the  ulceration  of  the  area  in 
this  instance  may  have  been  related  to  the  episode 
of  obstruction  and  “partial  infarction”  which  she 
had  experienced  some  four  months  earlier. 

Case  6. — A 60-year-old  spinster  was  first  seen  in 
July,  1963,  for  evaluation  of  a hiatal  hernia  and 
advice  as  to  whether  or  not  it  should  be  surgically 
repaired.  In  July,  1961,  she  had  experienced  sub- 
sternal  pain  during  the  night  relieved  by  sitting  up 
and  vomiting  on  several  occasions. 

At  the  time  I examined  her,  she  complained  of 
mid-abdominal  cramping  occurring  especially  after 
meals.  Loud  borborygmi  occasionally  accompanied 
the  cramping. 

This  patient  had  had  irradiation  of  the  cervix 
for  carcinoma  in  situ  in  1954. 

Gastrointestinal  x-rays  were  negative  except  for 
the  hiatal  hernia.  She  was  thought  to  have  a func- 
tional pain  and  was  treated  in  the  hospital  for  this. 
However,  her  symptoms  recurred  promptly  after  she 
left  the  hospital.  By  October,  1963,  she  had  visible 
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peristalsis  associated  with  loud  borborygmi.  The 
cramping  pain,  by  this  time,  had  subsided  in  in- 
tensity. A small  bowel  series  at  this  time  disclosed 
a greatly  dilated  portion  of  mid-ileum  with  the 
point  of  obstruction  in  the  right  upper  abdomen. 

She  was  operated  on  by  Dr.  E.  B.  Lewis  on  Nov. 
7,  1963.  An  area  of  stenosis  in  association  with 
some  adhesions  in  the  right  mid-abdomen  was  noted. 
A small  ulcer  was  found  in  the  area  of  stenosis. 
The  area  of  the  stenosis  was  resected  and  the  pa- 
tient recovered  uneventfully  and  has  remained  well. 
This  ulcer  could  have  been  associated  with  the  pre- 
vious irradiation  of  the  cervix,  but  in  view  of  the 
fact  that  it  was  located  in  the  right  upper  abdo- 
men, this  seems  unlikely.  The  patient  had  also  had 
an  appendectomy,  and  there  were  some  adhesions 
in  the  area,  but  again  it  did  not  seem  to  the  surgeon 
that  her  obstruction  was  caused  by  adhesions. 


Summary 

Primary  nonspecific  ulcer  of  the  small  in- 
testine is  a rare  disease  which  has  occurred 
at  the  rate  of  approximately  one  in  every 
100,000  admissions  to  the  Mayo  Clinic.  It 
is  usually  dia^osed  only  in  the  presence  of 
complications  of  perforation,  hemorrhage,  or 
obstruction.  It  is  reported  to  occur  at  any 


age  and  more  frequently  in  men  by  a ratio 
of  three  to  one.  All  the  cases  reported  here 
were  in  women  between  50  and  70  years  old. 
Perforation  and  hemorrhage  seem  to  have 
been  the  major  presenting  features  of  the 
disease  in  the  past,  but  chronic  obstruction 
seems  to  be  the  predominant  feature  in  mod- 
ern times  and  was  the  presenting  complaint 
in  each  case  of  this  series.  Six  cases  of  ulcer 
of  the  small  intestine  are  reported.  One  pa- 
tient had  had  previous  irradiation  for  carci- 
noma of  the  cervix  and  is  not  considered  to 
have  had  a primary  small  bowel  ulcer.  An- 
other had  experienced  a previous  episode  of 
intestinal  obstruction  due  to  adhesions  with 
embarrassment  of  the  blood  supply.  It  is  as- 
sumed that  the  ulceration  of  the  intestine  in 
this  instance  may  have  resulted  from  the 
ischemia  accompanying  the  first  episode  of 
obstruction.  While  these  cases  were  similar 
clinically  to  the  cases  of  primary  nonspecific 
ulcer,  they  may  have  had  a different  etiology 
and  are  not  considered  to  be  cases  of  pri- 
mary nonspecific  ulcer.  The  other  four  cases 
are  considered  to  be  primary  nonspecific  ul- 
cers of  the  small  intestine. 

All  of  these  cases  were  remarkably  simi- 


Table  1. — Summary  of  Six  Cases,  All  in  Women. 


Case 

Age 

Duration  of 
Symptoms 

Symptoms  and 
Physical  Findings 

Radiologic 

Findings 

Pathologic 

Findings 

Associated 

Diseases 

1 

57 

4 days 

Cramping  ab- 
dominal pain 

Distended  loops 
of  small  bowel, 
air-fluid  levels- 
barium  retained 

32  hrs. 

Ulcer  at  site  of 
stricture  in  ileum 

None 

2 

57 

1 wk. 

Pain,  nausea, 
vomiting,  abdom- 
inal distention 

Air-fluid  levels 

Ulcer  at  site  of 
stricture  in  ileum 

Cholelithiasis 

3 

54 

Many  yrs. ; 
worse  for 

6 wks. 

Cramping,  ab- 
dominal pain, 
nausea,  vomiting, 
borborygmi  with 
visible  peristalsis 

Distended  loops 
of  small  intestine 
with  stenotic 
area,  barium 
retained  48  hrs. 

Ulcer  at  site  of 
stenosis  in  lower 
jejunum 

Myxedema, 
bronchial  asthma 

4 

55 

2 wks. 

Cramping  ab- 
dominal pain, 
borborygmi 

GI  studies  nor- 
mal 1 wk.  before 
surgery.  Air-fluid 
levels  on  day 
before  surgery 

2 ulcers  in  proxi- 
mal ileum 

None 

5 

66 

3 mos. 

Cramping  ab- 
dominal pain, 
borborygmi 
visible  peristalsis 

Widely  dilated 
loops  of  small 
bowel 

Ulcer  at  site  of 
stenosis,  loca- 
tion not  stated 

Previous  obstruc- 
tion due  to  adhe- 
sions with  im- 
pairment of  blood 
supply 

6 

60 

4 mos. 

Cramping  ab- 
dominal pain, 
borborygmi, 
weight  loss 

Widely  dilated 
loops  of  small 
bowel  with  stric- 
ture demonstrated 

Stenotic  area 
with  associated 
ulcer  in  ileum 

History  of  cancer 
of  ceiwix  with 
irradiation  9 yrs. 
earlier 
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lar  clinically.  They  all  occurred  in  middle- 
aged  or  older  women  (in  contrast  to  the 
reported  predominance  of  male  patients) . 
They  were  all  characterized  by  the  develop- 
ment of  abdominal  cramping  and  pain  and 
partial  small  bowel  obstruction.  Acute  in- 
testinal obstruction  requiring  prompt  surgi- 
cal intervention  developed  in  only  one  of  the 
six  cases,  while  in  the  others  there  were  pe- 
riods of  observation  ranging  from  a week  to 
several  months  before  the  diagnosis  of  ob- 
struction was  definitely  established.  The 
presence  of  abdominal  pain  accompanied  by 
loud  borborygmi  and  visible  peristalsis,  was 
a prominent  feature  in  most  of  these  cases. 
In  contrast  to  the  earlier  series  of  Evert  and 
others^  in  which  the  mortality  was  over  47 
percent,  all  of  these  patients  survived.  Mor- 
lock  and  others^  in  their  more  recent  series 
in  which  obstruction  was  the  usual  present- 
ing complaint  also  reported  a survival  of  16 
of  their  18  patients.  There  has  been  little 
tendency  toward  recurrence  noted  in  the  lit- 
erature, and  there  has  been  no  evidence  of 
any  recurrence  in  any  of  the  patients  in  this 
series. 
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ADDENDUM 

In  view  of  recent  reports  (Lawrason,  F. 
D.,  et  al. : Ulcerative-Obstructive  Lesions  of 
the  Small  Intestine,  JAMA  191:641  [Feb. 
22]  1965)  of  small  bowel  ulceration  occur- 
ring in  association  with  hydrochlorothiazide 
and  potassium  therapy,  the  records  of  these 
patients  were  reviewed  to  determine  whether 
any  of  them  had  taken  such  medication.  It 
was  found  that  two  of  this  group  (Cases  3 
and  5)  had  each  had  small  amounts  of  this 
combination  of  drugs. 


Kidney  Graft  Raises  Ethics  Problem 

In  a Swedish  hospital  last  summer,  a kidney  from  a dying  wom- 
an was  transplanted  to  a man  who  had  lost  kidney  function.  The 
case,  according  to  the  Feb.  24  Medical  Tribune,  has  brought  up  a 
question  of  medical  ethics  because  the  woman  was  unconscious  and 
could  not  give  consent  to  the  removal  of  her  kidney. 

Since  the  woman’s  case  was  considered  hopeless  and  since  her 
husband  gave  his  full  and  ready  consent  to  the  operation,  surgeons 
who  performed  the  transfer  insist  that  the  procedure,  done  in  an  at- 
tempt to  save  another  person’s  life,  was  ethical. 

Others  have  claimed  that  the  operation  was  unethical  because 
the  patient  herself  did  not  give  permission. 

The  woman  had  suffered  a cerebral  hemorrhage,  but  heart  beat 
and  circulation  could  be  maintained  by  using  a respirator.  Two  days 
after  her  kidney  was  removed,  she  died.  The  recipient,  a 45-year-old 
man,  died  two  weeks  later. 
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Arteriosclerotic  Abdominal  Aortic  Aneurysm 
Rupture  into  the  Vena  Cava 

ROBERT  J.  SALEM,  M.D. 


A successfully  treated  case  of  arteriosclerotic 
abdominal  aortic  aneurysm  rupture  into  the 
vena  cava  with  resultant  large  aorto-caval 
fistula  is  reported.  Included  is  a comprehen- 
sive review  of  the  literature. 

I ^ SPONTANEOUS  RUPTURE  of 

CASE  REPORTS  ail  arteriosclerotic  abdominal  aor- 
tic aneurysm  into  the  inferior  vena 
cava  with  a resultant  aorto-caval 
fistula  is  extremely  rare.  Just  how  rare  is 
illustrated  by  the  Baylor  University  surgi- 
cal group  in  Houston  where  in  1,400  cases 
of  surgically  treated  abdominal  aortic  aneu- 
rysms, only  4 (.28  percent)  had  ruptured 
into  the  vena  cava.^ 

This  unusual  occurrence  has  been  known 
for  many  years,  but  only  within  the  past  ten 
years  have  successfully  treated  cases  been 
reported,  and  these  in  sparing  numbers.  Far 
more  common  are  aorto-caval  fistulas  com- 
plicating penetrating  wounds  of  the  abdo- 
men and  after  lumbar  disc  surgery.  Numer- 
ous reports  can  be  found  of  successful  sur- 
gical repair  of  these  lesions. 

Rupture  of  an  abdominal  aortic  aneurysm 
most  commonly  takes  place  into-  the  retro- 
peritoneal space  and  occasionally  into  the 
gastrointestinal  tract.  In  a comprehensive 
review  of  the  English  literature  over  the 
past  ten  years,  we  found  only  17  cases  of 
rupture  of  an  abdominal  aortic  aneurysm 
into  the  vena  cava.  Of  this  number,  15  were 
treated  surgically,  and  of  the  surgically 
treated  cases,  12  had  a satisfactory  outcome. 
Our  successfully  treated  case  now  makes 
this  latter  figure  13  (Table  1). 

Prior  to  1954  when  the  first  successful 
surgical  repair  was  done,  and  reported  in 


detail  in  1958  by  DeBakey  and  associates,^ 
no  survivors  with  this  lesion  are  recorded. 
Viar  and  Lombardo  reported  an  earlier  case 
in  1952,  but  their  patient  was  not  operated 
upon.3  He  lived  seven  weeks  and  an  autopsy 
confirmed  the  findings  of  an  abdominal 
aortic  aneurysm  with  an  aorto-caval  fistula. 

Of  the  12  previously  reported  successfully 
treated  cases,  it  is  interesting  that  six  (50 
percent)  have  been  reported  within  the  past 
two  years.  We  interpret  this  finding  to  in- 
dicate several  things:  first,  an  increase  in 
incidence  of  the  lesion  due  to  an  increasing 
aged  population;  second,  more  alertness  as 
to  diagnosis;  and  third,  better  surgical  tech- 
nique due  to  the  advancements  made  in  vas- 
cular surgery  during  the  past  ten  years. 

A table  listing  the  successfully  treated 
cases  is  presented  with  the  pertinent  data 
of  each,  including  our  own  (Table  1).  Polak 
and  Skarbek  refer  to  a successfully  treated 
case  performed  at  St.  Bartholomew’s  Hos- 
pital in  London  and  this  patient  is  recorded, 
but  the  details  are  not  available.^  Beall  and 
others^  recorded  a successfully  treated  case 
by  Jaen  and  Valera  which  we  did  not  re- 
view, but  which  is  also  recorded  in  the  list. 
The  similarities  of  all  cases  are  striking  as 
to  the  age  group,  sex,  presenting  symptoms, 
and  surgical  management. 

In  the  unsuccessful  surgically  treated 
cases  listed  in  Table  2,  it  is  interesting  that 
three  (cases  2,  3,  and  4)  had  cardiac  arrests 
during  the  early  part  of  the  procedure,  one 
due  to  a massive  pulmonary  embolus. 

Our  successfully  treated  case  is  presented 
in  detail. 
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Case  Report 

A 53-year-old  white  man  was  admitted  to  Method- 
ist Hospital,  Lubbock,  on  April  5, 1964.  Twelve  hours 
previously  he  had  become  suddenly  weak  and  dizzy, 
and  nearly  fainted.  Shortly  after  this  he  noted  the 
onset  of  severe  low  back  pain  which  steadily  in- 
creased in  intensity.  He  had  no  prior  history  of 
back  or  abdominal  pain  and  there  was  no  history 
of  prior  surgery  or  penetrating  abdominal  injuries. 
He  had  enjoyed  excellent  health  with  no  history  of 
any  serious  illnesses  or  hospitalizations. 

Physical  examination  revealed  a blood  pressure 
of  104/30  mm.  of  mercury,  pulse  of  130  per  minute, 
and  respiratory  rate  of  20  per  minute.  He  appeared 
acutely  ill  and  was  complaining  of  severe  low  back 
and  right  flank  pain.  There  was  a dusky  appear- 
ance of  the  head  and  neck  and  moderate  neck  vein 
distention  was  present.  Examination  of  the  heart 
revealed  a sinus  tachycardia  of  130  per  minute.  No 
murmurs  were  noted.  The  lung  fields  were  clear  to 
percussion  and  auscultation.  There  was  a purplish 
mottling  of  the  skin  over  the  lower  abdomen  and 
both  legs.  No  edema  was  present.  Examination  of 
abdomen  revealed  a moderate-sized,  pulsatile,  ex- 
pansile, tender  mass  in  the  mid-abdomen,  immedi- 
ately below  and  slightly  inferior  to  the  umbilicus. 
A pronounced  thrill  could  be  felt  over  the  entire 
abdomen  and  was  maximum  in  the  right  side  of  the 
abdomen.  A loud,  continuous  bruit  was  audible  over 
the  aneurysm  which  radiated  across  the  entire  ab- 
domen, but  was  of  maximum  intensity  in  the  right 
flank.  Both  femoral  pulses  were  present,  but  the 
right  was  diminished.  No  popliteal,  posterior  tibial, 
or  dorsalis  pedis  pulses  were  palpated  in  either  leg. 

The  patient’s  chest  x-ray  revealed  no  significant 
abnormalities,  but  an  anteroposterior  and  lateral 
film  of  the  abdomen  revealed  calcification  in  a mod- 
erate-sized abdominal  aortic  aneurysm.  His  electro- 
cardiogram showed  a sinus  tachycardia  with  non- 
specific S-T  segment  elevation. 

Initial  blood  count  revealed  a red  blood  count  of 
5,200,000,  hemoglobin  of  14.5  gm.  per  100  ml.,  he- 
matocrit of  45  mm.,  white  blood  count  of  18,500 
with  a slight  shift  to  the  left.  The  urinalysis  was 
within  normal  limits. 

A preoperative  diagnosis  of  a ruptured  abdomi- 
nal aortic  aneurysm  into  the  vena  cava  was  made 
and  without  any  further  delay,  the  patient  was  im- 
mediately prepared  for  surgery.  A general  endo- 
tracheal anesthetic  was  administered  and  shortly 
after  induction,  the  anesthetist  reported  that  no 
blood  pressure  or  pulse  could  be  detected.  A rapid 
midline  incision  was  made  from  xiphoid  to  pubis 
and  the  peritoneal  cavity  was  entered;  weak  pulsa- 
tions were  still  noted  in  the  abdominal  aorta.  The 
hypotension  responded  to  vasopressors  and  then  the 
procedure  was  continued.  The  posterior  peritoneum 
was  incised  and  the  retroperitoneal  structures  were 
exposed.  There  was  a moderate-sized  aneurysm  of 
the  lower  abdominal  aorta  which  originated  some 
3 cm.  below  the  renal  arteries.  Turbulent  and 
swirling  arterial  blood  could  be  seen  in  the  vena 
cava  adjacent  to  the  aneurysm.  The  vena  cava  was 
greatly  dilated.  The  aorta  above  and  iliac  arteries 
below  the  aneurysm  were  isolated  with  umbilical 
tapes.  The  vena  cava  above  the  fistula  and  iliac 
veins  below  were  likewise  isolated.  In  the  course  of 
this  procedure  tears  in  the  vena  cava  and  left  iliac 
vein  resulted  in  considerable  blood  loss  before  con- 


trol was  obtained  by  pressure  and  suture  repair. 
Twenty-five  mg.  of  aqueous  heparin  was  then  in- 
jected into  the  aorta  and  vascular  clamps  were  ap- 
plied to  all  six  vessels.  The  aneurysm  was  then 
removed,  leaving  the  right  lateral  wall  of  the  aneu- 
rysm attached  to  the  vena  cava  at  the  site  of  the 
fistula  because  of  its  intimate  adherence  to  the  vein 
wall.  The  fistulous  opening  in  the  vena  cava  was 
3 cm.  in  length  and  lay  immediately  above  the  bi- 
furcation of  the  vena  cava.  This  defect  was  then 
closed  with  a running  5-0  arterial  silk  suture  with- 
out compromise  of  the  caval  lumen.  The  vascular 
clamps  were  then  removed  from  the  veins  and  a Da- 
cron bifurcation  graft  was  sewn  into  the  aortic  de- 
fect. There  was  considerable  arteriosclerotic  plaque 
formation  in  the  aorta  and  right  iliac  artery  which 
made  anastomosis  difficult.  After  the  graft  had 
been  sewn  into  place,  the  right  lower  leg  appeared 
cyanotic  and  a right  lumbar  sympathectomy  was 
done  prior  to  closing  the  abdomen.  The  abdomen 
was  then  closed  and  the  procedure  was  terminated. 
The  patient  received  nine  units  of  blood  during  the 
procedure  and  the  total  operating  time  was  four 
hours,  45  minutes. 

Postoperatively  the  patient  had  a stormy  course 
complicated  by  a severe  postoperative  psychosis, 
and  a brachial  plexus  palsy  of  the  right  arm,  but 
otherwise  his  hospital  course  was  uneventful  and  he 
was  discharged  from  the  hospital  doing  well  on 
April  26,  1964.  At  the  time  of  discharge,  both  legs 
appeared  normal  and  pulses  were  normal  in  both 
legs. 

The  patient  is  doing  well  one  year  following  sur- 
gery and  has  had  no  further  complications.  His 
brachial  plexus  palsy  has  cleared  completely  and  he 
is  working  full  time. 


Discussion 

This  particular  lesion  presents  a series  of 
rather  dramatic,  but  typical  and  diagnostic 
set  of  symptoms  and  findings.  The  onset  of 
symptoms  produced  by  the  fistula  is  usually 
acute  and  abrupt;  however,  in  a few  of  the 
cases  reported  (cases  2,  3,  4 in  Table  1 and 
cases  2 and  4 in  Table  2),  the  symptoms 
were  present  for  several  weeks  to  several 
months  and  compatible  with  life.  More  typi- 
cally, however,  there  is  the  acute  onset  of 
back  or  abdominal  pain  with  the  rapid  onset 
of  symptoms  of  a high  output  cardiac  fail- 
ure. The  rapid  onset  of  the  cardiac  failure 
is  due,  and  usually  proportionate,  to  the 
large  size  of  the  fistula  which  usually  devel- 
ops acutely  in  most  cases  and  is  associated 
with  the  shunt  of  large  volumes  of  blood.  In 
post-traumatic  aorto-caval  fistulas,  the  fis- 
tulous openings  are  usually  smaller  and  the 
symptoms  tend  to  be  more  chronic  in  nature. 

The  physical  findings  are  classic.  One 
usually  finds  a wide  pulse  pressure,  “water- 
hammer”  type  pulse,  and  neck  vein  disten- 
tion. Edema  of  the  legs  is  present  in  many 
cases,  especially  in  those  of  longer  duration. 
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Table  1. — Successfully  Treated  Cases. 
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The  presence  of  a dilated  heart  and  pulmo- 
nary congestion  are  present  in  many.  The 
aneurysm  can  usually  be  palpated  and  a 
widely  transmitted  bruit  and  thrill  are  pres- 
ent in  all  cases.  Translumbar  aortography 
may  demonstrate  the  lesion  and  did  so  in 
two  cases  reported,®’  ® but  is  usually  not  nec- 
essary and  is  not  advised.  Once  the  diagnosis 
is  made  by  history,  physical,  and  x-ray  find- 
ings, prompt  surgical  intervention  should  be 
done. 

The  findings  at  surgery  are  uniform.  In 
all  cases  reported  the  aneurysm  was  situated 
well  below  the  renal  arteries  which  allows 
for  easier  control  of  the  aorta.  Fortunately, 
also,  the  fistulous  opening  into  the  vena  cava 
was  always  low  in  the  cava  and  frequently 
just  above  the  bifurcation  which  is  a great 
aid  in  the  surgical  repair  of  the  vena  cava. 
The  fistula  into  the  vena  cava  was  found  to 
be  about  2 cm.  in  diameter  in  the  average 
case  and  in  all  cases,  relatively  easy  repair 
of  the  cava  was  done  and  in  only  one  case 
was  ligation  of  the  vena  cava  necessary.  Re- 
section of  the  aneurysm  was  accomplished 
in  all  successful  surgically  treated  cases  with 
replacement  with  a homograft  or  synthetic 
bifurcation  prosthesis. 

The  postoperative  course  usually  shows 
rapid  improvement  in  the  patient,  although 
late  complications  do  occur  as  illustrated  by 
the  development  of  a fatal  aorto-duodenal 
fistula  in  two  cases  (cases  1 and  5 in  Table 
1). 


Summary 

1.  Arteriosclerotic  abdominal  aortic  aneu- 
rysm rupture  into  the  vena  cava  with  result- 
ant large  aorto-caval  fistula  is  rare. 

2.  The  symptoms  and  findings  are  classic 
of  a high  output  cardiac  failure  with  the 
presence  of  an  abdominal  aortic  aneurysm. 

3.  Surgical  treatment  should  be  prompt 
and  consist  of  repair  of  the  vena  cava,  re- 
section of  the  aneurysm,  and  replacement 
with  a synthetic  bifurcation  prosthesis. 

4.  A comprehensive  review  of  the  English 
literature  in  recent  years  is  outlined. 

5.  The  13th  successfully  treated  case  is 
presented. 
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AAD  Men  of  Letters 

Earlier  this  year  there  tvas  an  exhibition  at  the  New  York  Public 
Library  entitled  “Doctors  as  Men  of  Letters.”  A collection  of  the  non- 
professional writing  of  physicians,  it  represented  more  than  80  Eng- 
lish-language writers,  spanning  five  centuries. 

Works  shown  included  those  of  these  and  other  doctors:  Thomas 
Lincare,  Somerset  Maugham,  Sir  Arthur  Conan  Doyle,  Zane  Grey, 
George  William  Bagby,  Thomas  Dunn  English,  Tobias  Smollet,  Thom- 
as Huxley,  Weir  Mitchell,  William  Carlos  Williams,  David  Living- 
stone, Mungo  Park,  Sir  Wilfred  Grenfell,  Edward  and  Sir  William 
Osier,  Erasmus  and  Charles  Darwin,  Sir  Samuel  Garth,  Oliver  Gold- 
smith, Thomas  Beddoes,  Oliver  Wendell  Holmes,  Havelock  Ellis,  War- 
wick Deeping,  James  Bridie,  Lord  Brain,  Frank  Gill  Slaughter,  and 
Charles  Alexander  Eastman,  reports  Medical  Tribune,  Feb.  27-28, 
1965. 

Four  women  are  included:  Elizabeth  Blackwell,  the  first  ac- 
credited woman  physician  in  the  modem  world;  Clara  Barrus,  bi- 
ographer of  John  Burroughs;  Helen  Aston,  who  never  practiced  ex- 
cept as  a nurse  during  World  War  I ; and  Gertrude  Stein,  who  did 
not  qualify  as  a physician  because  she  had  an  antipathy  toward  ex- 
aminations and  refused  to  sit  for  her  finals. 

The  curator  fudged  a little  and  included  several  near-physicians 
who  were  simply  too  good  as  writers  to  leave  out.  Among  these  were 
former  medical  students  James  Joyce,  Percy  Bysshe  Shelley,  and 
John  Keats. 
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Hemangioma  of  Liver: 
Spontaneous  Rupture  in  Pregnancy 


A.  W.  WHITE,  JR. 


In  this  case,  a hemangioma  of  the  liver  re- 
sulted in  spontaneous  rupture  of  that  organ; 
the  patient  was  in  the  eighth  month  of  her 
eighth  pregnancy,  and  was  extremely  obese. 
Surgical  and  autopsy  findings  are  included 
in  the  report. 


f 1 HEMANGIOMAS  OF  the  liver, 

CASE  REPORTS  generally  considered  hamartomas, 

■ are  not  rare  lesions,  and  show  a 
sexual  preference  for  occurrence 
in  the  female  over  the  male  in  a ratio  of  six 
to  one.^  With  the  tremendous  number  of 
pregnancies  each  year,  it  would  be  expected 
that  during  the  last  century  problems  con- 
nected with  hemangiomas  of  the  liver  dur- 
ing pregnancy  would  have  been  reported, 
especially  in  view  of  the  apparent  tendency 
of  these  lesions  to  hypertrophy  during  preg- 
nancy. However,  a review  of  the  literature 
shows  no  reported  case  of  rupture  of  a hem- 
angioma of  the  liver  during  pregnancy. 

However,  as  pointed  out  in  a recent  article 
by  Yen,^  spontaneous  rupture  of  the  liver 
from  any  cause  during  pregnancy  is  appar- 
ently a rare  lesion,  as  his  study  of  the  litera- 
ture showed  only  15  reported  cases,  to  which 
he  added  two  more.  The  majority  of  these 
were  associated  with  toxemia,  and  a signifi- 
cant number  with  malignancy,  either  pri- 
mary or  secondary.^"^ 


Case  Report 

An  extremely  obese  Negro  woman  was  first  seen 
Sept.  10,  1962,  during  her  eighth  pregnancy.  Her 
last  menstrual  period  was  April  16,  1962,  and  the 


expected  date  of  confinement  was  Jan.  21,  1963. 
Apparently  her  seven  previous  pregnancies  had  been 
normal,  and  in  each  instance  she  had  been  delivered 
of  a living  child.  Despite  the  fact  that  the  patient 
was  in  her  22nd  or  23rd  week  of  gestation,  she  was 
so  massively  obese  that  the  uterus  could  not  be  de- 
tected by  abdominal  examination. 

On  the  initial  visit,  her  height  was  recorded  as 
5 ft.  2 in.  and  her  weight  as  275  lb.  Past  history 
indicated  that  she  had  suffered  from  chronic  chol- 
ecystitis for  a “long  time,”  and  that  she  had  under- 
gone surgery  for  repair  of  a large  umbilical  hernia 
in  August  of  1962.  The  latter  procedure  was  done 
despite  the  stage  of  gestation,  as  the  surgeon  be- 
lieved that  the  hernia  was  enlarging  rapidly  under 
the  strain  imposed  by  the  pregnancy. 

The  patient  was  forbidden  to  gain  any  more 
weight,  and  until  Dec.  9 she  did  well.  There  were 
repeated  episodes  of  right  upper  quadrant  pain  as- 
sociated with  nausea  and  belching,  but  these  were 
relieved  by  biliary  medications.  On  Dec.  9 she  had 
a severe  pain  in  the  same  area  which  was  not  re- 
lieved by  medication,  and  she  was  brought  to  the 
hospital  emergency  room.  Physical  examination  re- 
vealed temperature  99.4  F.,  pulse  126,  blood  pres- 
sure 128/80  mm.  of  mercury,  and  generalized  ten- 
derness in  the  abdomen,  especially  in  the  right  up- 
per quadrant.  At  no  time  during  the  pregnancy  had 
the  fetal  heart  tone  been  audible,  but  the  patient 
said  that  she  could  still  feel  fetal  movement.  She 
was  admitted  to  the  hospital  with  a diagnosis  of 
cholecystitis  possibly  aggravated  by  cholelithiasis. 
An  internist  was  called  in  as  a consultant,  and  he 
concurred  with  the  diagnosis  and  treatment. 

During  the  next  12  hours  the  patient’s  pulse  stead- 
ily increased  to  150,  and  her  blood  pressure  dropped 
almost  to  shock  level.  The  abdomen  was  visibly 
more  distended  and  was  becoming  rigid,  and  the 
patient  could  no  longer  feel  any  fetal  movements. 
A general  surgeon  was  called  in  as  a consultant;  he 
concurred  that  an  acute  abdominal  condition  was 
present,  and  that  intra-abdominal  hemorrhage  was 
probable.  Because  of  the  patient’s  advanced  gesta- 
tion and  massive  obesity,  definitive  diagnosis  before 
exploration  was  impossible.  Also,  the  gravid  con- 
dition of  the  uterus  made  it  impossible  to  perfonn 
an  adequate  exploratory  operation;  it  was  decided 
to  perform  an  emergency  cesarean  section  and  tubal 
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ligation  before  proceeding  with  exploratory  surgery 
of  the  abdomen. 

The  anesthetist  considered  the  patient  an  extreme- 
ly poor  risk.  Intubation  was  done  under  local  (prior 
to  general)  anesthesia,  but  even  this  was  inade- 
quate to  maintain  good  ventilation.  When  the  abdo- 
men was  opened,  large  amounts  of  old  and  fresh 
blood  and  clots  were  evacuated  and  a low  cesarean 
section  and  tubal  ligation  were  performed.  The  still- 
born male  infant  had  been  dead  for  about  six  to 
eight  hours. 

Even  after  the  uterus  was  empty,  the  surgical 
procedure  was  a formidable  one  complicated  by  the 
necessity  of  removing  1,500  to  2,000  cc.  of  blood  and 
clots.  The  liver  was  enlarged  by  a mass,  apparently 
a hemangioma,  and  had  a 5 in.  rent  in  the  capsule 
on  its  ventral  surface.  Attempts  to  suture  the  tear 
were  unsuccessful,  and  the  area  was  tightly  packed 
with  Oxycel  gauze  and  pressure  was  applied  until 
the  bleeding  ceased. 

During  closure  of  the  skin  incision,  the  patient’s 
blood  pressure  dropped  to  unmeasurable  levels  and 
no  heart  sounds  could  be  heard.  Cardiac  monitoring 
revealed  ventricular  fibrillation.  External  cardiac 
massage  restored  a blood  pressure,  but  repeated 
defibrillation  shock  did  not  alter  the  ventricular 
fibrillation  pattern.  After  15  minutes  of  unsuccess- 
ful resuscitative  measures,  the  patient  was  pro- 
nounced dead. 

Autopsy  was  performed  on  Dec.  11,  and 
confirmed  the  presence  of  a hemangioma  of 
the  liver.  Sectioning  of  the  organ  showed 
that  about  two-thirds  of  it  had  been  replaced 
by  the  lesion.  Additional  necropsy  findings 
were  obesity,  cardiac  hypertrophy,  terminal 


congestion  and  edema  of  the  lungs,  cholecys- 
titis with  lithiasis,  and  a recent  pregnancy 
terminated  by  cesarean  section. 

As  noted  by  Yen,-  while  rupture  of  the 
liver  from  any  cause  during  pregnancy  is 
apparently  a rare  condition,  it  is  always  a 
grave  one  and  often  fatal.  The  only  hope 
for  the  patient  seems  to  be  immediate  lapa- 
rotomy, and  undoubtedly  the  delay  in  ex- 
ploration of  the  reported  case  contributed  to 
death.  However,  the  pre-existing  cholecy- 
stitis made  a differential  diagnosis  difficult, 
and  obesity  obscured  many  diagnostic  cri- 
teria. 
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Texan  Studies  To  Aid  Nerve  Repair 

A Texas  scientist  has  injected  tiny  amounts  of  a radioactive 
substance  into  the  eyes  of  mice  to  make  new  discoveries  about  the 
nervous  system. 

Dr.  Paul  Weiss,  dean  of  The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences,  reported  his  findings  before  the  102nd 
annual  meeting  of  the  National  Academy  of  Sciences  in  Washington, 
D.  C.,  April  28. 

The  discoveries  may  lead  to  improved  methods  for  repair  of 
damaged  nerves,  said  Dr.  Weiss,  who  pioneered  in  nerve  repair  re- 
search during  World  War  II. 

In  addition,  the  new  discoveries  may  make  it  possible  to  influ- 
ence nerve  cells  chemically  to  produce  immunity  to  certain  types  of 
damage. 
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Radioactive  Scintiscanning 
in  Evaiuation  of  Renai  Disease 

~ ■ •'•  : — ; ■■^---' 


Donald  Motzkin,  M.D.;  Philip  C.  Johnson,  M.D.;  Russell  Scott,  Jr.,  M.D.; 
and  Clarence  P.  Alfrey,  Jr.,  M.D. 


The  authors  describe  and  review  the  use  of 
the  renal  scan  clinically  to  delineate  space- 
occupying  lesions,  to  demonstrate  seg- 
mental differences  in  renal  function,  to 
demonstrate  obstructive  uropathy,  and  to 
demonstrate  presence  or  absence  of  viable 
renal  parenchyma.  Chlormerodrin  ^®^Hg 
or  ^®^Hg  have  been  described  as  the  preferred 
isotopes  for  space-occupying  lesions,  and 
radio-iodinated  o-iodohippuric  acid  is 
listed  as  a possible  preference  for  all 
other  uses. 


I 1 RENAL  SCINTILLATION  scan- 

REviEw  ARTICLES  miig  was  iiitroduced  by  Wagner 

■ and  associates  in  1960  as  a diag- 
nostic technique  which  could  be 
used  to  evaluate  functional  or  structural 
changes  in  the  renal  parenchyma.^’  ^ This 
technique  depends  on  the  ability  of  the  renal 
parenchyma  to  concentrate  a radioisotope 
which  can  be  detected  and  visually  portrayed 
by  a scintillation  scanner.^-  ^ Previously  es- 
tablished techniques  are  used  in  the  clinical 
evaluation  of  other  organs,  such  as  the  thy- 
roid, liver,  and  brain. ^ It  is  now  generally 
accepted  that  a photoscan  is  more  easily  in- 
terpreted than  a dot  scan,  and  a focusing 
collimator  produces  sharper  pictures  than  a 
single  hole  collimator.  Recently,  television 
recording  techniques  have  been  used  to  pro- 
duce renal  scans.^ 

A renal  scan  may  be  particularly  useful 
in  the  following  circumstances : 

1.  Where  conventional  urologic  techniques 
are  not  adequate  to  identify  a space-occupy- 
ing renal  lesion. 

2.  To  demonstrate  segmental  differences 


in  renal  function  within  one  kidney,  whether 
due  to  ischemia,  infarction,  calculous  dis- 
ease, or  pyelonephritis. 

3.  To  evaluate  obstructive  uropathy  in  pa- 
tients with  azotemia  or  allergy  in  place  of 
the  intravenous  pyelogram. 

4.  To  determine  the  presence  or  absence 
of  viable  renal  parenchyma,  when  the  con- 
trast medium  is  not  visualized  on  the  intra- 
venous pyelogram,  in  order  to  establish  the 
feasibility  of  performing  parenchyma-spar- 
ing operations  such  as  heminephrectomy, 
nephrolithotomy,  or  endarterectomy  of  the 
renal  artery  instead  of  nephrectomy 

We  will  describe  and  contrast  the  radio- 
logic  and  biologic  properties  of  the  common- 
ly used  radioisotopes  and  will  define  the 
clinical  problems  for  which  each  agent  is 
best  suited. 


Radioactive  Agents 

An  ideal  radioactive  agent  for  renal  scan- 
ning would  be  selectively  concentrated  and  re- 
tained in  the  renal  parenchyma  long  enough 
to  allow  completion  of  the  renal  scan.  It 
should  then  be  rapidly  excreted  into  the  col- 
lecting system  or  radioactive  decay  should 
occur,  or  both,  decreasing  the  radiological 
exposure  to  the  patient.  The  drug  should  be 
harmless  and  inert. 

Chlormerodrin  Hg-*’®  and  sodium  iodohip- 
purate  have  been  most  frequently  used 
for  renal  scanning.  Recently,  chlormerodrin 
Hg-03  and  sodium  iodohippurate  P^^  have  be- 
come available,  but  there  is  still  little  clini- 
cal experience  with  these  agents.  They  dif- 
fer sufficiently  in  their  radiologic  and  bio- 
logic properties  to  allow  the  use  of  each  for 
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specific  clinical  problems.  Chlormerodrin 
Hg203^  which  has  a half-life  of  45  days,  is 
selectively  concentrated  and  localized  in  the 
renal  parenchyma  but  its  subsequent  excre- 
tion is  extremely  slow.  Approximately  10 
percent  of  the  administered  dose  of  mercury 
combines  chemically  with  sulfhydryl  enzyme 
systems  of  the  renal  parenchyma  to  form 
stable  organic  salts  which  essentially  are  not 
excreted. The  prolonged  retention  of  chlor- 
merodrin Hg2®®  in  the  renal  parenchyma, 
combined  with  its  relatively  long  radioactive 
half-life,  increases  the  renal  radiation  dose 
and,  for  practical  purposes,  eliminates  the 
possibility  of  multiple  studies. 

The  urinary  excretion  of  chlormerodrin 
Hg203  been  studied  and  our  data  agree 
with  those  of  Blau  and  Bender. These  re- 
sults show  that  urinary  excretion  is  initially 
rapid  with  approximately  50  percent  of  the 
dose  being  excreted  in  six  to  eight  hours. 
After  that  period,  the  rate  of  excretion  de- 
clines rapidly  with  40  percent  excreted  in 
the  next  16  hours.  After  24  to  48  hours, 
urinary  excretion  of  the  remaining  10  per- 
cent is  minute.  Using  a total  body  counter 
to  measure  residual  radioactivity,  it  was 
found  that  75  percent  of  the  dose  had  an  ex- 
cretion rate  of  13  percent  per  hour  and  the 
remaining  25  percent  had  an  excretion  rate 
of  10  percent  per  day.^®  The  total  body  ir- 
radiation dose  from  250  pc.  of  chlormerodrin 
Hg203  jg  millirad.  This  compares  to  a 
total  body  irradiation  dose  of  8 millirad  if 
an  equivalent  dose  of  ^®^Hg,  which  has  a 
shorter  half-life,  is  used. 

The  residual  radioactivity  following  chlor- 
merodrin Hg“®®  renal  scan  has  been  deter- 
mined in  nine  kidneys  removed  from  pa- 
tients (Table  1).  The  percentage  uptake  of 
203Hg  was  similar  (3  to  5 percent  per  kid- 
ney) in  all  patients,  except  for  the  patient 
who  concentrated  only  1.4  percent  of  the 
dose.  This  patient  had  chronic  pyelonephritis, 
and  impaired  renal  function  may  have  ac- 
counted for  his  low  concentration  of  chlor- 
merodrin Hg-®®.  These  results  show  that 
after  20  hours,  kidney  radioactivity  remains 
essentially  constant  and  its  slow  decrease  is 
mainly  a function  of  radioactive  decay  of 
the  radioactive  mercury  isotope  rather  than 
the  biological  excretion  of  chlormerodrin 
Hg203  From  250  pc.  of  chlormerodrin  Hg-®®, 
each  kidney  absorbs  approximately  12  to  14 
rads.  This  is  much  higher  than  the  1.1  rad 
which  would  result  from  a similar  dose  of 


Table  1. — Residual  Chlormerodrin  in 

Kidney  at  Time  of  Its  Removal. 


Patient 

Time 

After 

Injection 

% of 

Administered 

Dose  Found 
in  Kidney*  Lesion 

1 

20  hours 

5.3 

Cyst 

2 

24  hours 

3.1 

Tumor 

3 

30  hours 

4.4 

Cyst 

4 

48  hours 

1.4 

Tumor 

5 

6 days 

4.7 

Tumor 

6 

11  days 

5.0 

Cyst 

7t 

15  days 

3.6 

Normal  left 

kidney 

5.1 

Tumor  with 

liver  attached 

8 

23  days 

5.6 

Tumor 

* Corrected  to  time  of  injection. 
tPostmortem  specimens. 


chlormerodrin  Hg^®'.  The  difference  in  radi- 
ation dose  being  a function  of  their  different 
half-lives  (®°®Hg,  45.4  days  and  ^®‘Hg,  2.8 
days)  and  gamma  ray  energies.  In  the  usual 
scan,  the  extremely  soft  gamma  rays  of 
^®^Hg  (68-78  kev)  produce  a higher  back- 
ground count  rate  adjacent  to  the  kidney 
area  than  does  ®®®Hg.  Unlike  ®°®Hg,  the 
Compton  scattered  gamma  rays  of  ^®‘Hg, 
which  are  scattered  through  an  angle  great 
enough  to  enter  a collimator,  have  energies 
close  to  the  primary  gamma  energy.  This 
effect  makes  it  difficult  to  obtain  a sharply 
defined  kidney  outline  with  i®‘Hg  even  with 
a good  spectrometer.  Thus,  a choice  between 
^®'Hg  and  ®o®Hg  must  be  based  upon  the  in- 
vestigator’s opinion  of  the  importance  to 
him  of  half-life,  energy  given  off,  and  radia- 
tion exposure. 

Radioactive  mercury  chlormerodrin  should 
be  used  for  the  renal  scan  whenever  a space- 
occupying  lesion  is  suspected  since  the  chlor- 
merodrin is  bound  to  the  renal  parenchyma 
and  therefore  gives  more  precise  delineation 
of  parenchymal  defects.  The  degree  of  renal 
radiation  exposure  should  be  justified  by 
the  seriousness  of  the  diagnostic  problem. 

In  performing  renal  scans  for  space-occu- 
pying lesions  in  adults,  200-400  microcuries 
of  chlormerodrin  labeled  with  radioactive 
mercury  (approximately  10  mg.)  has  been 
used  in  general  as  the  scanning  dose,  al- 
though diagnostic  quality  scans  may  be  ob- 
tained with  sensitive  equipment  and  good 
renal  function  with  as  little  as  100  pc.  In 
performing  these  renal  scans,  the  dose  is 
administered  in  the  moming  without  prior 
fasting.  The  initial  scan  is  perfonned  one 
or  more  hours  later  and  a “delayed”  scan  can 
be  performed  24  or  more  hours  later. 
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Of  the  rapidly  excreted  radioactive  agents, 
there  are  several  advantages  to  using  sodium 
iodohippurate  We  have  preferred  using 
a rapidly  excreted  agent  for  all  purposes 
other  than  tumor  localization.  Radioactive 
hippuric  acid  is  rapidly  excreted  by  the  kid- 
neys with  approximately  50  percent  of  the 
dose  being  excreted  in  the  first  30  min- 
utes.^^’  Because  of  its  rapid  excretion,  a 
portion  of  the  injected  dose  is  usually  visu- 
alized in  the  collecting  system  and  pelvis. 
However,  parenchymal  localization  and  con- 
centration has  invariably  been  adequate  to 
determine  clinically  significant  differences 
in  segmental  function  of  the  renal  paren- 
chyma. Since  virtually  100  percent  of  the 
dose  is  excreted  in  24  hours,  the  radiation 
exposure  is  extremely  low  and  the  study  may 
be  repeated  as  needed.  The  kidney’s  radia- 
tion dose  was  calculated  as  being  31  to  125 
mr  after  a scanning  dose  of  400-800  qc  of 
sodium  iodohippurate  As  with  the  low- 
er energy  mercury,  emits  gamma  rays 
of  low  energy  which  make  it  difficult  to  ob- 
tain a scan  free  of  the  halo  effect  produced 
by  the  close  proximity  of  the  primary  photo 
peak  and  the  Compton  scattered  peak.  Be- 
cause radiation  exposure  is  no  problem,  the 
superior  scanning  characteristics  of 
would  seem  to  recommend  it  over 

Various  data  suggest  that  the  renal  excre- 
tion of  sodium  iodohippurate  can  be  di- 
vided into  two  phases,  an  active  phase  in 
which  the  renal  tubular  cells  extract  the 
agent  from  the  blood  stream,  virtually  in  a 
single  passage  through  the  kidney,  and  a 
subsequent  passive  phase  in  which  the  agent 
diffuses  from  the  renal  tubular  cells  into  the 
urine.’’'’  The  active  phase  is  dependent 
on  both  a healthy  renal  parenchyma  and  an 
adequate  blood  supply.  The  passive  phase  is 
related  to  the  rate  of  urine  production. 

If  sodium  iodohippurate  scan  is  to  out- 
line the  renal  parenchyma,  the  scan  must  be 
completed  during  the  relatively  short  time 
it  takes  for  the  hippurate  to  be  extracted 
from  the  blood  and  before  the  hippurate  is 
excreted  into  the  tubular  urine.  Several  tech- 
niques are  available  to  accomplish  this:  (1) 
dual  detectors  are  used  for  scanning;  (2) 
one  kidney  is  scanned,  following  which  a 
second  dose  is  injected  and  the  other  kidney 
is  scanned;®  (3)  a scanning  dosage  in  ex- 
cess of  4 to  6 gc.  per  lb.  of  body  weight  is 
used  to  intensify  extraction  from  the  blood ;® 
and  (4)  acute  ureteral  obstruction  is  pro- 
duced to  prevent  diffusion  into  the  collecting 
system.'^ 


In  preparing  a patient  for  a scan,  fluids 
and  food  should  be  withheld  for  at  least  12 
hours.  A preliminary  renogram  may  be  per- 
formed in  the  dehydrated  state  to  determine 
the  rate  at  which  each  kidney  eliminates  the 
sodium  iodohippurate  Then  the  agent  is 
given  as  a rapid  intravenous  injection  (4  to 
6 qc.  per  lb.),  scanning  is  started  immedi- 
ately and  should  be  completed  in  15  to  25 
minutes.  If  external  counting  over  the  kid- 
ney areas  at  one  hour  indicates  significant 
residual  radioactivity,  a “delayed”  scan  is 
performed.  Serial  “delayed”  scans  are  per- 
formed every  few  hours  if  there  is  sufficient 
radioactivity  present.  In  the  normal  patient, 
there  is  rarely  enough  ^^^I  radiation  over  the 
renal  areas  to  produce  a “delayed”  scan  at 
one  hour.  Sodium  iodohippurate  must 
be  used  whenever  the  need  for  multiple  fu- 
ture renal  scans  is  anticipated  as  well  as 
whenever  the  renal  scan  is  to  be  used  to  eval- 
uate an  obstructive  uropathy.  Similarly,  this 
medium  has  been  preferred  whenever  a renal 
scan  is  performed  to  determine  the  presence 
or  absence  of  viable  renal  parenchyma  in  a 
patient  whose  intravenous  pyelogram  reveals 
a unilateral  nonvisualization. 

Clinical  Use 
For  Renal  Scan 

Renal  Scan  to  Delineate  Space-Occupying 
Lesions. — Space-occupying  lesions  present  as 
areas  of  lowered  radioactivity  because  they 
do  not  concentrate  the  radioactive  agent.  Of 
25  patients  we  scanned  and  who  were  sur- 
gically explored  because  of  possible  space- 
occupying  lesions,  14  had  only  minor  pyelo- 
graphic  abnormalities  which  by  themselves 
were  not  diagnostic  of  neoplasm.  During 
surgery,  10  patients  were  found  to  have 
space-occupying  lesions  and  four  patients 
were  found  to  have  normal  kidneys.  The 
renal  scan  was  correctly  interpreted  as  show- 
ing the  presence  or  absence  of  a space-occu- 
pying lesion  in  12  of  these  14  patients  who 
had  only  minor  pyelographic  abnormalities. 
A filling  defect  was  present  on  the  renal 
scan  in  nine  out  of  ten  patients  with  carci- 
noma and  in  five  out  of  six  patients  with 
renal  cysts.  These  results  are  similar  to  oth- 
ers. Haynie  found  that  the  scan  showed  fill- 
ing defects  in  nine  out  of  ten  patients  with 
carcinomas  and  in  four  out  of  eight  patients 
with  cysts.® 

Chlormerodrin  Hg“®®  renal  scans  for  space- 
occupying  lesions  are  indicated  when  the 
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pyelographic  study  shows  only  a minor  ab- 
normality and  there  is  uncertainty  as  to 
whether  renal  exploration  is  indicated.  In 
such  a case  an  area  of  parenchymal  inactiv- 
ity in  the  renal  scan  occurring  in  the  same 
location  as  minor  abnormality  on  the  pyelo- 
graphic study  will  serve  as  the  justification 
for  renal  exploration.  In  addition,  chlor- 
merodrin  Hg^os  renal  scans  are  indicated 
when  the  pyelographic  study  suggests  a con- 
genital malformation  such  as  fetal  lobula- 
tion or  malrotation  which  could  possibly  rep- 
resent a large  space -occupying  intrarenal 
mass.  In  such  a case,  the  presence  of  radio- 
activity on  the  renal  scan  in  the  region  of 
the  inconclusive  pyelographic  abnormality 
demonstrates  the  presence  of  a functioning 
parenchyma  and  obviates  the  need  for  renal 
exploration.  The  renal  scan  is  not  required 
when  the  diagnosis  of  a neoplasm  can  be 
made  from  the  pyelogram  alone,  although 
the  scan  may  give  a better  estimate  of  tumor 
size  than  will  the  pyelogram.  The  renal  scan 
cannot  distinguish  a cyst  from  a tumor  and 
it  has  not  been  possible  to  detect  lesions 
smaller  than  2.5  to  3.0  cm.  in  diameter  or  to 
detect  peripherally  located  lesions.®’ The- 
oretically, current  equipment  should  be  able 
to  detect  a 1 cm.  lesion.  Clinically  it  does 
not,  probably  because  of  the  respiratory  ex- 
cursion of  the  kidneys.  Approximately  one 
in  ten  carcinomas  are  located  peripherally  or 
situated  so  as  not  to  distort  the  renal  scan. 
A negative  renal  scan  does  not  rule  out 
tumor.® 

Renal  Scan  to  De^nonstrate  Seg7nental  Dif- 
ferences in  Renal  Function. — Renal  scans 
are  indicated  whenever  a knowledge  of  seg- 
mental renal  function  would  be  of  value  in 
planning  or  assessing  surgical  or  medical 
treatment.  Prior  to  major  stone  surgery  or 
prior  to  renovascular  surgery,  the  renal  scan 
may  be  used  to  demonstrate  the  segmental 
distribution  of  renal  function  in  both  kid- 
neys. The  surgeon  is  then  better  able  to  esti- 
mate the  effect  that  surgery  may  have  on 
total  renal  function.  He  can  determine  the 
desirability  of  performing  a parenchyma- 
sparing procedure  such  as  segmental  resec- 
tion, heminephrectomy,  nephrolithotomy,  or 
renal  endarterectomy  instead  of  performing 
a nephrectomy.  Diseased  areas  are  repre- 
sented on  the  renal  scan  as  areas  of  de- 
creased radioactivity.  The  renal  scan  shows 
ischemia  within  a kidney  as  a spotty  de- 


crease in  radioactive  concentration  in  the 
area  of  the  ischemia. 

Although  some  authors  have  stated  that 
chlormerodrin  Hg®®®  is  superior  to  sodium 
iodohippurate  in  evaluating  the  hyper- 
tensive patient,®- ^5-1^  our  results  and  the 
work  of  others,®’  suggest  that  the  latter  me- 
dium can  be  useful  for  this  purpose  since  it 
is  more  easily  used  in  serial  studies  before 
and  after  surgery.  In  evaluating  hyperten- 
sive patients  for  surgically  correctable  reno- 
vascular hypertension,  the  major  role  of  the 
renal  scan  is  to  distinguish  ischemic  but 
functioning  renal  tissue,  which  concentrates 
the  radioactivity,  from  infarcted  nonviable 
renal  tissue,  which  does  not  concentrate  the 
radioactivity.  The  renal  scan  can  demon- 
strate the  presence  of  viable  tissue  in  a kid- 
ney that  is  not  excreting  urine. The  renal 
scan  along  with  all  other  “screening  tests” 
for  hypertension,  has  not  been  completely  re- 
liable to  exclude  renovascular  disease,  since 
surgically  correctable  renovascular  hyperten- 
sion has  occurred  in  the  presence  of  a normal 
renal  scan.^®- 1®  A renal  scan  will  not  sepa- 
rate pyelonephritis  from  renovascular  dis- 
ease.®’ In  our  hands,  a renal  scan  indicated 
the  ischemic  area  in  14  out  of  15  hyperten- 
sive patients  who  were  proved  subsequently 
at  surgery  to  have  renovascular  occlusive 
disease.  This  is  similar  to  the  result  of 
Haynie,  who  noted  a correct  diagnosis  in 
only  8 of  10  scans  and  Brooks  who  found  a 
correct  diagnosis  in  36  of  38  patients.®- ^® 

The  major  value  of  the  renal  scan  is  real- 
ized when  the  renal  scan  is  correlated  with 
the  patient’s  intravenous  pyelogram,  retro- 
grade pyelogram,  aortogram,  renogram,  and 
differential  function  studies  in  order  to  ob- 
tain a more  complete  understanding  of  the 
alteration  in  renal  anatomy,  renal  vascular 
supply,  and  renal  function  produced  by  the 
renovascular  disease.  A more  intelligent  and 
reliable  preoperative  selection  of  patients 
for  corrective  surgery  is  then  possible. 

Renal  Scan  to  Demonstrate  Obstructive 
Uropathy. — Normally,  the  intravenous  pyel- 
ogram is  the  preferred  procedure  for  evalu- 
ating obstructive  uropathy.  However,  in  the 
allergic  patient,  it  may  be  contraindicated. 
No  allergic  reactions  have  occurred  in  per- 
forming over  300  sodium  iodohippurate 
renal  scans  in  more  than  250  patients.  Two 
of  these  patients  had  previously  had  allergic 
reactions  to  pyelographic  media.  To  our 
knowledge,  there  are  no  reported  allergic  re- 
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actions  to  these  radioisotope  agents.  Allergic 
reactions  would  not  be  expected  to  occur 
since  the  amount  of  iodide  injected  is  proba- 
bly too  small  to  cause  a generalized  allergic 
response. 

In  the  severely  azotemic  patient,  the  in- 
travenous pyelogram  may  not  produce  ade- 
quate visualization  of  the  collection  system 
and  the  radioisotope  renogram  may  be 
equivocal.  If  retrograde  pyelography  cannot 
be  performed,  the  renal  scan  may  be  used  to 
advantage  to  demonstrate  the  presence  or 
absence  of  obstruction.  The  sensitivity  of  a 
scan  is  so  much  greater  than  a pyelogram 
that  it  often  shows  the  presence  of  a kidney 
which  cannot  be  seen  on  the  pyelogram. 

The  hallmark  of  obstruction  is  the  pro- 
longed persistence  of  sodium  iodohippurate 
1131  over  the  obstructed  renal  area  after  the 
other  kidney  has  become  essentially  free  of 
radioactivity.®  With  an  acute  obstruction, 
the  radioactive  media  appears  promptly  and 
in  good  concentration.'^  In  a patient  with  a 
long-standing  obstruction,  there  is  delayed 
appearance  of  the  contrast  medium  and  it 
appears  in  decreased  concentration.  In  at 
least  one  azotemic  patient,  a lifesaving 
nephrostomy  was  performed  solely  on  the 
basis  of  a series  of  “delayed”  renal  scans  that 
demonstrated  obstructive  uropathy.  Obstruc- 
tion must  be  present  for  a longer  time  be^ 
fore  nonvisualization  occurs  in  the  scan  than 
the  time  needed  to  produce  nonvisualization 
in  the  pyelogram.  The  presence  of  a renal 
outline  on  the  scan  but  not  in  the  excretory 
renogram  is  evidence  which  suggests  kidney 
function  will  return  when  the  obstruction  is 
relieved. 

Renal  Scan  to  Demonstrate  the  Presence 
or  Absence  of  Viable  Renal  Parenchyma. — 
The  affinity  of  the  renal  parenchyma  for 
sodium  iodohippurate  I^^^  or  chlormerodrin 
Hg203  jg  gQ  great  that  failure  to  find  radio- 
active concentration  over  one  flank  at  some 
time  within  24  hours  after  the  administra- 
tion of  the  radioisotope  shows  the  absence 
of  viable  renal  parenchyma  in  that  flank.  In 
performing  sodium  iodohippurate  I^^^  scans 
to  demonstrate  the  presence  or  absence  of 
viable  renal  parenchyma  in  patients  whose 
intravenous  pyelograms  did  not  visualize 
one  kidney,  delayed  scans  are  performed  at 
1,  3,  5,  and  24  hours.  Each  scan  is  performed 
after  the  patient  has  voided  and  the  detector 
is  moved  over  the  entire  abdominal  cavity 


so  that  an  ectopic  kidney  will  not  be  over- 
looked. 

In  our  series,  three  patients  with  ectopic 
kidneys  and  two  patients  who  had  previous- 
ly had  nephrectomies  did  not  show  radio- 
activity in  the  flank  that  did  not  contain 
renal  parenchyma.  Five  additional  patients 
who  were  studied  failed  to  show  radioactiv- 
ity over  the  nonvisualized  side  at  some  time 
within  24  hours  after  administration  of  the 
isotope.  Each  patient  was  subsequently 
shown  to  have  a congenitally  absent  kidney. 
At  cystoscopic  examination,  three  patients 
had  a hemitrigone. 

In  patients  who  had  kidney  disease  pro- 
ducing nonvisualization  during  intravenous 
pyelography,  radioactivity  appeared  over  the 
involved  kidney  at  some  time  within  24  hours 
after  the  injection  of  the  sodium  iodohip- 
purate Two  different  patterns  were  ob- 
served which  seemed  to  be  determined  by 
the  presence  or  absence  of  ureteral  obstruc- 
tion. Once  radioactivity  appears  in  the  area 
of  an  obstructed  kidney,  whether  on  the  ini- 
tial scan  or  on  a delayed  scan,  it  will  in- 
crease for  several  hours  and  will  persist  con- 
siderably longer  over  the  diseased  kidney 
than  over  the  unobstructed  kidney.  With  ren- 
ovascular arterial  lesions,  or  with  paren- 
chymal renal  disease,  the  radioactivity  was 
usually  seen  on  the  initial  scan  but  in  greaP 
ly  decreased  quantity.  With  delayed  scans, 
the  radioactivity  tended  to  fall  at  approxi- 
mately the  same  rate  over  the  diseased  kid- 
ney as  over  the  normal  kidney. 


Summary 

Renal  radioactive  scintiscans  have  been 
used  clinically  to  portray  structural  or  func- 
tional changes  in  the  renal  parenchyma. 
Chlormerodrin  Hg^®^  or  have  been  the 

preferred  isotopes  in  delineating  space-occu- 
pying lesions  since  they  localize  more  pre- 
cisely to  the  renal  parenchyma.  The  subse- 
quent slow  decrease  in  renal  radioactivity 
after  administration  of  chlormerodrin  Hg^®® 
is  caused  more  by  the  decay  of  the  radioiso- 
tope than  by  the  biological  elimination  of 
the  agent.  Patients  with  equivocal  pyelo- 
graphic  abnormalities  may  have  renal  scans 
which  will  confirm  the  presence  of  a space- 
occupying  lesion. 

For  all  other  uses,  sodium  iodohippurate 
may  be  preferred  for  two  reasons:  (1) 
its  rapid  and  complete  excretion  allows  re- 
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peated  studies  to  be  performed,  and  (2)  the 
renal  radiation  dosage  is  small. 

Because  of  its  complete  safety  and  because 
of  its  excretion  even  in  the  face  of  greatly 
impaired  renal  function,  the  renal  scan  may 
be  used  in  place  of  the  intravenous  pyelo- 
gram  to  determine  the  presence  or  absence 
of  a ureteral  obstruction  in  patients  with 
allergy  or  azotemia.  The  unilateral  persist- 
ence of  sodium  iodohippurate  for  a pro- 
longed period  in  the  affected  kidney  after 
the  other  kidney  has  cleared  its  radioactiv- 
ity is  pathognomonic  of  unilateral  obstruc- 
tion. The  renal  scan  offers  a safe  and  re- 
liable way  of  determining  the  presence  or 
absence  of  viable  renal  parenchyma  since 
only  viable  renal  parenchyma  accumulates 
and  concentrates  sodium  iodohippurate 
or  chlormerodrin  Hg^o^. 
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Idiopathic  Hypercalcemia  of  Infancy 

Ray  L.  Simmons,  M.D.,  and  Beatrice  W.  Hawkins,  M.D. 


A seven-weeks-old  boy  in  Brownsville  is  be- 
lieved the  youngest  patient  with  idiopathic 
hypercalcemia  to  be  reported.  The  cause 
appears  to  be  an  inborn  error  of  metabolism 
creating  a hypersensitivity  to  Vitamin  D. 


IDIOPATHIC  hypercalcemia  of 
CASE  REPORTS  iofancy  is  a rarely  discussed  sub- 

■ ject  in  the  American  literature. 

This  condition  is  becoming  more 
prevalent,  possibly  because  of  the  increase 
of  Vitamin  D in  our  diet.^  Findings  in  one 
case,  a mild  form  of  the  disease,  and  a de- 
scription of  the  condition  as  it  is  most  com- 
monly encountered  are  given  in  the  following 
report  and  discussion : 


Case  Report 

An  infant  boy,  the  sixth  child  of  an  Anglo-Ameri- 
can father  and  a Latin-American  mother,  weighed  7 
lbs.  10  oz.  at  birth.  The  child  was  the  product  of  a 
full  term  delivery,  was  entirely  breast  fed,  and  was 
started  on  0.3  cc.  of  Vitamins  A,  C,  and  D daily  at 
five  days  of  age.  At  ten  days  of  age  the  child  was 
seen  because  of  a slight  cough,  but  there  were  no 
physical  findings. 

The  mother  was  checked  throughout  her  preg- 
nancy and  during  this  time  received  occasional  sup- 
plements of  ferrous  sulfate.  Otherwise,  the  mother 
did  not  take  any  medications.  She  was  not  on  medi- 
cation subsequent  to  her  delivery.  The  baby’s  sib- 
lings were  all  healthy  and  vigorous,  and  there  was 
no  history  of  heredito-familial  disorders.  There  was 
no  report  of  heavy  metal  indiscretion  in  the  house- 
hold. 

At  seven  weeks  of  age,  the  child  was  admitted  to 
Mercy  Hospital,  Brownsville,  because  of  respiratory 
distress,  inability  to  suck  properly,  and  severe  weak- 
ness. The  mother  had  noted  increasing  periods  of 
apnea.  The  child  was  acutely  ill,  weighed  11  lbs., 
was  lethargic  and  weak,  and  had  difficulty  nursing 
at  the  breast.  There  was  intercostal  retraction  with 
inspirations,  diaphragmatic  respiratory  grunts,  and 


expiratory  wheezes.  Otherwise,  results  of  the  ex- 
amination were  essentially  normal.  The  baby  was 
given  oxygen  with  water  vapor  in  a croupette,  as 
well  as  small  injections  of  adrenalin.  His  condition 
improved  to  a degree;  however,  24  hours  after  ad- 
mission to  the  hospital,  he  again  became  lethargic 
and  weak  and  was  totally  unable  to  suck.  Within  a 
few  hours  he  began  having  repeated  grand  mal 
seizures.  A spinal  fluid  tap  showed  no  cells,  a pro- 
tein of  156  mg./ 100  cc.,  glucose  of  143  mg./ 100  cc., 
and  normal  manometric  studies.  A complete  blood 
count  showed  normal  findings  except  for  a hemo- 
globin level  of  10.7  gm. 

He  was  given  a transfusion  of  150  cc.  whole  blood. 
Consultation  with  a neurologist  was  solicited.  A 
subdural  tap  rendered  normal  findings.  Skull  x-rays 
and  a pneumoencephalogram  showed  noiTnal  find- 
ings. Blood  chemistry  was  analyzed  and  showed  a 
normal  electrolyte  pattern  except  for  a serum  calci- 
um of  18  mEq. /liter.  The  normal  range  is  4.5  to 
5.75  mEq. /liter.  Normal  alkaline  phosphatase  and 
phosphorus  were  reported.  The  neurological  con- 
sultant concluded  that  the  child  “was  in  a decere- 
brate state  of  undetermined  etiology.” 

The  child  was  placed  immediately  on  ACTH,  cor- 
tisone, and  gavage  feeding  of  breast  milk  from  the 
mother.  All  vitamins  were  discontinued.  Supple- 
mental doses  of  caffeine  benzoate  were  given  in  the 
first  few  hours,  but  after  the  first  8 to  10  hours,  the 
child  began  to  gain  strength.  His  ability  to  suck  re- 
turned, and  the  convulsions  subsided.  A repeat  hemo- 
gram revealed  a hemoglobin  of  17.5  gm.  and  a serum 
calcium  of  8.6  mEq. /liter.  Serum  phosphorus  and 
urinary  calcium  readings  were  normal.  The  spinal 
fluid  culture  was  reported  as  “no  growth.”  On  the 
fourth  day  after  initiation  of  therapy  the  calcium 
value  was  5 mEq. /liter,  and  the  child,  on  examina- 
tion, was  found  to  be  completely  normal.  Eight  days 
after  admission  to  the  hospital,  he  was  discharged 
on  a regimen  of  cortisone  5 mg.  twice  daily  for  one 
week.  Subsequent  checks  have  shown  the  serum  cal- 
cium value  to  be  normal.  His  growth  and  develop- 
ment has  been  vigorous,  and  he  has  not  been  on 
therapy  other  than  breast  feedings  and  low  calcium 
foods.  Flat  plate  x-rays  of  the  abdomen  did  not 
reveal  renal  calculi  or  calcification  in  abdominal 
organs. 
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In  1932  Lightwood^  discussed  what  was 
most  likely  the  first  reported  case  of  idio- 
pathic hypercalcemia  of  infancy.  It  was  a 
severe  form,  and  the  child  died.  The  patient 
was  not  on  high  doses  of  Vitamin  D,  and 
postmortem  examination  revealed  renal  cal- 
cinosis and  osteopetrosis.  In  1952,  Light- 
wood  and  Payne-^  reported  ten  infants  with 
a similar  disease.  Since  that  time  numerous 
reports  have  appeared  in  Great  Britain,  but 
only  rarely  has  the  disease  been  reported  in 
American  publications. 

A review  of  case  reports  indicates  to  us 
that  idiopathic  hypercalcemia  of  infancy  rep- 
resents a distinct  clinical  entity  apparently 
equally  distributed  between  sexes.^  The 
youngest  patients  reported  have  been  be- 
tween three  and  six  months  old,  although 
Bongiovanni  and  others^  reported  a case 
with  onset  of  symptoms  when  the  child  was 
one  month  old.  All  children  reported  with 
the  disorder  have  generalized  muscular  hy- 
potonia, extreme  weakness,  and  dysphagia. 
Gastrointestinal  symptoms  were  next  most 
common  with  anorexia,  projectile  emesis, 
and  constipation.  In  severe  cases  there  is  a 
typical  facial  appearance  described  as  “elfin” 
facies^  (prominent  epicanthic  folds,  over- 
hanging upper  lip,  and  underdeveloped  nasal 
bridge  and  mandible) . O’Brien  and  others^ 
state  they  believe  the  appearance  is  due  not 
only  to  abnormal  growth  of  the  basisphenoid 
but  also  to  alteration  in  the  contours  of  the 
soft  tissues.  Our  patient  so  far  has  not  de- 
veloped this  expression.  Hypertension,  car- 
diac murmurs,  and  osteosclerosis  as  well  as 
multiple  calcific  deposits  in  all  organ  sys- 
tems have  been  described.^-^  Our  patient  is 
the  first  reported  in  this  country  with  con- 
vulsions. 

Laboratory  diagnosis  has  always  shown 
one  constant  finding,  that  of  hypercalcemia. 
The  blood  urea  nitrogen  level  is  sometimes 
elevated  as  well  as  that  of  serum  alpha  glob- 
ulins and  gamma  globulins.  Elevated  serum 
cholesterol  values  have  been  reported  with 
variations.  The  serum  phosphorus,  phos- 
phatase, bicarbonate,  and  chloride  levels  are 
usually  normal.  The  serum  phosphorus  level 
may  become  elevated  in  severe  forms  of  the 
disease.  Roentgenologic  findings  of  amor- 
phous increase  in  density  of  the  skull  and 
epiphyses,  transverse  bands  of  increased 
density  at  the  ends  of  the  bones,  faulty  tubu- 
lation,  and  deposits  of  calcium  in  the  soft 


tissues,  particularly  the  kidneys,  distinguish 
this  condition  from  other  metabolic  diseases.’^ 

The  differential  diagnosis  of  this  syn- 
drome included  hyperparathyroidism,  Al- 
bers-Schonberg  disease.  Vitamin  D intoxi- 
cation, and  renal  acidosis.  Hyperparathy- 
roidism reveals  a decreased  serum  phos- 
phorus, and  an  increase  in  the  alkaline  phos- 
phatase, plus  bone  lesions  not  resembling 
those  described  in  idiopathic  hypercalcemia. 
Albers-Schonberg  disease  causes  no  biochem- 
ical changes  but  does  show  a familial  ten- 
dency and  a typical  myelophthisic  anemia. 
Vitamin  D intoxication  reveals  decalcifica- 
tion of  bones  rather  than  osteosclerosis  plus 
a history  of  abnormal  intake  of  Vitamin  D. 
Renal  acidosis  is  not  typified  by  hypotonia 
or  hypercalcemia.  Acidosis  is  usually  absent 
in  idiopathic  hypercalcemia. 

Idiopathic  hypercalcemia  of  infancy  is 
usually  a benign  self-limiting  disease,  some- 
times of  short  duration.  However,  cases  re- 
ported have  varied  as  to  the  end  result. 
Though  spontaneous  recovery  is  the  rule, 
severe  cases  most  frequently  result  in  ab- 
normal permanent  developmental  processes 
or  early  death  of  the  child  with  multiple  cal- 
cifications of  all  organs.  All  gradations  in 
the  severity  of  the  disease  from  mild  to  ma- 
lignant seem  to  occur. 


Etiology 

Fellers  and  Schwartz®  consider  the  disease 
an  inborn  error  of  calcium  metabolism.  But- 
ler and  Schlesinger®  believe  the  condition  re- 
lates to  calcium  sensitivity  in  the  presence  of 
primary  renal  disease.  Kenny  and  others^® 
suggest  that  the  condition  is  due  to  an  in- 
born error  of  metabolism  in  which  there  is 
defective  inactivation  of  Vitamin  D.  This 
was  suggested  because  administration  of  400 
or  more  international  units  (1.  U.)  Vitamin 
D caused  an  elevation  in  the  serum  calcium 
and  a prolonged  elevation  in  the  level  of 
serum  Vitamin  D.  A diet  with  less  than  50 
1.  U.  of  Vitamin  D did  not  cause  a derange- 
ment in  the  serum  calcium  or  serum  Vita- 
min D.  Shiers'^  postulates  that  the  disease 
may  be  due  to  an  abnonnal  sensitivity  to 
small  doses  of  Vitamin  D. 

The  pathology  of  this  condition  in  cases 
at  necropsy  shows  a high  percentage  of 
nephrocalcinosis,^^  left  ventricular  hyper- 
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trophy, “ and  aortic  valvular  calcification^- 
Schlesinger  and  others  reported  calcium  de- 
posits in  the  elastica  of  major  arteries  and 
unusual  myxomatous  subintimal  prolifera- 
tiond’^  Calcification  has  been  reported  in  all 
organs  of  the  body.  Wilkerson  reported  find- 
ings of  idiopathic  hypercalcemia  associated 
with  massive  subcutaneous  fat  necrosis. 
Wilkerson^^  felt  that  all  infants  with  sub- 
cutaneous fat  necrosis  should  be  given  the 
benefit  of  serum  calcium  determinations  and 
cited  the  relative  frequency  of  the  combina- 
tion of  both  conditions.  Michael  and  others^‘‘ 
concur  with  these  apparently  associated  con- 
ditions and  feel  that  babies  larger  than  nor- 
mal at  birth  should  be  followed  carefully  for 
this  condition.  Winters^^  states  that  the  dis- 
ease is  inherited  as  a recessive  trait  but  does 
not  give  conclusive  evidence  as  to  the  basic 
factor  involved. 

Our  case  has  several  unique  aspects  here- 
tofore unreported.  First,  this  is  the  young- 
est child  reported  with  overt  symptoms  of 
the  disease.  Second,  the  child  was  breast-fed 
exclusively  from  birth.  Third,  symptoms  of 
the  disease  developed  while  the  child  was  on 
200  I.  U.  of  Vitamin  D daily,  an  extremely 
small  dose.  This  would  suggest  that  the  dis- 
ease is  indeed  an  inborn  error  of  metabo- 
lism, although  one  in  which  there  is  an  ab- 
normal sensitivity  to  Vitamin  D while  the 
patient  is  on  a diet  low  in  total  calcium.  In- 
creasing evidence  indicates  that  there  is  def- 
initely an  inherited  traiF®  thus  suggesting 
some  inborn  metabolic  error,  yet  the  small 
doses  administered  in  this  case  do  not  indi- 
cate a derangement  in  the  inactivation  of 
Vitamin  D,  if  compared  with  the  studies  of 
Kenny.^®  Unfortunately  our  laboratory  could 
not  perform  Vitamin  D serum  levels  on  this 
child,  and  loading  doses  of  Vitamin  D were 
believed  contraindicated  because  of  the  se- 
verity of  the  symptoms. 


Therapy 

The  therapy  for  this  condition  is  restric- 
tion to  a low  calcium  diet  and  unfortified 
milk,  and  removal  of  all  sources  of  Vitamin 
D.  In  severe  cases  steroids  and  sodium  phy- 
tate  have  been  used  with  some  success.^® 
Bran  as  a source  of  phytic  acid  has  been 
tried  but  not  reported  as  to  its  efficacy. 
Hooft  and  Vermassen^'^  utilized  thyroxine  in 
therapy  with  reported  success  by  increasing 
calcium  excretion  in  the  stool  and  urine.  So- 


dium sulfate  has  been  used  with  success, 
converting  intestinal  calcium  into  insoluble 
sulfate  salts  and  reducing  absorption. It 
is  apparent  the  therapy  of  this  condition 
relates  to  its  severity  and  the  imagination 
of  the  clinician.  Supportive  therapy  for  con- 
trol of  severe  symptoms  is  indicated  as  well 
as  careful  biochemical  studies  at  appropri- 
ate intervals  until  control  or  remission  is 
assured.  Transfusions  of  citrated  whole 
blood  may  have  a beneficial  effect  due  to 
the  calcium  binding  ability^®  of  the  citrate 
and  should  be  considered  in  children  with 
associated  anemia. 


Summary  and  Conclusions 

A single  case  of  idiopathic  hypercalcemia 
of  infancy  has  been  reported  with  a resume 
of  the  interesting  aspects  of  the  disease.  The 
cause  of  this  condition  seems  to  be  an  inborn 
error  of  metabolism  creating  a hypersensi- 
tivity to  small  doses  of  Vitamin  D.  Refuta- 
tion of  this  thesis  awaits  further  proof  to 
the  contrary.  However,  the  variation  in  the 
severity  of  this  disease  makes  investigation 
of  hereditary  factors  difficult.  Our  case,  the 
only  reported  symptomatic  case  at  this  age, 
the  patient  being  exclusively  breast-fed  and 
on  low  dosage  of  Vitamin  D,  seems  to  sup- 
port the  prevailing  theory  of  Kenny  and 
others.^® 

Inasmuch  as  the  total  incidence  of  this 
disease  is  unknown  and  its  permanent  cen- 
tral nervous  system  damage  cannot  yet  be 
determined  in  mild  cases,  a careful  review 
of  limitations  to  the  addition  of  vitamins  to 
commercial  food  and  milk  preparations  may 
be  in  order.  Bongiovanni  and  others^  de- 
scribe the  sources  of  Vitamin  D now  so 
prevalent  in  our  “vitamin  hysterical  socie- 
ty.” Before  1943,  conventional  dosage  of 
Vitamin  D in  Great  Britain  was  400  I.  U. 
daily.  The  official  recommendation  of  gov- 
ernmental public  health  authorities  increased 
the  dosage  to  700  I.  U.  daily  and  the  inci- 
dence of  the  disease  rose.  In  1957,  the  re- 
quirements were  again  lowered  to  400  I.  U. 
daily  and  the  incidence  of  the  disease  de- 
clined. The  increasing  prevalence  of  this  dis- 
ease as  well  as  reports  of  increasing  Vita- 
min A toxicity-®'^^  give  rise  to  questions 
about  the  true  need  of  additional  vitamins. 
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Presidio  Fossil  Appears 
To  Link  Lemurs,  Monkeys 

A missing  link  in  the  evolution  of  lemurs  to  monkeys  is  claimed 
to  have  been  found  in  a 35,000,000-year-old  lemur-like  skull  discovered 
last  summer  by  a University  of  Texas  professor  in  Presidio  County. 

Announcement  of  the  find  was  made  March  23  by  John  A.  Wil- 
son, Ph.D.,  Austin,  professor  of  geology,  who  explained  that  hereto- 
fore no  fossil  lemuroids  were  known  that  were  sufficiently  well  pre- 
served or  that  had  the  structures  that  would  lead  to  the  intermediate 
primates,  the  monkeys. 

Using  potassium-argon  methods,  rocks  above  and  below  the  spot 
where  the  skull  was  found  have  been  placed  as  belonging  to  the  early 
Oligocene  period,  about  35,000,000  years  ago.  At  this  time,  this  re- 
mote area  near  the  Mexican  border  was  semitropical  in  climate. 

“The  skull  was  exposed  at  the  surface  of  the  ground,  and  all  I 
had  to  do  was  reach  over  and  pick  it  up,”  said  Dr.  Wilson.  It  took 
about  two  months  to  clean  the  skull.  Dr.  Wilson  was  amazed  to  dis- 
cover the  unusual  amount  of  detail  preserved.  A few  front  teeth  have 
eroded  away,  but  all  others  are  present.  Even  mineralized  blood  ves- 
sels that  lie  on  the  surface  of  the  brain  are  clearly  visible  in  a cast 
made  of  the  inside  of  the  skull. 

“From  what  can  be  presently  seen  of  the  filling  of  the  inside  of 
the  skull,  this  lemur  had  a larger  and  more  advanced  brain  than  any 
other  known  fossil  lemur,”  said  Dr.  Wilson. 

The  skull  measures  about  one  and  a half  by  two  inches  and  is 
from  an  animal  that  probably  weighed  no  more  than  two  pounds  at 
maturity. 

One  of  the  most  astonishing  facts  is  that  a skull  with  such  char- 
acteristics was  discovered  in  North  America,  pointing  to  a conclusion 
that  Old  World  monkeys  may  have  existed  in  the  New  World,  a con- 
clusion contrary  to  present  general  scientific  opinion. 
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Human  Botfly  Infestation  in  the  U.S. 

Report  of  Second  Human  Case 


S.  W.  CASNER,  M.D.,  and  J.  S.  WISEMAN,  Ph.D. 


Last  year,  Kaye  and  Higgins  reported  re- 
moving maggots  from  the  external  ear  of  a 
Florida  man.  In  this  case,  myiasis  in  the 
thighs  of  a University  of  Texas  student  is 
described.  Both  patients  likely  were  infested 
outside  this  country. 

I 1 MYIASIS  CAUSED  by  the  human 

CASE  REPORTS  botfly  Or  warble  fly,  Dermatobia 

■ hominis  (Linnaeus,  Junior)  has 
only  recently  been  observed  in  the 
continental  United  States.  In  a report  dated 
May  20,  1964,  the  Animal  Disease'  Eradica- 
tion Division,  Agricultural  Research  Service, 
United  States  Department  of  Agriculture, 
called  attention  to  the  fact  that  the  larvae 
of  this  fly  was  reported  for  the  first  time  in 
the  United  States  in  late  April  of  that  year. 
This  report  goes  on  to  state  that  the  second 
stage  larval  instar  was  found  in  the  subcutis 
of  a dog  recently  arrived  in  Wisconsin  from 
Costa  Rica  and  that  in  May,  1964,  D.  hominis 
larvae  were  found  in  the  leg  and  at  the  base 
of  the  tail  of  a tapir  that  had  arrived  at  the 
Lincoln  Park  Zoo,  Oklahoma  City,  from 
South  America.^ 

Kaye  and  Higgins^-  ^ are  credited  with  the 
first  documented  report  of  human  botfly  in- 
festation in  the  United  States.  This  case 
entailed  the  removal  of  two  maggots  from 
the  external  ear  of  a patient  in  Florida  in 
January,  1963.  This  individual,  a visitor  to 
our  country,  remembered  being  bitten  by  an 
insect  while  on  a hunting  trip  near  Caracas, 
Venezuela,  on  Dec.  30,  1962.  These  authors 
speculated  on  the  possibility  that  D.  hominis 
could  have  been  introduced  into  the  United 
States  had  the  infestation  not  been  discov- 
ered and  the  larvae  destroyed. 


The  purpose  of  this  paper  is  to  report  a 
second  case  of  furuncular  myiasis  in  man 
caused  by  D.  hominis  larvae.  As  in  the  first 
documented  case,  this  one  also  involves  a pa- 
tient who  had  spent  a short  time  in  an  area 
where  the  human  botfly  is  common  and  who 
recalled  having  pruritic  lesions  which  he  at- 
tributed to  chigger  bites. 


Report  of  a Case 

A 24-year-old  white  man,  a graduate  student  at 
the  University  of  Texas  who  was  from  New  Jersey, 
was  first  seen  on  Sept.  29,  1964,  at  the  Student 
Health  Center  in  Austin.  He  came  in  for  a checkup 
following  a fainting  episode  the  night  before.  While 
taking  a shower,  he  began  to  feel  weak  and  slightly 
nauseated  and  then  fainted.  When  he  regained  con- 
sciousness, he  noted  a small  laceration  on  the  bridge 
of  his  nose  but  no  other  symptoms.  He  did  not  feel 
drowsy,  and  his  sensorium  cleared  quickly.  His 
tongue  was  not  sore.  He  had  been  to  Costa  Rica 
two  weeks  before  where  he  had  developed  some 
pruritic  lesions  of  both  thighs  which  he  thought 
were  chigger  bites.  He  scratched  these  lesions,  and 
they  became  larger.  Physical  examination  on  the 
first  visit  revealed  an  ambulatory,  healthy-appear- 
ing  young  man  in  no  distress.  Blood  pressure  was 
120/70  mm.  of  mercury  in  the  left  arm.  His  pulse 
was  84;  respirations,  18;  and  temperature,  98.6  F. 
There  were  two  small  lesions  of  the  upper  right 
thigh  and  one  of  the  left  thigh  having  the  early  ap- 
pearance of  small  furuncles.  An  area  of  induration 
about  2 cm.  in  diameter  was  present  about  each 
lesion  with  no  fluctuance.  There  was  a small  lacera- 
tion across  the  bridge  of  his  nose.  His  neck  was 
supple.  The  trachea  was  in  mid-line.  The  thyroid 
was  not  enlarged.  His  heart  rate  and  rhythm  were 
normal.  There  was  no  gross  cardiomegaly  and  no 
rubs  or  murmurs.  Lungs  were  clear  to  auscultation. 
The  abdomen  was  soft  and  flat  with  no  masses  nor 
tenderness  and  no  organomegaly.  Except  for  the 
skin  lesions,  extremities  were  normal.  There  were 
tender  lymph  nodes  in  the  inguinal  areas  bilaterally. 
Neurological  examination  gave  normal  findings.  A 
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urinalysis  was  within  normal  limits.  Complete  blood 
cell  count  revealed  hemoglobin  of  15  gm. ; hemato- 
crit, 45  percent;  white  blood  cell  count  was  6,000 
per  cu.  mm.  with  72  percent  segs,  27  percent  lym- 
phocytes, and  1 percent  eosinophils.  The  patient  was 
placed  on  erythromycin  by  mouth,  but  two  of  the 
lesions  continued  to  enlarge.  The  third  did  not  en- 
large, but  the  area  of  induration  persisted.  The 
lesions  were  incised  on  Sept.  30,  1964,  at  which  time 
the  area  of  induration  had  reached  about  5 cm.  in 
diameter.  No  purulent  material  was  obtained.  It 
was  noted  that  a very  small  opening  was  present  in 
two  of  the  lesions  before  the  incision.  The  material 
obtained  consisted  mainly  of  a coffee-colored  fluid, 
but  a small  amount  of  gelatinous  material  was  ob- 
tained which  contained  many  tiny  black  particles. 
These  were  examined  microscopically  by  the  pathol- 
ogist but  no  diagnosis  could  be  made.  Culture  for 
routine  and  deep  fungi  were  obtained  but  nothing 
grew  out  of  these.  Skin  biopsy  was  taken  from  one 
of  the  lesions  on  Nov.  5,  1964,  for  culture  of  deep 
fungi  and  histologic  examination.  The  patient  re- 
turned daily  for  dressing  changes,  and  a small 
amount  of  coffee-colored  drainage  was  noted  each 
time.  There  was  minimal  erythema,  and  the  drain- 
ing sites  had  a tendency  to  close  although  the  area 
of  induration  around  each  lesion  continued  to  en- 
large. Finally,  on  Nov.  10,  1964,  it  was  decided  to 
take  tissue  from  deep  in  the  lesion  for  culture  and 
histologic  examination  and,  at  that  time,  a large 
dipterous  larva  was  discovered  in  the  subcutaneous 
tissue  in  each  of  the  lesions.  These  measured  1.60 
by  0.95  and  1.5  by  0.93  cm.  and  were  identified  as 
D.  hominis.  The  larva  from  the  lesion  which  had 
not  continued  to  enlarge  was  dead  and  was  much 
smaller  than  the  other  two.  All  lesions  healed  quick- 
ly and  the  patient  has  had  no  further  complaints 
to  this  time.  It  is  not  clear  whether  the  initial  symp- 
toms were  in  any  way  related,  but  it  may  be  specu- 
lated that  they  resulted  from  toxicity.  On  Nov.  19, 
1964,  a skin  biopsy  of  two  small  fragments  for 
pathologic  examination  showed  inflammatory  reac- 
tion but  no  specific  or  malignant  changes. 


Discussion 

D.  hominis,  the  adults  of  which  are  not 
known  to  occur  in  the  continental  United 
States,  has  a wide  neotropical  distribution 
including  Mexico,  Guatemala,  British  Hon- 
duras, Honduras,  Costa  Rica,  Panama,  Canal 
Zone,  Trinidad,  Colombia,  Ecuador,  Vene- 
zuela, the  Guianas,  Brazil,  Peru,  Paraguay, 
Chile,  and  northern  Argentina.  Here  the 
larvae  are  parasitic  in  the  skin  of  such  ani- 
mals as  cattle,  dogs,  swine,  sheep,  goats,  tur- 
keys, cats,  various  wild  mammals  and  birds 
and,  less  frequently,  in  horses,  mules,  mon- 
keys, and  man.  Human  infestations  are  con- 
tracted chiefly  in  low  forest  regions  and  sel- 
dom in  houses.^  Children  exposed  out-of- 
doors  may  be  severely  affected  and  occa- 


sionally killed.  It  is  a serious  pest  of  cattle 
in  parts  of  Brazil  and  Central  America  and 
many  calves  die  as  a result  of  secondary  in- 
festation by  screwworms.  In  man,  the  larva 
has  been  reported  from  various  body  regions 
including  the  head,  arm,  back,  abdomen, 
scrotum,  buttocks,  thighs,  and  axilla.® 

The  life  history  of  the  human  botfly  is 
unique  in  that,  when  ready  to  oviposit,  the 
female  does  not  lay  her  eggs  on  the  ultimate 
host.  Instead  they  are  attached  by  means  of 
an  adhesive,  quick-drying  cement  to  the  ven- 
tral abdominal  surface  of  a captured  vector 
insect  or  arachnid.  Mosquitoes  of  the  genus 
Psorophora  (Janthinosoma),  particularly  P. 
lutzii  Theobald  and  P.  ferox  Humboldt,  seem 
to  be  the  preferred  carriers  in  Central 
America  and  northern  South  America. 
In  Brazil  and  other  parts  of  its  range, 
D.  hominis  may  utilize  biting  flies  such  as 
Stomoxys  and  Siphona  (Haematobia) , not 
bloodsucking  flies  such  as  Fannia,  Sarco- 
promusca,  Musca,  and  Anthomyia,  and  rare- 
ly ticks,  as  egg  transports.  The  female  Der- 
matohia  generally  captures  the  mosquito  or 
fly  in  flight  and,  while  hovering,  attaches  15 
to  25  eggs  to  its  abdomen.  If  no  carriers  are 
available,  adults  may  oviposit  on  vegetation. 
As  many  as  200  eggs  may  be  produced  by 
one  female  fly.  Five  to  15  days  of  incuba- 
tion are  required  after  which  time  each  egg 
contains  a fully  developed  embryo.  When  a 
carrier,  burdened  with  ripe  eggs,  alights  on 
the  skin  of  a warm-blooded  animal,  the  in- 
fectious larvae  emerge,  enter  the  skin  of  the 
host,  and  begin  their  development.  Larvae 
frequently  enter  via  the  feeding  puncture 
made  by  the  transport  species,  but  if  need 
be,  they  are  entirely  capable  of  penetrating 
the  unbroken  skin  through  a hair  follicle,  a 
fold,  or  some  point  where  clothing,  bedding, 
or  the  ground  comes  in  contact  with  the 
moist,  sweaty  skin.®  Larvae  may  require  as 
long  as  90  minutes  to  penetrate  the  skin,  and 
it  has  been  shown  experimentally  that  those 
which  do  not  have  an  opportunity  to  estab- 
lish themselves  on  a suitable  host  may  sur- 
vive up  to  a maximum  of  20  days."  Once 
established,  the  larvae  do  not  migrate  but 
remain  in  situ  where  each  gives  rise  to  a 
boil-like  swelling,  open  at  the  top,  through 
which  an  adequate  air  supply  can  reach  the 
enlarged  caudal  spiracles.  The  tumorous 
swelling  caused  by  the  laiwae  may  be  pain- 
ful at  times,  usually  of  short  duration.  How- 
ever, the  discharges  from  the  lesions  may  be 
the  more  troublesome  because  they  foul 
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clothing  and  bedding  and  often  acquire  an 
unpleasant  odor.  Longer  sleep  requirements 
and  loss  of  energy  of  the  patient  have  been 
observed.  Infection  of  wounds,  especially 
those  containing  dead  larvae,  may  have  seri- 
ous crippling  effects.®  Dunn  recorded  a fatal 
case  resulting  from  invasion  of  the  brain  of 
a child.  The  larva  generally  has  three  instar 
stages  of  development  requiring  5 to  10 
weeks  or  as  long  as  three  months.  When 
mature,  the  larvae  voluntarily  leave  the  host 
and  fall  to  the  ground  where  they  enter  the 
soil  to  pupate.  Pupation  lasts  22  to  24  days 
after  which  the  adult  fly  emerges,  the  en- 
tire life  cycle  requiring  three  to  four  months. 


Summary 

The  human  botfly  or  warble  fly,  B.  homi- 
nis,  does  not  occur  in  the  continental  United 
States  but  might  conceivably  be  introduced 
by  man  or  animals  entering  with  myiasis 
caused  by  the  larvae  of  this  species.  Cer- 
tainly suitable  egg -transport  species  are 
present  in  our  fauna  and  favorable  ecologic 
conditions  exist  in  some  areas  of  the  country 
for  development  and  survival  of  the  fly.  Of 


perhaps  greater  public  health  significance 
is  the  fact  that  infestations  by  the  larvae  of 
D.  hominis  may  beset  individuals  who  travel 
to  areas  where  the  human  botfly  occurs. 
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Our  Revealing  Eyes 

Expressions  such  as  “His  eyes  were  like  saucers”  or  “His  eyes 
were  pinpoints  of  hate”  are  old  and  familiar,  but  now  the  idea  that 
pupil  size  is  related  to  mental  attitude  has  scientific  support. 

In  the  April  issue  of  Scientific  American,  Eckhard  H.  Hess  re- 
ports several  experiments  on  thinking  and  eye  expression.  Notable  is 
his  first  in  which  he  showed  his  assistant  a series  of  pictures  of  land- 
scapes and  one  of  a seminude,  observing  the  man’s  eyes  as  he  looked 
at  each  picture.  Suddenly,  his  pupils  widened.  Dr.  Hess  checked  to 
see  which  picture  he  was  holding,  and  of  course  it  was  the  pinup. 
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Monroe  Dunaway  Anderson 

Benefactor  of  Medicine  and  Mankind 


FOR  YEARS  I have  felt  the  medi- 


HisTORicAL  ARTICLES  ceI  professloii  needed  to  acknowl- 

■ edge  those  benefactors  of  mankind 
who,  directing  their  benevolence 
into  medical  care  and  research,  have  honored 
indirectly  the  dedicated  work  of  physicians. 

Too  often  the  benefactor  is  not  able  to  see 
in  his  lifetime  the  far-reaching  effect  of  his 
plan  and  the  great  good  which  accrues. 

M.  D.  Anderson’s  gift  to  the  Texas  Medi- 
cal Center  has  served  as  a nucleus  for  other 
contributions  and  impetus  for  the  beginning 
of  an  organized  group  of  medical  facilities 
which  may  become  one  of  the  great  medical 
centers  of  the  world.  The  M.  D.  Anderson 
Foundation  originally  provided  land  and  lo- 
cation for  a number  of  institutions  and  has 
given  to  all  of  the  institutions  within  the 
Medical  Center.  Of  an  original  $19,000,000 
Foundation  established  in  1936,  more  than 
$30,000,000  has  been  contributed  to  at  least 
20  institutions  and  many  services  in  this 
area,  while  the  original  foundation  has  in- 
creased to  $40,000,000.  This  speaks  for  ex- 
cellent selection  of  men  which  head  the 
Foundation.  One  of  Monroe  Anderson’s  out- 
standing abilities  was  judgment  of  charac- 
ter and  ability  in  other  people. 

Mr.  Anderson  was  known  by  few  persons 
outside  of  his  family,  business  associates, 
and  a few  loyal  friends.  Although  he  lived 
much  of  his  life  alone  and  never  married,  he 
was  nevertheless  close  to  his  brother  Frank 
Anderson’s  family  and  to  the  families  of  his 
in-laws.  Will  Clayton  and  Ben  Clayton, 
brothers  of  Mrs.  Frank  Anderson.  Frank 
Anderson,  Will  Clayton,  and  Monroe  D.  An- 
derson formed  the  original  Anderson  Clay- 
ton Cotton  Company,  which  became  one  of 
the  world’s  great  business  organizations,  and 


the  influence  of  these  men  has  been  felt  for 
many  years  on  the  country’s  economy. 

Even  before  he  became  my  patient,  I knew 
Monroe  Anderson  reasonably  well  as  a fair- 


ly frequent  visitor  in  Mrs.  Erank  Anderson’s 
home  and  because  I was  close  to  four  of 
her  six  sons.  The  kindness,  gentleness,  and 
strength  of  this  family  through  the  years 
has  been  a wonderful  thing  to  see. 

There  are  almost  no  photographs  of  M.  D. 
Anderson.  I could  find  only  one  picture, 
loaned  to  me  by  his  nephew,  Thomas  D.  An- 
derson, which  I believe  is  the  only  formal 
photograph  ever  made  of  him.  In  spite  of 
the  fact  that  he  was  not  known  by  many, 
there  is  much  interesting  information  about 
this  shy,  kind,  and  wonderful  man.  Sources 
of  information  reveal  that  he  was  an  exceed- 
ingly keen  judge  of  character,  fond  of  play- 
ing practical  jokes,  and  owned  almost  no 
material  things. 


His  Life 

Monroe  Dunaway  Anderson  was  born  in 
Jackson,  Tenn.,  on  June  29,  1873,  the  sixth 
in  a family  of  eight  children.  Economic  con- 
ditions in  Jackson  were  pretty  hard  when  he 
was  growing  up.  His  father  died  when  Mon- 
roe was  young,  and  after  completing  high 
school,  he  had  to  help  support  the  family. 
He  procured  a job  in  a Jackson  bank  where 
he  was  still  working  in  1904  when  he  was 
offered  a partnership  in  the  cotton  firm  be- 
ing organized  by  his  brother,  Frank  E.  An- 
derson, and  W.  L.  Clayton.  He  was  truly  a 
banker  all  of  his  life  and,  according  to  Will 
Clayton,  never  really  learned  the  cotton  busi- 
ness, nor  wanted  to.  He  was  in  charge  of  the 
financial  affairs  of  Anderson  Clayton  & 
Company  and  was  really  not  active  in  the 
company  until  the  establishment  of  the 
Houston  office  in  1907.  In  1904,  the  com- 
pany was  formed  in  , Oklahoma  City,  each 
partner  contributing  $3,000,  a total  finan- 
cial statement  or  capital  worth  of  $25,000 
being  produced  by  the  additional  savings  of 
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M.  D.  Anderson,  whose  name  has  become 
synonymous  with  cancer  research,  lived  a 
simple  life  but  greatly  enjoyed  practical 
jokes.  A financial  genius,  he  gave  most  of 
his  material  gains  to  others. 


the  frugal  Monroe  who  was  still  cashier  of 
the  People’s  Savings  Bank  in  Jackson,  Tenn. 
The  new  company  in  Oklahoma  City  soon 
outgrew  Jackson’s  banking  facilities,  even 
as  its  foreign  commitments  made  it  seek  an 
outlet  to  the  sea.  In  1907,  the  firm  estab- 
lished an  office  in  Houston,  soon  destined  to 
become  a deep-water  port.  Will’s  younger 
brother,  Ben,  meanwhile  had  become  a part- 
ner of  the  growing  firm. 

From  1907  to  his  death  in  1939,  M.  D.  An- 
derson’s life  was  that  of  his  company.  The 
cotton  industry  continued  to  grow  and  the 
Houston  operation  which  had  been  chiefly 
the  banking  operation  and  outlet  for  the 
company  became  the  home  office.  Monroe 
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Anderson  handled  the  banking  and  finan- 
cial interests  and  talked  the  language  which 
bankers  understood,  so  that  with  his  help 
and  the  sound  business  judgment  of  the  oth- 
er partners,  the  company  grew  into  the  dom- 
inant position  in  the  cotton  business  which 
it  still  occupies  today.  Up  to  the  end  of  his 
life  he  looked  after  the  finances  of  the  firm. 

Monroe’s  brother  Frank  Anderson  died  in 
1924.  At  about  this  time  the  company 
shifted  from  a partnership  to  a joint  stock 
association  under  Texas  laws  and  later  be- 
came a full  corporation. 

The  depression  of  the  early  1930’s  did  not 
greatly  bother  either  Mr.  Anderson  or  the 
cotton  company,  as  good  business  practices 
enabled  both  to  weather  the  storm  and  in- 
deed he  and  Will  Clayton,  his  only  partner 
then  remaining  (Ben  Clayton  having  with- 
drawn from  the  firm),  had  surplus  funds 
which  were  used  to  establish  substantial 
trust  accounts  for  all  the  company  senior 
employees.  The  coming  of  the  New  Deal  in 
1933,  however,  with  all  its  forebodings  to 
big  business  and  with  the  philosophy  ori- 
ented toward  high  taxes  caused  the  partners 
great  concern.  Estate  taxes,  in  particular, 
had  been  increased  to  the  point  where  if 
either  partner  should  die,  his  estate  could 
not  pay  the  estate  tax  without  liquidating 
the  business  interest,  and  the  surviving 
partner  might  not  have  enough  cash  to  be- 
come the  purchaser.  The  admission  of  sev- 
eral longtime  associates  as  partners  eased 
the  problem  to  some  extent  and  so  did  the 
subsequent  incorporation  of  the  business, 
but  the  fact  remained  that  Will  Clayton  and 
Monroe  Anderson  owned  so  much  of  the 
stock  in  the  company  that  death  of  either 
would  have  threatened  the  corporate  exist- 
ence. 

Mr.  Anderson  gave  much  thought  to  the 
establishment  of  the  M.  D.  Anderson  Foun- 
dation and  for  the  last  two  or  three  years 
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of  his  life,  he  went  almost  daily  to  the  law  of- 
fice of  Col.  W.  B.  Bates,  of  Fulbright,  Crook- 
er.  Freeman,  and  Bates,  to  discuss  financial 
problems  and  a way  to  give  his  worldly 
goods  to  others  so  that  they  might  do  the 
most  good.  He  wanted  to  be  sure.  Colonel 
Bates  said,  that  the  charitable  purposes  were 
broad  enough  so  that  they  would  not  be  out- 
moded by  changes  in  conditions. 

He  was  interested  not  only  in  health  and 
the  care  of  the  sick  but  also  in  the  general 
welfare  of  the  public.  After  many  discus- 
sions and  conferences  between  Mr.  Ander- 
son and  Colonel  Bates,  and  also  with  the  ad- 
vice and  counsel  of  John  Freeman,  the  pur- 
pose clauses  for  the  M.  D.  Anderson  Foun- 
dation were  worked  out: 

A.  To  the  improvement  of  working  conditions 
among  workers  generally,  as  well  as  among  par- 
ticular classes  of  unskilled,  skilled,  and  agricul- 
tural workers; 

B.  To  the  establishment,  support,  and  mainte- 
nance of  hospitals,  homes,  and  institutions  for  the 
care  of  the  sick,  the  young,  the  aged,  the  incompe- 
tent, and  the  helpless  among  the  people; 

C.  To  the  improvement  of  living  conditions 
among  people  generally  as  well  as  in  particular 
sections  or  localities; 

D.  To  the  promotion  of  health,  science,  educa- 
tion, and  advancement  and  diffusion  of  knowledge 
and  understanding  among  the  people. 

The  Foundation  was  definitely  established 
on  June  9,  1936,  and  the  purposes  as  out- 
lined were  broad  enough  so  that  there  was 
little  likelihood  of  their  being  outmoded. 
While  the  most  gifts  from  the  M.  D.  Ander- 
son Foundation  have  gone  to  medicine,  much 
has  been  given  to  other  fields,  including  for 
example  over  $1,000,000  to  the  YMCA.  Col- 
onel Bates  served  as  president  of  the  Board 
for  ten  years  and  is  still  vice  president.  M. 
D.  Anderson,  who  gave  much  to  many  things 
during  his  lifetime,  frequently  anonymously, 
would  be  astounded  at  the  good  which  his 
Foundation  has  done. 

Colonel  Bates  once  told  the  Texas  Gulf 
Coast  Historical  Association  that; 

Mr.  Anderson  was  typical  of  most  great  Ameri- 
cans. He  started  out  in  life  with  a good  American 
heritage  and  nothing  more,  save  an  early  school- 
ing and  lessons  learned  in  hard  work,  thrift,  and 
self-denial.  To  him  the  spending  of  money,  except 
for  a useful  purpose,  was  distasteful  and  an  evi- 
dence of  lack  of  good  breeding.  He  had  a wide  ac- 
quaintance but  was  reticent,  and  had  the  appear- 
ance of  being  shy  and  only  a few  knew  him  inti- 
mately. Those  who  did  greatly  admired  and  loved 
him.  He  never  married  but  was  fond  of  homelife 


and  children  and  treated  his  brother’s  children  as 
though  they  were  his  own. 

Mr.  Anderson  lived  a simple  and  unostentatious 
life.  He  was  guided  by  a few  simple  basic  princi- 
ples which  probably  were  responsible  for  the  great- 
ness which  he  attained.  To  him  it  was  axiomatic 
that  neither  an  individual  nor  the  people  as  a whole 
could  be  happy  or  prosper  without  hard  work, 
thrift,  and  self-denial ; that  laziness  and  profligate 
spending  inevitably  lead  to  unhappiness  and  a sor- 
ry life.  He  refused  to  be  rushed  on  important  mat- 
ters, but  insisted  on  time  to  meditate  and  think 
before  making  decisions  of  consequence.  He,  like 
the  Greek,  believed  in  “making  haste  slowly” ; that 
meditation  often  saves  many  false  steps.  Those 
who  were  close  to  him  now  see  wisdom  in  many  of 
his  acts  which  we  did  not  appreciate  at  the  time. 

He  did  not  believe  in  personal  charity  for  the  in- 
dividual except  for  those  that  are  afflicted.  In  his 
opinion,  an  individual  sound  in  body  and  mind  who 
sought  or  accepted  charity  was  not  worthy  of  it. 
But  he  did  believe  in  improving  the  opportunity  of 
the  unfortunate  to  help  himself,  and  in  giving  com- 
fort and  remedial  relief  to  the  sick  and  afflicted. 

On  Oct.  7,  1938,  Mr.  Anderson  suffered 
a stroke  which  left  the  left  side  of  his  body 
partly  paralyzed  but  interfered  in  no  way 
with  his  mental  activity.  He  did  not  smoke 
or  drink  but  was  an  inveterate  eater.  His 
physician.  Dr.  Joe  Henry  Graves,  brother  of 
the  renowned  Marvil  L.  Graves,  had  placed 
him  on  a diet,  and  his  nephews  report  that 
he  asked  his  sister-in-law  to  have  prepared 
for  him  at  supper  the  required  broiled  fish, 
lettuce,  and  so  on.  But  having  eaten  this,  he 
would  then  eat  a full  meal,  thus  satisfying 
his  appetite.  Yet  he  was  able  to  tell  his  phy- 
sician honestly  that  he  had  taken  his  diet  as 
prescribed.  Following  his  illness,  he  moved 
to  a small,  modest  house  on  Sunset  Boule- 
vard, the  first  house  he  had  lived  in  since 
childhood.  He  died  on  Aug.  6,  1939,  from  a 
coronary  attack. 


M.  D.  Anderson,  The  Man 

I have  collected  almost  100  stories  that 
illustrate  the  tyi>e  of  man  M.  D.  Anderson 
was.  “Uncle  Mon,”  as  his  nephews  fondly 
called  him,  was  a shy,  thoughtful,  kind,  and 
extremely  quiet  person.  He  never  used  ugly 
or  profane  language  and  would  not  tolerate 
it  in  others,  particularly  in  his  nephews.  He 
had  a shrewd  intuitive  judgment  of  human 
nature.  Will  Clayton  reports  that  as  far  as 
he  knows,  no  one  ever  fooled  him.  He  was 
a man  of  unyielding  principles,  very  fussy 
about  small  things,  but  a big  man  in  big 
things. 
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The  following  group  of  stories  came  chief- 
ly from  his  three  nephews  who  live  in  Hous- 
ton, and  from  Colonel  Bates; 

While  he  was  on  a Scandinavian  trip  with 
Mr.  and  Mrs.  Lamar  Fleming,  Mr.  Fleming 
prepared  Mr.  Anderson  for  the  benefits  of 
Swedish  massage.  Then  he  told  the  mana- 
ger of  the  massage  parlor  that  Mr.  Ander- 
son was  ticklish,  but  nevertheless  loved  the 
procedure.  A large  Swedish  woman  laid 
hold  of  him  at  Mr.  Fleming’s  request,  would 
not  let  him  go  and,  with  Mr.  Anderson  mak- 
ing every  effort  to  escape,  proceeded  to  give 
him  the  full  treatment. 

He  loved  to  do  nice  things  for  people  but 
often  was  erratic  in  carrying  out  his  plans. 
He  planned  a dinner  on  a German  boat  in 
port  at  Houston,  capable  of  taking  care  of 
12  passengers  and  invited  at  least  three 
times  as  many  people,  with  the  result  that 
they  had  to  eat  in  two  shifts,  and  all  of  the 
food  was  consumed.  The  nephew  who  told 
the  story  ended  up  with  a single  pickled  eel 
for  dinner. 

He  hated  three  things:  government  con- 
trols, charity,  and  people  who  wouldn’t  work. 
He  left  all  of  his  money  to  charity,  the 
lesser  of  the  three  evils,  so  that  it  would 
help  people  rather  than  be  a useless  gift. 

He  never  owned  property  of  any  signifi- 
cance and  was  a terrible  borrower.  This 


included  borrowing  shotguns  and  fishing 
equipment. 

Uncle  Mon  was  an  inveterate  practical 
joker,  sometimes  too  much  so,  such  as  the 
time  he  told  the  wife  of  a company  official 
that  Uncles  Will  and  Ben  had  been  run  over 
by  a train  on  the  way  to  the  Long  Reach 
dock.  (They  had,  of  course,  gone  under  an 
underpass  while  the  train  passed  above.) 

At  one  time,  in  oil  field  garb  and  in  need 
of  a shave,  he  attempted  to  panhandle  in 
front  of  the  Texas  State  Hotel  and  was 
promptly  told  by  another  panhandler  to  get 
over  on  his  own  side  of  the  street. 

He  enjoyed  playing  jokes  on  his  nephews, 
and  telling  jokes,  particularly  if  they  were 
at  his  own  expense.  He  also  took  his  nephews 
riding  at  least  once  a week,  usually  on  Sun- 
day. 

Why  he  never  married  is  a mystery.  Rela- 
tives said  he  was  disappointed  in  love  early 
in  his  adult  life  and  from  that  point  on  he 
never  had  a serious  love  affair.  He  liked  the 
ladies  but  preferred  widows,  feeling  that 
they  were  more  immune  to  marriage  than 
unmarried  women  and  therefore  “safer.” 
He  was  shy  and  retiring.  He  never  sought 
the  limelight  and  many  of  his  private  philan- 
thropies and  acts  of  generosity  will  never  be 
known.  His  only  real  family  was  that  of  his 
brother  Frank.  As  trustee  for  Frank’s  young- 
er sons,  he  invested  for  them  with  the  same 
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meticulous  skill  which  characterized  his  every 
financial  act.  In  his  will  he  was  as  generous 
to  his  in-laws  as  to  his  ovm  flesh  and  blood. 

In  keeping  with  many  men  of  self-made 
wealth,  Mr.  Anderson  was  frugal,  almost  to 
a fault.  During  his  32  years  in  Houston,  he 
lived  in  downtown  Houston  hotels,  in  a single 
room,  not  a suite.  One  of  the  hotels  had  been 
his  home  for  many  years  when  the  owners 
decided  to  renovate  it  completely,  including 
installing  a new  elevator.  Despite  ample  ad- 
vance notice,  Mr.  Anderson  neglected  to 
move  until  the  elevator  was  actually  out  of 
service,  whereupon  he  had  to  carry  his  own 
belongings  down  six  flights  of  stairs  and 
around  the  corner  to  another  hotel. 

Oscar  Collins,  a rather  famous  chief 
locker-room  man  at  the  River  Oaks  Country 
Club  who  had  been  bell  captain  at  the  hotel 
where  Mr.  Anderson  lived,  informed  me  that 
he  never  really  knew  Mr.  Anderson  except 
that  he  was  exceedingly  quiet  and  kind  and 
that  he  had  no  idea  of  his  prominence,  think- 
ing him  to  be  a bachelor  secretary  or  clerk 
who  lived  and  worked  downtown. 

During  his  32-year  stay  in  Houston,  he 
owned  exactly  four  automobiles,  all  of  the 
same  expensive  manufacture,  his  only  ex- 
travagance. When  the  first  was  outmoded, 
he  attempted  to  trade  it  in  on  a new  one,  but 
the  dealer  offered  him  so  little  for  it  that 
he  decided  to  keep  it  and  the  new  car  too. 
For  several  years  he  owned  both  cars,  keep- 
ing one  at  his  hotel  and  the  other  in  a garage 
about  half  way  to  his  office.  He  drove  one 
car  from  the  hotel  to  the  garage  every  morn- 
ing, transferred  to  the  other,  and  continued 
to  his  office.  The  hotel  and  office  were  less 
than  a mile  apart.  It  is  not  of  record  that 
he  ever  walked  the  distance. 

One  Christmas  he  gave  a silver  dollar  to 
one  of  his  nephews,  who  was  then  about  six 
years  old.  Shortly  later  he  gave  him  a cap 
pistol.  The  nephew  was  thrilled  with  the 
pistol  but  soon  discovered  that  he  had  no 
caps.  Informed  of  this.  Uncle  Mon  revealed 
that  he  just  happened  to  have  a box  of  caps 
in  his  pocket,  but  that  they  were  “very  ex- 
pensive caps;  in  fact,  they  cost  just  one  dol- 
lar a box.”  With  tears  in  his  eyes,  the  boy 
handed  over  the  silver  dollar  and  took  the 
caps.  History  does  not  record  whether  the 
boy  recovered  the  dollar,  but  it  is  doubtful. 

I knew  Mr.  Anderson  not  only  as  a friend 


but  as  a patient.  His  illness  did  not  change 
his  kindness  toward  everyone.  It  also  did 
not  change  his  little  jokes.  At  the  time  of 
my  first  neurological  examination,  I tested 
him  for  stereognostic  sense  and  he  was  un- 
able to  identify  a 50-cent  coin  in  his  left 
hand.  When  transferred  to  the  right,  he 
placed  it  in  his  pocket  without  comment. 
Knowing  him  well,  I paid  no  attention.  On 
the  following  day,  as  I entered  the  room,  he 
said,  “You  forgot  something  yesterday,”  and 
produced  the  50-cent  piece. 

Uncle  Mon  had  as  close  friends  two  of 
Houston’s  merchants  who  were  competitors 
and  whose  stories  developed  with  the  growth 
of  Houston.  During  his  illness,  the  first, 
Mr.  A,  was  visiting  Mr.  Anderson  in  the 
hospital  and  observed  a beautiful  gift  of 
chrysanthemums.  He  admired  the  flowers 
and  inquired  of  the  identity  of  the  giver. 
Mr.  Anderson  replied,  without  batting  an 
eye,  that  it  was  Mr.  B.  “He  is  a wonderful 
fellow.”  This  was,  of  course,  not  exactly  the 
truth,  but  within  two  hours  after  Mr.  A left, 
two  dozen  large  American  Beauty  roses  were 
delivered  to  Mr.  Anderson’s  hospital  room. 

I have  not  been  able  to  trace  the  origin  of 
the  safe  deposit  box  story,  but  I am  sure 
of  its  validity.  The  wealthy  Mr.  Anderson 
once  asked  to  borrow  $5,000  from  a Hous- 
ton bank.  His  request,  of  course,  was  grant- 
ed. No  security  was  asked,  but  Mr.  Ander- 
son inquired  if  this  was  not  poor  banking 
practice  and  insisted  on  sending  some  securi- 
ties which  the  bank  officer  stated  they  would 
accept.  His  entire  collection  of  securities 
was  then  transferred  to  the  bank,  which  fur- 
nished him  a free,  up-to-date  audit  and  a free 
safe  deposit  box  for  several  years. 

An  additional  story  about  the  European 
trip  with  Lamar  Fleming,  who  later  became 
president  of  Anderson  Clayton  & Company, 
would  indicate  further  that  some  of  his  prac- 
tical joking  was  adopted  by  his  proteges. 
Mr.  Fleming  reportedly  told  a clothier  in 
London,  who  was  fitting  Mr.  Anderson  for 
a fine  tweed  suit,  that  Mr.  Anderson  was 
hard  of  hearing;  in  turn  he  told  Mr.  Ander- 
son that  the  clothier  was  deaf,  with  the  re- 
sult that  both  yelled  at  each  other  for  con- 
siderable time  before  thej^  discovered  they 
had  been  tricked. 

During  the  depression,  one  of  his  close 
friends  was  about  to  lose  his  home  and  with- 
out investigation  or  questioning,  Mr.  Ander- 
son simply  paid  off  the  mortgage. 
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His  chief  hobby,  which  he  loved  very 
much,  was  fishing,  and  he  frequently  fished 
from  Bolivar  peninsula  across  from  Galves- 
ton. At  breakfast  before  the  expedition,  slot 
machines  were  in  evidence  and,  according  to 
Colonel  Bates,  Mr.  Anderson  never  could 
pass  one  of  these  “one-armed  bandits.”  This 
was  his  only  gambling  and  he  usually  stop- 
ped only  when  he  hit  the  jackpot. 

The  character  of  his  Board  of  Trustees 
is  further  tribute  to  his  insight  into  human 
character.  Colonel  Bates  and  John  Freeman 
were  named  in  the  original  trust  indenture 
and  the  State  National  Bank  and  his  nephews 
were  named  as  executors.  Horace  Wilkins 
took  Mr.  Anderson’s  place  when  he  died  and 
Mr.  Wilkins  was  followed  by  Warren  Bel- 
lows. Later  Leon  Jaworski  became  a mem- 
ber. The  Board  has  never  done  anything 
which  was  not  unanimous.  The  State  Na- 
tional Bank  has  evolved  into  the  First  City 
National  Bank  of  Houston. 

According  to  Will  Clayton,  Monroe  An- 
derson understood  people  and  was  truly  a 
great  humanitarian.  He  was  brilliant  in 
picking  people  for  specific  jobs.  He  had  few 
friends  but  very  loyal  ones  and  he  was  total- 
ly loyal  to  them.  He  was  punctilious  about 
obligations  and  commitments.  As  to  punctu- 
ality, which  was  another  thing,  he  was  in- 
variably late  for  appointments  except  for 
fishing  trips  when  it  was  no  trouble  for  him 
to  meet  a 3 a.m.  appointment. 

Benjamin  Clayton  wrote:  “Monroe  was 
very  secretive  about  his  personal  affairs  and 
his  closest  business  associates  knew  nothing 
whatever  of  anything  he  ever  thought  or  did 
in  a personal  way.  He  just  felt  that  they 
were  not  interested  but  also  he  was  very 
shy.” 

Work  of  the  Foundation 

The  first  grant  of  the  M.  D.  Anderson 
Foundation  was  given  to  the  Junior  League 
to  provide  glasses  for  needy  school  children. 
The  State  Legislature  appropriated  $500,000 
for  a cancer  hospital  to  the  University  of 
Texas  in  1941.  Later  the  Trustees  of  the 
Foundation  offered  an  additional  $500,000 
and  a permanent  site,  provided  that  the  hos- 
pital was  located  in  Houston.  The  result  is 
the  M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute. 

In  1943,  when  Baylor  University  College 
of  Medicine  definitely  decided  to  leave  Dal- 
las, the  M.  D.  Anderson  Foundation,  on  be- 
ing approached,  offered  $1,000,000  for  a per- 


manent building  and  $1,000,000  for  research 
over  a ten-year  period.  At  this  time  it  was 
necessary  to  look  for  a permanent  site,  and 
a 142-acre  plot  of  land  near  Hermann  Park 
was  purchased  from  the  City  of  Houston  for 
$500,000  after  the  proposition  was  submitted 
to  a vote  of  the  people.  The  University  of 
Texas  Dental  Branch,  then  a private  institu- 
tion, with  the  help  of  the  Regents  of  the  Uni- 
versity of  Texas,  was  moved  to  the  Medical 
Center,  with  $500,000  being  supplied  by  the 
University  of  Texas  and  $500,000  by  the 
M.  D.  Anderson  Foundation.  All  of  the  in- 
stitutions in  the  Center  have  been  helped, 
both  in  donation  of  land  and  contribution  of 
money. 

The  Foundation  has  given  land  and  gen- 
erous contributions  to  all  institutions  which 
have  developed  during  the  last  20  years  in 
the  Texas  Medical  Center,  including  the  Uni- 
versity of  Texas  Dental  Branch,  M.  D.  An- 
derson Hospital  and  Tumor  Institute,  Baylor 
University  College  of  Medicine,  The  Meth- 
odist Hospital,  Texas  Medical  Center,  Hous- 
ton Academy  of  Medicine,  Jesse  H.  Jones 
Library,  University  of  Texas  Graduate  School 
of  Biomedical  Sciences,  St.  Luke’s  Hospital, 
Texas  Children’s  Hospital,  Hermann  Hos- 
pital, Arabia  Temple  Crippled  Children’s 
Hospital,  Houston  State  Psychiatric  Insti- 
tute, The  Institute  of  Religion,  Texas  Wom- 
en’s University  College  of  Nursing,  Texas 
Institute  of  Rehabilitation  and  Research, 
Houston  Speech  and  Hearing  Center,  and 
Ben  Taub  Hospital. 

In  addition,  large  grants  were  made  to 
Rice  University,  the  University  of  Houston, 
and  the  YMCA,  and  many  contributions 
have  gone  to  other  charitable  fields.  The 
M.  D.  Anderson  Foundation  continues  to 
give  to  these  and  to  new  institutions. 

In  summation,  what  can  one  say  of  this 
man?  It  is  not  essential  that  he  should  have 
lived  to  see  the  scope  of  his  work  and  that 
of  his  Foundation.  Recognition  and  praise 
were  never  his  objectives,  for  he  avoided 
public  acclaim.  He  would  be  happy  to  know 
of  the  number  of  institutions  he  has  helped 
and  the  millions  of  dollars  which  other  bene- 
factors have  added  to  the  work  of  his  Foun- 
dation, and  of  the  number  of  facilities  which 
were  born  because  he  lived  and  gave.  A man 
of  total  integrity,  quiet,  shy,  powerful,  dedi- 
cated to  what  is  right — this  was  M.  D.  An- 
derson. 

^ Dr.  Greenwood,  1117  Hermann  Professional  Build- 
ing, Houston  77025. 
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Clinicopathologic  Conference 

Homer  Rodriguez,  M.D.;  John  C.  Meadows,  Jr.,  M.D.; 

Hugo  F.  Elmendorf,  Jr.,  M.D.;  and  A.  0.  Severance,  M.D. 


Case  Presentation 

I -|  DR.  HOMERO  RODRIGUEZ:  A 

43-year-old  white  woman  was  ad- 
mitted to  the  Baptist  Memorial 
Hospital  in  San  Antonio  on  Oct.  6, 
iplaining  of  dyspnea  and  anasarca. 
Until  two  years  before,  she  had  led  an  active 
life  as  a recreation  director  and  was  in  good 
health.  Then  she  had  an  illness  believed  to 
be  viral  myocarditis.  Since  that  time  she 
had  progressive  dyspnea  and  swelling  of  the 
lower  extremities  and  the  abdomen.  Until 
her  admission,  this  condition  had  been  fairly 
well  controlled,  but  only  with  a maximum 
therapeutic  effort. 

About  three  months  before  admission  to 
the  hospital,  she  had  been  seen  at  the  doc- 
tor’s office.  She  had  tremendous  cardiac 
hypertrophy  and  dilatation  and  grade  3 car- 
diac failure  with  hepatomegaly,  pedal  edema, 
and  ascites.  This  was  brought  under  control 
with  digitalis,  diuretics,  and  diet.  Before 
this,  cardiac  failure,  pulmonary  edema,  and 
jaundice  had  occurred  and  had  been  con- 
trolled with  a similar  regimen. 

Her  past  history  revealed  the  usual  child- 
hood diseases ; she  denied  sequelae  or  having 
rheumatic  fever  or  its  equivalent  as  a child. 
Two  years  before  she  was  treated  for  viral 
pneumonia  and  viral  myocarditis,  but  prior 
to  that  time,  no  apparent  heart  disease,  heart 
murmurs,  enlarged  heart,  or  electrocardio- 
graph abnormalities  were  found. 

Physical  examination  showed  a chronical- 
ly ill  white  woman  with  obvious  wasting  of 
the  thorax  due  to  constant  use  of  accessory 
muscles  of  inspiration.  She  weighed  140  lb. 
Her  blood  pressure  was  106  90  mm.  of  mer- 
cury, and  the  pulse  rate  was  100  beats  per 
minute  and  irregular.  The  skin  showed  nail- 
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bed  cyanosis,  pallor,  and  perhaps  jaundice. 
The  eyes  were  normal  with  no  exophthal- 
mos; the  ears  and  nose  were  normal.  The 
mouth  was  normal  and  the  lips  cyanotic. 
The  thyroid  was  normal.  There  was  great 
distention  and  pulsation  of  the  neck  veins, 
but  no  appreciable  change  on  liver  compres- 
sion. 

Massive  cardiac  enlargement  was  evident 
with  the  point  of  maximum  intensity  felt 
well  into  the  mid  axillary  line.  A peculiar 
systole  could  be  heard  low  at  the  sternal  bor- 
der; the  pulmonic  second  sound  was  some- 
what increased  but  not  greatly.  No  thrill 
was  felt.  There  was  a high-pitched  systolic 
mitral  murmur  and  a low-pitched  presystolic 
rumble. 

The  abdomen  was  distended  with  bilateral 
fluid  levels.  Massive  liver  engorgement  was 
revealed  by  ballottement  and  there  was  a 
tense  ascites.  The  liver  was  firm  down  to 
four  fingerbreaths.  There  was  edema  of  the 
legs. 

The  electrocardiograph  showed  pronounced 
right  deviation  of  the  electrical  axis  and 
widened  QRS  plus  late  high  R waves  in  V-1 
and  V-2.  There  was  atrial  fibrillation  sug- 
gestive of  myocarditis. 

Laboratory  studies  disclosed  the  following 
values  on  the  day  of  admission : hemoglobin, 
16.6  gm.  per  100  cc. ; hematocrit,  53  percent; 
white  blood  cell  count  (WBC),  10,414  with 
82  percent  segmented  neutrophils,  13  per- 
cent lymphocytes,  4 percent  monocytes,  and 
1 percent  eosinophils ; and  a nonreactive 
venereal  disease  research  laboratory  test  for 
syphilis.  Urinalysis  revealed : two  plus  albu- 
min, positive  bilirubin,  negative  urobilinogen 
and  urobilin,  specific  gravity  1.016,  negative 
sugar  and  acetone,  positive  occult  blood,  red 
blood  cells  (RBC)  20  to  30,  pus  cells  8 to  10, 
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Apparently  healthy  for  the  first  41  years  of 
her  life,  a recreation  director  became  ill  with 
what  her  physician  thought  was  viral  myo- 
carditis. For  the  next  two  years  her  dyspnea 
and  edema  were  controlled  with  a maximum 
therapeutic  effort.  Then  she  was  admitted  to 
Baptist  Memorial  Hospital  in  San  Antonio. 


epithelial  cells  2 to  5,  and  coarsely  and  finely 
granular  hyaline  casts  5 to  6.  From  the 
fourth  hospital  day,  Oct.  10  to  Nov.  6,  the 
chlorides  varied  from  78  to  90  mEq.  per  liter ; 
potassium,  from  3.5  to  5.9  mEq.  per  liter; 
sodium,  from  117  to  131  mEq.  per  liter;  and 
blood  urea  nitrogen,  from  25  to  66  mg.  per 
100  cc. 


Radiologic  Findings 

DR.  HUGO  F.  ELMENDORF,  JR. : Pos- 
teroanterior  and  lateral  chest  x-rays  on  the 
day  of  admission  showed  the  cardiac  silhou- 
ette to  be  greatly  enlarged,  with  prominent 
outflow  tract  and  straightened  left  border,  as 
is  seen  in  mitral  heart  disease.  The  cardiac 
silhouette  appeared  enlarged  in  all  diame- 
ters, compatible  with  either  dilatation  of  the 
heart  or  pericardial  effusion.  There  was  a 
minimal  effusion  at  the  base  of  the  right 
hemithorax  and  blunting  of  the  costophrenic 
sulcus.  There  was  a trace  of  fluid  at  the 
base  of  the  left  chest.  The  bronchovascular 
markings  were  accentuated  at  the  bases.  The 
upper  lung  fields  were  relatively  clear  with 
no  evidence  of  active  pneumonic  infiltrate. 
The  aorta  appeared  to  be  normal  size  or 
smaller. 

A flat  film  of  the  abdomen  showed  a large 
homogeneous  soft-tissue  density  in  the  right 
upper  qaudrant,  displacing  the  stomach  and 
duodenal  bulb  across  the  midline,  and  ex- 
tending down  below  the  level  of  the  crest  of 
the  ilium,  compatible  with  enlargement  of 
the  liver.  There  was  a homogeneous  density 
in  the  pelvis,  apparently  representing  the 
pseudotumor  described  in  peritoneal  effu- 
sion. There  was  no  remarkable  distention 
of  any  segment  of  bowel. 


A 72-inch  chest  film  (upright  anteropos- 
terior position)  on  Oct.  21  showed  the  right 
hemidiaphragm  at  the  level  of  the  ninth  in- 
terspace, considerably  higher  than  at  the 
previous  examination.  The  cardiac  silhouette 
was  enlarged  and  transverse.  There  was 
some  effusion  in  the  right  hemithorax,  but 
no  remarkable  blunting  of  the  costophrenic 
sulcus.  The  effusion  extended  up  to  the 
level  of  the  lesser  fissure.  The  lower  lung 
field  on  the  left  was  clear.  The  broncho- 
vascular markings  were  slightly  prominent 
in  the  upper  lung  fields,  but  not  greatly  con- 
gested. There  was  no  definite  pulmonary 
edema  identified.  Comparison  with  the  pre- 
vious film  indicated  elevation  of  the  dia- 
phragms, presumably  due  to  intraperitoneal 
effusion.  A second  chest  film  on  Oct.  29 
showed  the  cardiac  silhouette  to  be  en- 
larged, extending  across  two  thirds  of  the 
diameter  of  the  chest.  The  vascular  mark- 
ings were  prominent  throughout  the  chest, 
particularly  at  the  bases,  with  a minimal 
effusion  at  the  base  of  the  right  chest  and 
elevation  of  the  right  hemidiaphragm  or 
subpulmonic  effusion  on  the  right.  There 
was  evidence  of  effusion  along  the  lateral 
chest  wall  in  part  suggesting  a subpulmonic 
effusion.  No  definite  active  pneumonic  in- 
filtrate was  identified. 


Hospital  Course,  Treatment 

The  patient  remained  in  the  hospital  a 
month.  The  cardiac  rhythm  was  restored  to 
normal  sinus  but  had  many  premature  ven- 
tricular contractions.  It  remained  this  way 
until  her  death.  She  had  periods  of  improve- 
ment of  the  dyspnea  but  gradually  grew 
worse. 
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CPC — Rodriguez  et  al. — continued 

On  Oct.  31,  800  cc.  of  fluid  was  removed 
from  the  right  chest  (characteristics  of  fluid 
not  reported).  It  promptly  filled  back  up. 
Abdominal  distention  from  ascites  grew  pro- 
gressively worse  during  the  course  of  the 
illness. 

On  Nov.  3,  icterus  was  increased. 

Her  urinary  output  was  poor  during  the 
last  week  of  her  life  in  spite  of  the  treat- 
ment with  digitalis,  diuretics,  sedatives, 
quinidine,  laxatives,  low  salt  diet,  and  oxygen. 

She  died  on  Nov.  6. 


Clinical  Discussion 

DR.  JOHN  C.  MEADOWS,  JR.:  First, 
let’s  review  our  findings.  We  are  dealing 
with  a young  woman,  age  43,  active  as  a 
recreation  director  until  two  years  before 
her  death.  There  was  no  known  pre-existing 
disease  before  the  last  two  years,  and  it 
would  seem  to  be  safe  to  assume  that  as  a 
recreation  director  she  would  have  had  rou- 
tine periodic  examinations.  A diagnosis  of 
viral  pneumonia  and  viral  myocarditis  was 
made  two  years  previously,  but  we  do  not 
know  the  clinical  findings  at  that  time  nor 
the  means  by  which  her  myocarditis  was 
diagnosed.  For  the  next  two  years  there  was 
progressive  dyspnea  and  dependent  edema, 
apparently  representing  heart  failure  on 
both  the  left  and  right  sides.  Let  me  empha- 
size the  occurrence  of  combined  failure  in  a 
patient  41  years  old.  Three  months  prior  to 
admission  she  had  cardiac  failure  with  pul- 
monaiT  edema  and  jaundice;  subsequent  ex- 
amination revealed  cardiomegaly,  evidence 
of  failure,  hepatomegaly,  ascites,  and  edema. 
Examination  on  admission  revealed  chronic 
illness ; her  weight  of  140  lb.  seems  some- 
what high,  although  it  is  probably  due  in 
part  to  edema,  ascites,  etc.  The  recorded 
blood  pressure  was  106/90  mm.  of  mercury, 
although  she  was  f ibrillating  at  the  time ; no 
other  blood  pressure  readings  are  reported, 
but  probably  the  patient  was  not  hyperten- 
sive, or  we  would  have  been  so  informed. 
There  was  uncontrolled  fibrillation  despite 
“maximum  therapeutic  effort,”  which  must 
have  included  digitalis,  and  here  we  should 
note  the  failure  to  respond  to  therapy.  Car- 
diac findings  included  massive  cardiomegaly 
extending  to  the  mid  axilla,  systolic  and  pre- 
sy.stolic  murmurs  at  the  mitral  area,  a sys- 
tolic murmur  at  the  tricuspid  area,  and  neck 


vein  distention  with  pulsation.  There  was 
four-finger  hepatomegaly  with  no  neck  vein 
change  on  compression,  with  associated  as- 
cites and  edema.  No  significance  should  be 
placed  upon  the  failure  of  the  neck  veins  to 
change  with  compression,  but  pulsating  neck 
veins  certainly  indicate  a tricuspid  insuf- 
ficiency. The  electrocardiographic  findings 
were  somewhat  unexpected  in  that  they 
showed  a right  axis  deviation  with  right 
bundle  branch  block,  along  with  the  fibril- 
lation, indicating  right  ventricular  hyper- 
trophy and  probable  pulmonary  hyperten- 
sion. Laboratory  findings  included  2 plus 
albuminuria,  hematuria,  cylinduria,  with  a 
BUN  of  25  mg.  per  100  cc.;  there  was  per- 
sistent hypochloremia  with  hyponatremia ; 
both  direct  and  indirect  components  of  the 
serum  bilirubin  were  elevated  on  Oct.  25, 
and  there  was  bilirubinuria.  The  x-rays  are 
reported  as  showing  cardiomegaly  with  pleu- 
ral effusions  and  ascites.  No  comment  is 
made  with  regard  to  the  x-ray  consideration 
of  a pericardial  effusion,  and  apparently  no 
studies  were  made  to  exclude  this  possibil- 
ity. Her  hospital  course  was  notable  in  that 
there  was  conversion  of  the  rhythm  without 
clinical  improvement;  instead,  there  was 
progressive  jaundice  with  failure,  and  death 
occurred  after  one  month  in  the  hospital. 

From  this,  we  may  conclude  that  there  was 
involvement  of  the  kidney,  liver,  lung,  and 
heart.  Is  this  a generalized  or  systemic  dis- 
ease? If  so,  we  should  consider  collagen  dis- 
ease, including  Libman-Sacks  disease  changes 
in  the  heart.  The  most  likely  disease  would 
be  disseminated  lupus  erythematosus,  but 
there  is  no  report  of  any  skin  lesion,  fever, 
anemia,  nor  leukopenia,  and  no  report  of 
confirmatory  laboratory  tests.  Subacute  bac- 
terial endocarditis  might  be  considered,  al- 
though the  patient  was  afebrile,  again  with 
no  known  pre-existing  valvular  disease,  and 
with  no  recorded  embolic  phenomena  or 
anemia.  Multiple  pulmonary  emboli  seem 
rather  unlikely  unless  we  are  going  to  pro- 
pose another  lesion  to  account  for  their  for- 
mation. Malignant  disease  might  be  consid- 
ered, with  carcinomatosis  originating  in  a 
renal  lesion  to  produce  polycythemia,  a pan- 
creatic lesion  to  result  in  a phlebothrom- 
bosis  and  emboli,  or  even  a breast  lesion 
with  regional  and  diffuse  metastasis.  Again, 
we  have  nothing  to  support  any  of  these 
considerations.  Amyloidosis  is  a very  inter- 
esting consideration,  and  we  shall  return  to 
this  in  a moment.  If,  then,  this  was  not  a sys- 
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temic  disease,  can  we  consider  the  organ  sys- 
tems involved?  This  should  not  be  chronic 
renal  disease,  since  there  was  neither  hyper- 
tension nor  anemia,  and  the  BUN  was  only 
25  mg.  per  100  cc.  on  admission  and  did  not 
show  a significant  rise  until  the  final  week 
when  it  was  only  66  mg.  per  100  cc.  on  the 
day  of  her  death.  Primary  liver  disease 
seems  rather  unlikely  in  view  of  the  cardiac 
findings,  although  we  have  no  studies  except 
the  bilirubin  determination.  Similarly,  if 
this  was  primary  pulmonary  disease,  why  do 
we  have  the  massive  cardiomegaly,  and  par- 
ticularly the  apical  murmurs  suggesting 
mitral  valvular  disease?  Consequently,  this 
should  be  heart  disease,  with  secondary 
changes  in  the  other  organs.  Now  all  we 
have  to  do  is  to  figure  out  what  type  of 
heart  disease  she  had!  Were  the  murmurs 
those  of  actual  valvular  involvement  from  a 
rheumatic  valvulitis,  or  was  there  dilatation 
producing  relative  stenosis  with  insufficien- 
cy of  the  mitral  and  tricuspid  valves?  And 
here  we  return  to  the  considerations  of  a 41- 
year-old  woman,  with  several  previous  ex- 
aminations and  no  known  valvular  disease, 
showing  progressive  heart  failure  on  left 
and  right  sides  with  failure  to  respond  to 
therapy. 

Primary  myocardial  disease  is  a most  in- 
teresting consideration.  This  would  include 
acute,  subacute,  and  chronic  myocarditis,  as 
well  as  fibroelastosis,  which  probably  rep- 
resents a healed  myocarditis.  This  will  also 
include  myocardial  disease  produced  by  sys- 
temic disease,  and  here  we  return  to  the 
amyloidosis  that  I mentioned  earlier,  among 
other  causes.  Primary  disease  of  the  myo- 
cardium is  manifested  by  failure  of  the  heart 
to  function  as  an  efficient  pump  in  supply- 
ing the  coronary,  systemic,  and  pulmonary 
circulations,  with  resulting  congestive  and 
anginal  failure ; failure  to  initiate  and  con- 
duct a normal  heart  beat  with  resulting  ar- 
rhythmias, conduction  disorders,  and  sudden 
death;  and  failure  to  maintain  muscle  tone 
and  support  the  valvular  structures,  with 
dilatation,  hypertrophy,  and  incompetence  of 
valves  (Mattingly).  Idiopathic  or  so-called 
isolated  forms  of  myocarditis  may  have  an 
abrupt  onset,  simulating  an  acute  myocar- 
dial infarction,  or  the  onset  may  be  so  in- 
sidious that  sudden  death  may  occur  without 
recognition  of  the  illness.  Subacute  forms 
of  both  specific  and  nonspecific  myocarditis 
exist  which  present  a slow  but  relentless  and 
progressive  downhill  course  lasting  months 


to  several  years,  and  have  been  referred  to 
as  pernicious  myocarditis.  Subacute  myocar- 
ditis as  well  as  probable  chronic  and  healed 
forms  have  a high  incidence  in  young  adults, 
but  again  are  seen  at  all  ages.  Complicating 
thromboembolism  to  the  pulmonary  and  sys- 
temic circulations  is  frequent,  and  intracta- 
ble cardiac  failure  usually  terminates  the 
course  of  the  chronic  cases,  the  duration  of 
which  is  variable,  often  lasting  for  years. 
Symptoms  of  biventricular  failure  often  oc- 
cur simultaneously  or  follow  in  rapid  succes- 
sion ; this  feature  is  more  distinctive  of  the 
failure  of  primary  myocardial  disease  than 
of  failure  seen  in  other  forms  of  heart  dis- 
ease. With  progressive  failure  the  systemic 
pressure  is  often  low,  and  the  pulse  pressure 
narrow;  edema,  pleural  effusions,  hepato- 
megaly, tricuspid  insufficiency,  and  pulsat- 
ing neck  veins  all  will  go  with  the  picture. 
Distinction  from  a pericarditis  with  effusion 
may  be  difficult,  but  this  should  not  give  the 
evidence  of  cardiac  dilatation  and  the  sus- 
pected valvular  incompetency. 

The  consideration  of  amyloidosis  is  really 
no  more  than  a consideration  of  primary 
myocardial  disease.  We  do  not  have  to  think 
of  secondary  amyloidosis,  which  is  usually 
associated  with  conditions  producing  tissue 
destruction  and  infection ; primary  systemic 
amyloidosis  has  an  obscure  origin,  and  shows 
a predilection  for  cardiac,  skeletal,  and 
smooth  muscle.  This  usually  occurs  between 
the  ages  of  40  and  80,  but  is  rarely  seen  in 
patients  under  the  age  of  40.  In  this  type  of 
amyloidosis,  staining  reactions  with  iodine, 
Congo  red,  and  metachromatic  dye  are  often 
erratic  and  the  Congo  red  test  usually  gives 
negative  or  inconclusive  results.  Diagnosis 
is  by  biopsy.  The  disease  occurs  more  fre- 
quently in  males.  The  period  of  survival 
from  onset  is  about  three  years,  with  death 
usually  due  to  intractable  failure. 

So  the  most  exotic  consideration  would  be 
that  of  primary  myocardial  disease,  perhaps 
representing  a form  of  systemic  amyloidosis, 
initially  masquerading  as  a viral  myocar- 
ditis, producing  cardiac  dilatation  with  in- 
competency of  the  mitral  and  tricuspid 
valves,  progressive  and  intractable  cardiac 
failure  with  pulmonary  congestive  changes, 
combined  left  and  right  ventricular  hyper- 
trophy, congestive  changes  of  the  kidneys, 
and  a cardiac  cirrhosis.  Most  interesting. 

And  probably  most  incorrect.  Statistical- 
ly, this  is  valvular  disease.  The  findings  are 
those  of  mitral  valvulitis,  with  mitral  steno- 
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sis  and  insufficiency.  This  would  have  pro- 
duced progressive  pulmonary  edema,  right 
ventricular  dilatation  and  hypertrophy,  and 
the  resulting  tricuspid  insufficiency  with 
pulsating  neck  veins.  Progressive  right  ven- 
tricular failure  should  have  resulted,  with 
hepatic  congestion  and  failure  and  cardiac 
cirrhosis,  along  with  the  inevitable  renal 
congestive  changes,  ascites,  edema,  and  all 
the  rest  of  the  picture  of  terminal  cardiac 
decompensation.  And  to  make  this  diagnosis, 
all  we  must  do  is  believe  that  this  patient 
had  rheumatic  heart  disease,  and  that  the 
murmur  was  missed.  It  is  interesting  that 
the  murmurs  of  rheumatic  heart  disease  usu- 
ally decrease  as  cardiac  failure  progresses, 
whereas  the  murmurs  of  primary  myocardial 
disease  become  more  evident  as  failure  oc- 
curs. Nevertheless,  statistically  this  patient 
had  rheumatic  heart  disease  with  mitral  val- 
vulitis; it  would  not  be  the  first  time  that 
such  a murmur  was  missed.  Let’s  bet  on 
the  human  error. 


Pathologic  Findings 

DR.  ALVIN  0.  SEVERANCE : The  post- 
mortem examination  revealed  a recent  needle 
puncture  in  the  region  of  the  lower  portion 
of  the  left  scapula,  and  the  extremities  were 
edematous  as  far  up  as  the  thigh.  The  peri- 
toneal cavity  contained  2,000  cc.  of  clear, 
yellowish,  watery  fluid.  The  liver  edge  was 

6 cm.  below  the  ribs  in  the  midclavicular 
line  on  the  right,  11  cm.  below  the  level  of 
the  xiphoid  process,  and  2 cm.  below  the  ribs 
in  the  midclavicular  line  on  the  left.  The 
right  pleural  cavity  contained  1,000  cc.  of 
clear,  yellowish  fluid  and  the  left  pleural 
cavity  500  cc.  of  the  same  type  of  fluid ; 300 
cc.  of  this  same  fluid  was  found  in  the  peri- 
cardial cavity.  The  pericardium  was  thick- 
ened. There  were  no  pericardial  or  pleural 
adhesions.  The  heart  weighed  390  gm.  and, 
before  it  was  opened,  measured  17  by  15  by 

7 cm.  in  greatest  dimensions.  The  right  ven- 
tricle and  right  auricle  were  greatly  dilated. 
The  left  ventricle  was  atrophic;  the  pulmo- 
nary ai'tery  and  auricle  were  not  dilated. 
The  tricuspid  valve  measured  12  cm.  in  cir- 
cumference and  the  pulmonary  valve  7 cm. 
The  mitral  valve  had  a lumen  of  0.2  cm.  in 
diameter  and  was  greatly  thickened  and 
stenotic.  The  papillary  muscles  were  thick- 
ened and  the  entire  valve  was  rigid.  The 


aortic  valve  measured  5 cm.  in  circumfer- 
ence. The  right  auricular  muscle  was  0.3 
cm.  thick ; the  right  ventricular  muscle  meas- 
ured up  to  0.7  cm.  in  thickness.  The  left 
auricular  muscle  was  0.3  cm.  thick  and  the 
left  ventricular  muscle  was  0.8  cm.  thick. 
The  ostia  of  both  coronary  arteries  were 
patent,  and  the  arteries  were  patent  through- 
out their  length  with  minimal  arterioscle- 
rotic changes. 

The  right  lung  weighed  400  gm.  and 
showed  a dark  purple  area  of  infarction  in 
the  lower  lobe  that  measured  7 by  6 cm.  A 
branch  of  one  of  the  pulmonary  arteries 
leading  to  this  lower  lobe  showed  a throm- 
bus. The  left  lung  weighed  300  gm.,  and 
there  was  a small  infarction  in  the  lower 
lobe  measuring  3 by  2 cm. 

The  spleen  weighed  230  gm.  and  was  dark 
purple. 

The  liver  was  noticeably  congested  with  a 
nodular  surface,  and  showed  increased  con- 
sistency when  sectioned.  The  liver  weighed 
1,530  gm.  The  cut  surface  had  a nutmeg  ap- 
pearance, mottled  dark  and  medium  brown. 
The  inferior  and  superior  vena  cava  veins 
and  their  tributaries  were  dilated.  The  other 
organs  seemed  to  be  within  normal  limits. 

Sections  of  the  mitral  valve  showed  marked 
fibrotic  changes  but  no  evidence  of  active 
rheumatic  disease  (Fig.  1).  The  myocardi- 
um showed  some  scattered  foci  of  fibrosis, 
and  there  was  some  fibrous  thickening  of 
the  endocardium. 

The  lung  showed  fibrous  thickening  of  the 
pleura  with  two  small  areas  of  osseous  meta- 
plasia, and  there  were  some  fibrotic  changes 
in  the  lung  with  a few  areas  of  emphysema 
near  the  thickened  pleura  and  some  areas  of 
atelectasis.  Several  sections  showed  the  in- 
farcts in  the  lung.  Many  of  the  pulmonary 
arteries  showed  thickening  of  the  vessel 
wall,  and  some  seemed  to  have  been  occluded 
in  the  past  and  had  recanalized  to  some  ex- 
tent. Some  of  the  smaller  pulmonary  ves- 
sels showed  thrombosis  to  explain  the  in- 
farction. The  pulmonary  infarcts  were  ap- 
parently of  different  ages  (Figs.  2,  3,  4). 


Fig.  1.  (upper  left)  Mitral  volve  tissue  shows  fibrosis.  X 100 

Fig.  2.  (upper  right)  Recent  embolus  in  a pulmonary  vessel. 
X 30 

Fig.  3.  (lower  left)  Recanalization  of  old  organized  throm- 
bus of  a pulmonary  vessel.  X 100 

Fig.  4.  (lower  right)  Organizing  thrombus  in  a pulmonary 
vessel.  X 100 
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Microscopically,  the  spleen  appeared  con- 
gested. 

The  liver  showed  fibrosis  of  the  portal 
areas  in  addition  to  some  central  fibrosis. 
This  was  brought  out  clearly  by  the  Masson 
trichrome  stain.  Evidence  of  so-called  car- 
diac cirrhosis  was  interpreted  (Fig.  5). 

The  kidneys  showed  a diffuse  infiltration 
of  polymorphonuclear  leukocytes  and  lym- 
phocytes which  were  interpreted  as  evidence 
of  pyelonephritis.  The  sections  of  the  brain, 
thyroid,  bone  marrow,  aorta,  and  reproduc- 
tive organs  showed  no  abnormalities. 

In  summary,  we  believe  that  this  patient 
had  a mitral  stenosis  most  likely  based  on 
an  old  rheumatic  valvular  disease.  In  spite 
of  no  history  of  rheumatic  fever  and  in  spite 
of  failure  to  find  evidence  of  active  rheu- 
matic disease,  we  believe  the  old  fibrosis  of 
the  mitral  valve  and  the  gross  picture  are 
sufficient  to  suggest  a rheumatic  basis  for 
the  condition.  The  lungs  and  liver,  we  be- 
lieve, show  the  results  of  long-standing  car- 
diac failure  now  reflecting  cardiac  cirrhosis 
of  the  liver  and  showing  jaundice  clinically. 
There  was  an  interesting  thickening  of  the 
pulmonary  vessels,  suggesting  pulmonary 
hypertension.  Finally,  there  were  throm- 
boses of  pulmonary  vessels  with  small  pul- 
monary infarcts.  The  acute  pyelonephritis 
was  another  interesting  feature.  We  believe 
that  the  immediate  cause  of  death  was  a 
chronic  congestive  heart  failure  due  to  mi- 


Fig.  5.  Liver  tissue  shows  fibrosis  of  the  type  seen  in  car- 
diac cirrhosis.  Trichrome  stain,  X 100 

tral  stenosis  and  an  old  rheumatic  endo- 
carditis. Contributing  factors  were  acute 
pyelonephritis  and  multiple  infarcts  of  the 
lungs. 
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DAVID  WADE 


T HE  lOOTH  PHYSICIAN  to  lift 
the  gavel  as  President  of  the  Texas 
Medical  Association  is  also  the  first 
psychiatrist  in  50  years  to  head  our 
112-year-old  organization. 

Dr.  David  Wade,  President  for 
1965-1966,  operates  a sanitarium 
for  nervous  and  mental  diseases 
located  on  a beautiful  wooded  ten- 
acre  tract  in  the  south  part  of  Aus- 
tin. A lover  of  the  out-of-doors,  he 
spends  as  much  time  as  he  can  at 
his  ranch  near  Rockdale.  He  is  an 
active  member  of  many  medical  or- 
ganizations, of  the  Rotary  club,  and 
of  the  Episcopal  church.  Well  or- 
ganized and  quick,  he  is  known  to 
be  a man  with  broad  vision. 

Dr.  Wade  established  Oak  Ridge 
Sanitarium  in  1947,  two  years  after 
he  came  to  Austin.  In  1953  he  was 
joined  by  Dr.  A.  D.  Pattillo,  and  in 
1962  by  Dr.  J.  F.  Eades.  T.  H. 
Wade,  Dr.  Wade’s  brother,  is  ad- 
ministrator of  the  hospital. 

At  one  time,  the  Wade  brothers 


were  partners  in  a quail  and  chukar 
raising  venture  on  the  hospital 
grounds.  This  novel  pursuit  was  of 
interest  to  the  patients  and  visitors, 
and  also  provided  fowl  for  market 
and  for  stocking  the  Wade  ranch. 

The  Wade  family  goes  often  to 
the  ranch  for  relaxation,  horseback 
riding,  and  occasional  entertaining. 
They  have  a rustic  cabin  there  and 
a tank  stocked  with  catfish.  Dr. 
Wade  loves  to  fish  there  and  to 
muse  away  the  hours  while  waiting 
for  the  fish  to  bite.  Before  his 
death,  a beloved  Labrador  retriever 
named  Jet  joined  Dr.  Wade  on  quail 
and  dove  hunting  excursions  at  the 
ranch. 

When  he  was  less  busy.  Dr.  Wade 
used  to  go  deep-sea  fishing  on  the 
Coast,  but  the  outdoor  sport  he 
seems  to  prefer  is  hunting.  During 
deer  season,  a hunt  in  Central  Tex- 
as has  become  a tradition  for  Dr. 
and  Mrs.  Wade  and  some  of  their 
friends.  This  is  a camping  trip  last- 


ing several  days.  To  Dr.  Wade’s  cha- 
grin, Mrs.  Wade  frequently  brings 
down  a bigger  buck. 

It  follows  that  a man  who  likes 
to  hunt  is  interested  in  guns.  Dr. 
Wade’s  collection  of  deer  rifles  and 
shotguns  is  a source  of  pride  to 
him.  When  he  cannot  go  hunting, 
he  often  finishes  gun  stocks.  These 
are  purchased  without  finish,  cut 
to  fit  certain  guns.  He  stains  them 
and  rubs  them  with  oil  and  has 
come  up  with  some  really  beautiful 
results.  Often  these  stocks  are  giv- 
en to  friends. 

Besides  Field  and  Stream  and 
other  hunting  and  fishing  publica- 
tions, reading  material  for  Dr. 
Wade  includes  history  and  histori- 
cal fiction.  A favorite  author  is  J. 
Frank  Dobie. 

His  medical  affiliations  include 
the  Travis  County  Medical  Society, 
American  Medical  Association, 
American  Psychiatric  Association, 
and  Texas  Neuropsychiatric  Asso- 
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ciation.  He  has  served  as  president 
of  the  latter  and  also  of  the  Seventh 
District  Medical  Society.  For  nine 
years,  he  was  councilor  for  the 
Texas  Medical  Association,  and  has 
served  on  the  Council  on  Constitu- 
tion and  By-laws.  He  is  a past 
president  of  the  Texas  Rehabilita- 
tion Association  and  is  medical  ad- 
ministrative consultant  to  the  Tex- 
as Education  Agency. 

He  was  bom  in  Jacksonville, 
Ark.,  in  1910.  Because  his  father, 
Thomas  H.  Wade,  was  in  the  road 
and  bridge  construction  business, 
the  family  was  never  in  one  place 
very  long;  however.  Dr.  Wade  re- 
ceived most  of  his  preliminary 
schooling  in  Jacksonville. 

He  attended  Little  Rock  Junior 
College  (now  Little  Rock  Univer- 
sity) and  the  University  of  Arkan- 
sas in  Fayetteville,  working  in  the 
school  of  business  administration. 
He  worked  as  an  accountant  two 
years,  returning  later  to  Little  Rock 
to  attend  the  University  of  Arkan- 
sas School  of  Medicine. 

Just  before  he  entered  medical 
school,  he  met  Hazel  E.  Keenzel  of 
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Little  Rock,  who  was  a social  work- 
er at  the  State  School  for  Girls. 
They  were  married  in  December  of 
his  freshman  year  at  medical  school. 
Today,  they  have  one  daughter, 
Sharon,  a senior  at  Austin  High 
School. 

Dr.  Wade  was  graduated  in  1938 
and  interned  at  St.  Vincent  Infirm- 
ary in  Little  Rock  the  following 
year.  He  served  his  residency  in 
Galveston  at  the  State  Psychopathic 
Hospital  and  was  later  made  super- 
intendent. When  a hurricane  de- 
stroyed that  hospital,  he  moved  to 
Austin  to  become  superintendent  of 
the  Austin  State  School  for  Mental 
Defectives,  and  from  there  he  went 
to  Rusk  State  Hospital  to  become 
superintendent.  After  six  months 
he  went  to  New  York  for  a visiting 
residency  at  New  York  Psychiatric 
Institute.  He  was  certified  by  the 
American  Board  of  Psychiatry  in 
1944  and  in  1952  he  received  cer- 
tification in  mental  hospital  ad- 
ministration. 

Dr.  Wade  served  during  the  Ko- 
rean Conflict  as  an  Army  major. 
He  was  stationed  in  San  Antonio 


as  a psychiatric  consultant  and  was 
in  charge  of  psychiatric  facilities 
for  the  Fourth  Army. 

Last  summer  Dr.  Wade  spent 
three  weeks  touring  Peru  with  a 
group  of  eight  Texans  who  repre- 
sented a program  of  the  State  De- 
partment’s Agency  for  Internation- 
al Development  called  “Partners  of 
the  Alliance  of  Progress.”  Under 
this  program,  Texas  “adopted” 
Peru  to  find  ways  and  means  of 
helping  this  sister  nation.  The  pur- 
pose of  the  tour  Dr.  Wade  made  was 
to  survey  grass  roots  needs  in  Peru. 
Interest  in  such  a program  as  this 
is  typical  of  his  “state  level”  (as 
opposed  to  “county  level”)  thinking. 

Shortly  before  Annual  Session, 
before  incoming  officers  were  con- 
fronted with  the  complexities  of 
running  a 9,000-member  organiza- 
tion, we  asked  a friend  of  his  what 
quality  of  Dr.  Wade’s  would  con- 
tribute most  to  his  effectiveness  as 
President  of  TMA.  The  friend  hes- 
itated, not  in  search  of  the  quality 
but  of  the  word  to  describe  it. 

Then  he  replied,  “His  ‘stick-to-it- 
iveness.’  ” 
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Foreign  Visitors,  World's  Fair  To  Contribute 
To  International  Theme  of  AMA  Meeting 


^\n  international  theme 

has  been  chosen  for  the  scientific 
programs  at  the  114th  annual  con- 
vention of  the  American  Medical 
Association  June  20-24  in  New 
York  City.  Between  25,000  and 
30,000  physicians  are  expected  to 
attend. 


The  Texas  delegates  will  carry 
two  resolutions  from  the  TMA 
House  of  Delegates  to  the  AMA 
House.  These  deal  with  opposition 
to  proposals  of  the  President’s  Com- 
mission on  Heart  Disease,  Cancer, 
and  Stroke  and  with  an  interpreta- 
tion of  Section  6 of  “Principles  of 
Medical  Ethics”  of  the  AMA. 

The  Association  has  opposed  the 
principle  of  the  Report  of  the  Pres- 
ident’s Commission  on  Heart  Dis- 
ease, Cancer,  and  Stroke,  believing 
that  the  end  result  of  the  proposed 
program  would  be  a general  deteri- 
oration of  the  quality  and  quantity 
of  medical  practice  rather  than  an 
increase  in  “centers  of  excellence” 
in  medical  education  and  research. 

The  resolution  concerning  ethics 
interprets  Section  6 of  the  “Princi- 
ples” to  mean  that  it  is  ethical, 
proper,  and  desirable  for  physicians 
to  resist  third  party  interference 
in  the  care  of  their  patients  — the 
third  party  being  “any  compulsory 
social  insurance  program  of  medi- 
cal care.” 


“We  already  have  found,”  says 
Dr.  J.  Arnold  Bargen  of  Temple, 
chainnan  of  the  AMA’s  Council 
on  Postgraduate  Programs,  “that 
thousands  of  American  physicians 
are  planning  to  combine  attend- 
ance at  the  annual  convention  with 
a trip  to  New  York  City  with 
their  families  to  see  the  New  York 
World’s  Fair,  which  will  be  in  its 
second  year  this  summer.” 

“In  keeping  with  the  New  York 
World’s  Fair,  already  drawing 
many  thousands  of  foreign  tour- 
ists to  the  city,  the  AMA  has 
scheduled  eminent  foreign  physi- 
cians to  deliver  lectures  at  the 
scientific  meetings  to  be  held  dur- 
ing the  convention,”  reports  Dr. 
Bargen.  Large  delegations  of  phy- 
sicians from  foreign  countries  will 
attend  the  convention  and  take 
part  in  the  scientific  sessions. 

“American  physicians  will  have 
an  opportunity  at  the  New  York 
convention  to  meet  and  mingle  with 
other  physicians  from  throughout 
the  world,  and  to  learn  of  current 
medical  knowledge  in  other  lands,” 
said  Dr.  Bargen. 

“We  are  proud  of  the  fact  that 
the  United  States  now  leads  the 
world  in  medical  science.  Thou- 
sands of  foreign  doctors  come  to 
our  shores  every  year  for  graduate 
study  and  training.  More  than 
2,000  American  physicians  are 
serving  in  foreign  lands  as  repre- 
sentatives for  various  government- 
al and  private  medical  programs. 
Foreign  physicians  have  much  to 
learn  from  American  medicine,  and 
at  the  same  time  there  is  much 


that  American  doctors  can  learn 
from  the  many  fine  professional 
men  in  medical  science  in  other 
lands,”  he  said. 

The  New  York  World’s  Fair  has 
been  widely  publicized  throughout 
the  United  States  and  in  the  rest 
of  the  world.  Many  physicians, 
both  from  this  nation  and  other 
lands,  look  to  the  June  convention 
of  the  AMA  as  an  opportunity  to 
combine  a visit  to  the  World’s 
Fair  and  intensive  postgraduate 
study  by  means  of  the  scientific 
lectures,  films,  color  television,  and 
exhibits.  Dr.  Bargen  said. 

There  will  be  six  general  scien- 
tific meetings  at  the  New  York 
convention,  offering  to  physicians 
the  most  recent  findings  in  ad- 
verse drug  reactions;  organ  trans- 
plantation; hearing;  non-narcotic 
drug  addiction ; metabolism  in 
growth  development  and  aging, 
and  diagnostic  cytology. 

The  convention  will  center  in  the 
New  York  Coliseum  at  Columbus 
Circle,  adjoining  Central  Park, 
which  also  housed  the  1961  annual 
convention.  Even  this  huge  build- 
ing cannot  contain  all  of  the  scien- 
tific meetings,  and  some  will  over- 
flow into  hotels  in  the  midtown 
area. 

The  complete  program  of  the 
convention  was  published  in  the 
May  10  issue  of  the  Journal  of  the 
American  Medical  Association. 

Twenty-three  specialty  sections 
also  will  have  programs  in  addi- 
tion to  the  six  general  scientific 
meetings,  including  the  newly  es- 
tablished Section  on  Allergy. 
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House  Policy  Decisions  Center  on  Care 
Of  Patients;  Murphy  To  Lead  in  1966 


The  President  for  1966,  Dr.  James  D.  Murphy,  left,  and  the  President  for  1965, 
Dr.  David  Wade,  grasp  hands.  Dr.  Wade  is  the  100th  President. 


M EMBERS  OF  THE  House  of 
Delegates  of  the  Texas  Medical  As- 
sociation consistently  emphasized 
good  patient  care  as  the  center  of 
their  policy  decisions  during  the 
98th  Annual  Session. 

Dr.  James  D.  Murphy  of  Fort 
Worth  was  named  President-Elect 
of  the  TMA  at  the  final  meeting  of 
the  House,  Sunday,  May  2,  in  San 
Antonio.  He  will  take  office  in 
April,  1966. 

Dr.  Charles  Max  Cole  of  Dallas 
was  elected  Speaker  of  the  House 
of  Delegates,  the  office  formerly 
held  by  Dr.  Murphy.  Moving  into 
Dr.  Cole’s  old  place  as  Vice  Speak- 
er is  Dr.  Wendell  H.  Hamrick, 
Houston. 

Other  officers  named  were  Dr. 
Howard  R.  Dudgeon,  Jr.,  Waco, 
Vice  President;  Dr.  E.  A.  Rowley, 
Amarillo,  Secretary;  Dr.  Howard 
0.  Smith,  Marlin,  re-elected  Treas- 
urer; and  Dr.  Elliott  Mendenhall  of 
Dallas,  to  a second  term  as  trustee. 

A complete  roster  of  officers  and 
council  and  committee  members  will 
be  published  in  a later  issue  of  the 
Journal. 

Dr.  Murphy  who  began  his  gen- 
eral practice  in  Fort  Worth  in  1947, 
has  been  active  in  the  Tarrant 
County  Medical  Society,  TMA,  Tex- 
as Academy  of  General  Practice, 
and  the  American  Academy  of  Gen- 
eral Practice  for  the  past  15  years. 
He  was  president  of  the  American 
Academy  of  General  Practice  in 
1962-1963,  and  has  held  high  posi- 
tions in  each  of  the  other  organiza- 
tions. 

A total  of  3,469  members,  guests, 
exhibitors,  and  Auxiliary  members 
attended  the  98th  Annual  Session. 
This  was  well  above  the  attendance 
figure  of  2,931  recorded  for  the  last 
meeting  of  the  Association  in  San 
Antonio  which  was  in  1959.  This 
year,  of  the  total  of  3,469,  1,796 
were  members,  566  guests,  533  ex- 
hibitors, and  574  Auxiliary  mem- 
bers. 

Outdoor  Advertising 

Delegates  endorsed  an  outdoor 
advertising  campaign  against  dis- 
ease, following  tbe  Council  on  Pub- 
lic Relations  and  Public  Service’s 
report  of  a successful  campaign 


against  disease  conducted  by  the 
Illinois  State  Medical  Society. 

Also  recognized  by  the  House 
was  the  Council’s  resolution  that 
members  of  the  Texas  Medical  As- 
sociation individually  and  in  group 
action  carefully  consider  the  public 
relations  aspect  of  all  their  actions 
to  demonstrate  publicly  the  sincere 
interest  of  the  medical  profession 
in  providing  the  best  medical  care 
even  under  adverse  circumstances. 

Delegates  agreed  that  the  criteria 
for  admission  and  dismissal  from 
nursing  homes  as  now  operated 
should  remain  within  the  province 
of  the  attending  physician.  They 
also  noted  that  consideration  should 
be  given  to  “better  definition  of 
nursing  homes  as  to  the  type  of  pa- 
tients that  may  be  admitted  includ- 
ing either  intensive  nursing  care  or 
custodial.” 

The  Committee  on  Industrial 
Health  was  commended  for  its 
stand  on  air  and  stream  pollution. 
Approved  was  a stepped-up  pro- 
gram for  tetanus  toxoid  immuniza- 


tions and  smallpox  vaccinations. 
Delegates  did  not  endorse  a mass 
immunization  policy,  however. 

PKU,  Venereal  Disease 

Delegates  approved  efforts  of 
the  Committee  on  Public  Health  in 
furthering  testing  for  phenylke- 
tonuria, promotion  of  smoking 
withdrawal  programs,  encourage- 
ment of  public  education  regarding 
medically  qualified  drivers,  and  en- 
couragement of  showering  after 
physical  education.  The  Texas 
Junior  Chamber  of  Commerce  was 
commended  for  its  venereal  disease 
educational  program.  Support  for 
the  Aedes  aegypti  eradication  pro- 
gram of  the  American  Medical  As- 
sociation was  endorsed. 

In  other  health  areas,  the  dele- 
gates endorsed  the  recommenda- 
tions of  the  Committee  on  Rural 
Health  and  particularly  empha- 
sized that  elderly  drivers  should 
have  periodic  auditory,  visual,  and 
reaction  tests.  The  Committee  was 
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Blue  Cross-Blue  Shield  is  the  host  for  breakfast. 


Dr.  Thomas  F.  Hornbein,  the  mountain 
climbing  anesthesiologist  who  scaled 
Mount  Everest,  made  three  talks. 


Fiesta  Noche  Del  Rio  posters  advertise 
fun  for  physicians  and  their  families.  A 
crowd  of  850  attended  the  variety  show 
Friday  evening  on  the  river  banks. 
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Outgoing  President  Dr.  Max  E.  Johnson  exchanged  his  gavel  for  the  Past  Presi- 
dent's pin  being  fastened  on  by  incoming  TMA  head  Dr.  David  Wade. 


also  encouraged  to  submit  material 
on  pesticides  and  insecticides  to 
the  Texas  State  Journal  of  Medi- 
cine. 

Approved  was  the  distribution 
to  TMA  members  of  a proposed 
pamphlet  entitled,  “Instructions 
for  Collection  of  Cytologic  Smears 
for  Detection  of  Oral  Cancer.” 
Also,  delegates  recommended  that 
routine  cervical  cytologic  smears 
be  performed  on  all  adult  women 
who  are  charity  patients,  but 
agreed  that  these  should  not  be 
made  compulsory. 

A plan  by  the  Committee  on  Ath- 
letics to  conduct  a survey  of  schools 
which  have  no  physician  was  en- 
dorsed as  was  a recommendation 
that  examination  of  students  in- 
clude a urinalysis  to  check  for  albu- 
min and  sugar.  Decreasing  num- 
bers of  athletic  injuries  were  noted. 

Heart  Disease,  Stroke 

Approved  also  was  a recommen- 
dation that  the  Texas  Medical  As- 
sociation, the  Texas  Heart  Associ- 
ation. and  the  State  Department  of 
Health  ask  the  Governor  to  set  up 
a statewide  committee  to  study 
problems  of  heart  disease  and 
stroke.  Further  approved  was  a 
proposal  that  a survey  be  made  to 
determine  the  extent  and  distri- 
bution of  cardiovascular  disorders 
with  the  purpose  of  setting  up  a 
statewide  educational  program. 

A substitute  resolution  from 
Harris  County  Medical  Society  on 
the  report  of  the  President’s  Com- 
mission on  Heart  Disease,  Cancer 
and  Stroke  was  approved,  delegates 
agreeing  that  the  result  of  the  pro- 
gram recommended  by  the  Com- 
mission would  be  a general  deteri- 
oration of  the  quality  and  quantity 
of  medical  practice  rather  than  the 
“avowed  increase  in  number  of 
‘Centers  of  Excellence’  in  medical 
education  and  research.”  For  the 
same  reason.  Senate  Bill  596  and 
House  Bill  3140  authorizing  ap- 
propriations to  implement  the  rec- 
ommendations of  the  Commission 
were  opposed. 

Approving  a resolution  submitted 
by  Dr.  Carlos  Fuste  of  Alvin,  the 
House  of  Delegates  interpreted  Sec- 
tion 6 of  the  “Principles  of  Medical 
Ethics”  of  the  American  Medical 
Association  to  mean  that  it  is  ethi- 
cal, proper,  and  desirable  for  phy- 
sicians to  resist  third  party  inter- 
ference in  the  care  of  their  patients 
— the  third  party  being  “any  com- 
pulsory social  insurance  program 
of  medical  care.” 

County  medical  societies  were  en- 


couraged to  appoint  a liaison  com- 
mittee to  be  charged  with  the  re- 
sponsibility for  periodically  visiting 
the  state  mental  hospitals  in  their 
areas  and  reviewing  admissions 
from  their  counties. 

Delegates  approved  a recommen- 
dation from  the  Board  of  Trustees 
that  the  General  Counsel  of  the 
Texas  Medical  Association  be  asked 
to  review  and  render  an  opinion  on 
whether  a medical  society  should 
include  billings  for  political  action 
committee  contributions. 

Delegates  approved  a recommen- 
dation of  the  Council  on  Annual 
Session  calling  for  a $10  registra- 
tion fee  for  all  non-member  physi- 
cians attending  the  Texas  Medical 
Association  Annual  Session.  Mem- 
bership in  TMA  allows  one  to  at- 
tend the  meeting  without  charge. 

Delegates  agreed  with  the  Com- 
mittee on  Rehabilitation  that  dis- 
ability due  to  heart  disease  should 
not  necessarily  be  compensable  just 
because  it  occurs  at  work,  and  that 
disabilities  from  serious  mental 
disorders  should  be  excluded  from 
Workmen’s  Compensation  coverage, 
except  where  clearly  associated 
with  physical  trauma. 

They  agreed  also  that  certain  dis- 
eases should  not  be  included  under 


W orkmen’s  Compensation  but  could 
better  be  covered  by  “dread  dis- 
ease” policies  outside  Workmen’s 
Compensation.  Employer  and  in- 
surance companies  were  encour- 
aged to  provide  for  rehabilitation 
following  disability. 

A recommendation  that  malprac- 
tice surveys  be  conducted  at  regu- 
lar intervals,  at  least  every  five 
years,  was  approved. 

Fort  Worth  Session 

Delegates  approved  scheduling 
the  1969  Annual  Session  in  Fort 
Worth  when  more  adequate  facili- 
ties will  be  available  in  that  city. 
They  awarded  the  Annual  Session 
to  Dallas  in  1967  and  to  Houston 
in  1968.  The  1966  Annual  Session 
had  been  previously  awarded  to 
Austin. 

Two  similar  resolutions  from 
Potter- Randall  Counties  Medical 
Society  and  Harris  County  Medical 
Society  were  combined  and  rewrit- 
ten by  the  Reference  Committee  on 
Medical  Service  and  Insurance,  and 
called  for  a special  committee  to 
study  the  inclusion  of  physicians’ 
professional  services  in  hospital 
service  contracts.  The  Committee 
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Members  of  the  Fifty  Year  Club  are  seated  at  a special  table  for  the  Association  Luncheon. 
They  heard  Dr.  M.  0.  Rouse  speak  on  medicine  and  religion.  Title  of  his  talk  was  "Body  and  Soul." 


would  be  asked  to  make  a clear  dis- 
tinction between  hospital  services 
and  physicians’  professional  serv- 
ices. 

Another  approved  resolution 
(from  the  Nueces  County  Medical 
Society)  called  for  the  development 
of  a standard  medical  request  form 
by  the  Council  on  Medical  Seiwice 
and  Insurance. 

Deleg’ates  approved  also  a pro- 
posal that  the  Texas  Medical  Asso- 
ciation make  some  specific  acknowl- 
edgment to  the  Woman’s  Auxiliary 
for  its  effort  on  behalf  of  AMA- 
ERF. 

Recommendations  of  the  Com- 
mittee on  Liaison  with  Medical 
Schools  on  premedical  education 
were  approved.  These  called  for 
programs  on  premedical  education, 
including  conferences  at  the  county 
society  level. 

Texas  medical  schools  were  com- 
mended for  their  efforts  in  contin- 
uing education  and  splendid  co- 
operation with  the  Committee  in 
establishing  better  understanding 
between  practicing  and  teaching 
physicians. 

Medical  Education 

Delegates  concurred  with  the 
Council  on  Medical  Jurisprudence 
that  the  appropriate  Council  of 
TMA  undertake  continuing  studies 
as  to  the  need  of  medical  educa- 
tional facilities  in  the  state  and 
that,  where  necessary,  appropriate 
consultation  be  sought  from  the 
American  Medical  Association  and 
the  American  Association  of  Medi- 
cal Colleges.  Also  approved  was  a 
recommendation  by  the  Council  on 
Medical  Education  and  Hospitals 
that  a combined  agency  of  the  AMA 
and  AAMC  be  called  upon  to  sur- 
vey the  need  for  other  medical 
schools  in  Texas. 

Texas  physicians  were  called 
upon  to  assume  the  lead  immediate- 
ly in  implementing  a law  passed  by 


the  Texas  Legislature  and  signed 
by  the  Governor  on  April  5 which 
created  the  Texas  Department  of 
Mental  Health  and  Mental  Retar- 
dation. Active  participation  of  local 
societies  in  the  program  was  urged. 

Delegates  approved  a written 
statement  from  TMA  to  the  Senate 
Finance  Committee  on  “Texas  Story 
for  the  Aged.”  To  be  added  to  the 
story  which  went  to  the  House 
Ways  and  Means  Committee  are 
the  following  items: 

(a)  request  for  exclusion  of  ra- 
diologists, pathologists,  psychia- 
trists, and  anesthesiologists  from 
the  hospital  features  of  H.  R.  6675, 

(b)  elimination  of  physicians’  cov- 
erage under  Social  Security,  and 

(c)  the  use  of  carriers  for  the  ad- 
ministration of  benefits  in  order  to 
insure  maximum  freedom  of  physi- 
cian in  his  relationships  to  private 
carriers  and  to  the  Department  of 
Health,  Education,  and  Welfare. 

Tax  Exemptions 

Delegates  also  approved  filing  a 
statement  with  members  of  the 
Texas  Congressional  Delegation 
supporting  H.  R.  1181  which  would 
continue  tax  exemptions  for  ad- 
vertising income  for  organizations’ 
publications. 

Previous  policy  opposing  federal 
grants  to  schools  of  medicine,  den- 
tistry, and  osteopathy  for  opera- 
tional purposes  was  reiterated. 
Also  reiterated  was  policy  regard- 
ing the  need  for  adequacy  and 
availability  of  laboratory  animals. 

Approved  was  a resolution  from 
the  Committee  on  Disaster  Medical 
Care  which  would  endorse  the  State 
Department  of  Health’s  request  for 
additional  funds  for  full-time  per- 
sonnel in  this  area. 

The  Sub-Committee  on  Orienta- 
tion of  the  Board  of  Councilors  was 
charged  with  further  study  regard- 
ing the  orientation  program  and 
the  inclusion  of  an  AMA-ERF  pres- 


entation as  part  of  the  program. 
The  Sub-Committee  is  to  report 
back  to  the  Councilors  in  Septem- 
ber. 

The  Board  of  Councilors  was 
charged  with  further  study  of  a 
recommendation  calling  for  the  es- 
tablishment of  $10  dues  for  all  mili- 
tary members  of  the  Texas  Medi- 
cal Association.  The  Board  is  to 
report  back  at  the  1966  Annual 
Session. 

A proposed  Constitution  change 
which  must  lay  over  for  one  year 
pertains  to  district  meetings  and 
the  generally  diminishing  attend- 
ance at  strictly  scientific  district 
meetings.  A Constitutional  word- 
ing was  therefore  recommended, 
changing  Article  IX,  Section  2, 
which  stipulates  that  district  socie- 
ties “shall  be  exclusively  scientific 
and  educational  in  character,”  to 
“should  be  scientific  and  education- 
al in  character.” 

By-Laws  Change 

A By-Laws  change  approved  by 
the  delegates  to  strengthen  the 
position  of  the  Board  of  Councilors 
would  give  original  jurisdiction  to 
the  Board  at  the  county  level  in 
certain  unusual  circumstances. 

Approved  By-Laws  changes  in- 
clude also  the  establishment  of  a 
minimum  membership  of  ten  phy- 
sicians for  any  future  new  county 
societies  started  (not  to  affect  cur- 
rent societies)  and  a name  change 
in  the  Committee  on  Maternal  Mor- 
tality to  make  it  the  Committee  on 
Maternal  Health. 

Delegates  approved  a new  Sec- 
tion on  Nervous  and  Mental  Dis- 
eases, making  it  the  Association’s 
12th  scientific  section. 

Referred  to  the  Committee  on 
Liaison  with  the  State  Bar  of  Texas 
for  further  careful  study  and  I'ec- 
ommendations  was  the  original  ver- 
sion of  the  “Code  for  Physicians 
and  Attorneys  of  Texas.”  It  was 
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Neuropsychiatrists  hear  Cervando  Marti- 
nez, Jr.,  of  Dallas  read  the  winning  Guy 
Witt  Memorial  paper  on  folk  illness. 


Dr.  M.  L.  Preacher,  left,  and  Dr.  Nicholas 
A.  Lopes  pose  during  a set  of  singles  at 
San  Pedro  Park  tennis  courts. 


In  Texas  from  Bombay,  India,  was  Dr. 
V.  N.  Shirodkar,  prominent  Asian  obste- 
trician and  gynecologist  and  a speaker. 


At  right,  Mrs.  William  J.  Powell,  Dallas, 
and  Dr.  Robert  Mayo  Tenery,  Waxahachie, 
speakers  at  the  Memorial  Service,  stand 
before  the  Alamo  in  San  Antonio. 
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noted  that  a revised  version  of  the 
Code  is  being  abused  and  is  not 
working  as  satisfactorily  as  the 
Committee  had  anticipated.  A res- 
olution rescinding  the  revised  sec- 
tion of  the  Code  was  accepted  from 
Dallas  County  Medical  Society. 

Approved  was  a recommendation 
of  the  Vice  President  of  Texas  Med- 
ical Association,  Dr.  Travis  Smith, 
that  council  membership  not  in- 
clude committee  chairmen. 

The  Committee  on  Physicians 
Benevolent  Fund  was  approved  as 
a standing  committee  and  delegates 
approved  the  Committee’s  use  of 
up  to  $5,000  of  its  current  capital 
to  meet  needs  for  benevolent  func- 
tions. 

The  Committee  was  to  report  its 
use  of  these  funds  to  the  general 
membership,  specifying  additional 
needs.  Delegates  also  concurred 
that  the  Committee  should  seek  out 
needy  present  or  former  TMA 
members  or  their  families  to  offer 
some  financial  aid.  g 

Tennis  Champs  Win 
6 Trophies  May  1 

Six  engraved  trophies  went  home 
with  the  winners  and  runners-up 
of  the  first  tennis  tournament  ever 
held  at  Annual  Session. 

Playing  two  out  of  three  matches 
in  the  singles  division.  Dr.  Robert 
D.  Mertz,  Corsicana,  downed  Dr. 
Irvin  Robinson,  Fort  Worth,  to  cap- 
ture the  singles  championship. 

Scores  from  these  matches  were 

2- 6,  6-4,  and  6-4. 

Sharing  the  doubles  champion- 
ship by  scores  of  9-7  and  6-4  in  a 
two  out  of  three  matches  were  Dr. 
Bernard  Fein,  San  Antonio,  and 
Dr.  Robinson,  who  defeated  Dr. 
Mertz  and  Dr.  Irwin  Kurtz,  San 
Antonio. 

Sixteen  physicians  entered  the 
tourney. 

3- Time  Winner  Takes 
Home  Golf  Trophy 

A Houston  anesthesiologist.  Dr. 
Fred  P.  Thomas,  was  low  gross 
winner  for  the  third  straight  year 
at  the  TMA  golf  tournament  in  San 
Antonio,  and  he  will  now  keep  the 
trophy  permanently.  His  score  was 
75. 

Held  at  the  Pecan  Valley  Golf 
Club,  125  members  and  guests  en- 
tered the  tournament. 

Low  net  score  honors  were  taken 
by  Dr.  Donald  H.  McDonald  of  Abi- 
lene with  a score  of  71. 

There  was  a nine-way  tie  for  sec- 
ond place  low  net  score  and  a two- 
way  tie  for  low  gross  winner. 


Delegates  Award  Status 
Of  Honorary  Membership 

The  House  of  Delegates  has 
elected  33  physicians  to  honorary 
membership  in  Texas  Medical  As- 
sociation. 

They  are  Roy  R.  Lovelady,  Cole- 
man; Frank  N.  Haggard,  C.  F. 
Lehmann,  and  Thomas  A.  Pressly, 
all  of  San  Antonio;  John  B.  Birt, 
Harper;  Otto  F.  Harzke,  Comfort; 
Elizabeth  Donaldson,  Del  Rio;  Lee 
Edens,  Austin;  Goldie  S.  Ham,  Luke 
W.  Kuebler,  Rudolph  E.  Maresh, 
John  T.  Oliver,  and  McDonald  Or- 
man, all  of  Houston. 


Culver  M.  Griswold,  Crockett; 
Madison  J.  Lee,  Jr.,  Tyler;  Robert 
B.  Alexander,  John  L.  Kee,  John  E. 
Lattimore,  and  Leslie  R.  Sadler,  all 
of  Waco;  Charles  R.  Williams,  Min- 
eral Wells;  Charles  W.  Barrier  and 
Thomas  J.  W.  Shoemaker,  both  of 
Fort  Worth;  Joseph  D.  Hall,  Wich- 
ita Falls;  Benjamin  J.  Berger,  C. 
Frank  Brown,  Edward  L.  Evans, 
Fred  W.  Horn,  J.  Guy  Jones,  George 
M.  Underwood,  G.  Raworth  Wil- 
liams, and  John  G.  Young,  all  of 
Dallas;  and  Hubert  L.  Brown  and 
Wilbur  Carter,  both  of  Sherman. 

Dr.  Griswold  and  Dr.  Lee  were 
elected  posthumously. 


Schools  Given  AMA-ERF  Grants 


Dr.  W.  J.  McGonity,  center,  dean  of  the  University  of  Texas  Medical  Branch, 
Galveston,  accepts  a check  for  the  school  in  the  amount  of  $15,452.06,  represent- 
ing an  unrestricted  grant  from  the  American  Medical  Association  Education  and 
Research  Foundation.  Extending  the  check  are  Dr.  Max  E.  Johnson  of  San  An- 
tonio, President  of  Texas  Medical  Association,  right,  and  C.  Lincoln  Williston, 
TMA  Executive  Secretary.  The  presentation  was  made  in  a Galveston  ceremony 
April  2. 

Checks  from  AMA-ERF  were  also  presented  to  Baylor  University  College  of  Medi- 
cine, Houston,  on  May  8 and  Southwestern  Medical  School,  Dallas,  on  May  10, 
amounting  to  $10,940.72  and  $10,967.52,  respectively.  Like  that  to  the  Medical 
Branch,  these  represent  unrestricted  grants. 

Last  year  AMA-ERF  guaranteed  loans  to  591  medical  students  in  Texas  schools, 
the  total  amount  being  $557,300. 
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Awards  Go  To  Tops 
In  Scientific  Exhibits 


Award  winners  in  four  groups  of 
scientific  exhibits  shown  at  the  An- 
nual Session  have  been  announced. 

Group  I winners  for  individual 
exhibits  were  first  place,  Chromo- 
some Patterns  in  Man;  second 
place,  Why  Not  Routine  Scout 
Films  of  the  Abdomen  ? ; and  hon- 
orable mention.  Surgical  Treatment 
of  Baldness,  Recent  Advances  in 
Heart  Surgery,  Compound  Frac- 
tures with  Arterial  Injuries,  and 
Palliation  of  Advanced  Cancer  by 
Continuous  Intra-arterial  Infusion. 

Group  II  winners  for  group  ex- 
hibits were  first  place.  Prosthetic 
Replacement  of  Cardiac  Valves; 
second  place.  Intravenous  Abdomi- 
nal Aortography ; and  honorable 
mention.  Thermotherapy  for  Herpes 
Simplex  Keratitis,  Segmental  Renal 
Arteriography,  and  Research  De- 
velopment in  Upper  Extremity  Or- 
thotics. 

Group  III  winners  for  institu- 
tional exhibits  included  first  place, 
Echoencephalography  in  the  Diag- 
nosis of  Intracranial  Lesions;  sec- 
ond place,  The  Drug  Therapy  of 
Hypertension : Its  Management  and 
Complications ; and  honorable  men- 
tion, Nausea  and  Vomiting  from 
Anti-Cancer  Drugs, Treatment  with 
Diphenidol. 

Group  IV  winners  for  education- 
al-promotional exhibits  were  first 
place.  The  Major  Uncontrolled  Can- 
cer— Carcinoma  of  the  Breast;  sec- 
ond place.  Aid  to  the  Partially  See- 
ing; and  honorable  mention,  Facts 
About  Radiation  in  Our  Daily  Lives 
and  Diagnostic  Testing  Unit  on 
Heart  Sounds. 


AMA-ERF  Awards 
Go  to  100%  Givers 


Award  certificates  have  gone  to 
eight  county  medical  societies  from 
the  American  Medical  Association- 
Education  and  Research  Founda- 
tion. 

The  county  societies  earned  the 
tribute  for  100  percent  participa- 
tion in  the  $10-per-member  Foun- 
dation contribution  drive. 

Winning  societies  were  Cooke, 
Dawson  - Lynn  - Terry  - Gaines  - 
Yoakum,  Brooks-Duval-Jim  Wells, 
Harrison,  Navarro,  Kaufman,  Co- 
ryell, and  Smith.  Certificates  were 
presented  by  Dr.  Herbert  A.  Bailey, 
Dallas,  chairman,  TMA  Committee 
on  AMA-ERF,  and  Dr.  Max  E. 


Johnson,  San  Antonio,  TMA  Past- 
President,  at  the  General  Meeting 
Luncheon  in  San  Antonio. 


American  Cancer  Society 
Awards  Grants  To  Five 


Research  fellowship  grants  to- 
taling $28,800  have  been  awarded 
to  young  investigators  in  Texas  by 
the  American  Cancer  Society. 

Given  in  support  of  cancer  de- 
tection and  control  projects  that 
will  be  carried  out  in  Texas  teach- 
ing hospitals,  five  grants  have  gone 
to  physicians. 

At  the  University  of  Texas  Med- 
ical Branch  will  be  Dr.  Jerry  W. 
Bains  working  on  a project  on  vas- 
cular dissemination  of  malignant 
disease;  Dr.  Norman  A.  Miles,  on 
an  evaluation  of  cytological  screen- 
ing method  for  endometrial  carci- 
noma; Dr.  William  J.  Nelson,  on 
a survey  of  the  efficacy  of  treat- 
ment of  glioblastoma  multiforme 
by  stereotactic  cryosurgery;  and 
Dr.  Marvin  C.  Overton,  III,  on  a 
study  of  diagnostic  brain  scans. 

Dr.  Robert  S.  Putnam  will  be 
working  on  a project  entitled 
“Study  of  Hypothesis  of  Deletion 
of  Growth,  Feedback  System  in 
Neoplastic  Cells”  at  the  Univer- 
sity of  Texas  Southwestern  Medi- 
cal School. 


Related  Societies 
Announce  Officers 


The  following  officers  of  medi- 
cal groups  have  been  announced: 

Texas  Association  of  Public 
Health  Physicians. — Dr.  W.  S. 
Brumage,  Austin,  president;  Dr. 


"There  are  a few  patients  who  still  like 
a good  old-fashioned  doctor." 


John  Bryson,  Belton,  president- 
elect; Dr.  Francine  Jensen,  Hous- 
ton, vice  president;  Dr.  Charles 
Parker,  Wichita  Falls,  secretary- 
treasurer;  Dr.  Jesse  Goldfeder,  Ty- 
ler, trustee. 

Texas  Otolaryngological  Associ- 
ation.— Dr.  Pat  Moran,  Corpus 
Christi,  president;  Dr.  Ben  With- 
ers, Houston,  president-elect;  Dr. 
Thomas  W.  Folbre,  San  Antonio, 
vice  president. 

Texas  Physical  Medicine  and  Re- 
habilitation Society.  — Dr.  David 
Hoehn,  Fort  Worth,  president;  Dr. 
Jewel  S.  Daughety,  Dallas,  vice 
president;  Dr.  Charles  Peterson, 
Houston,  secretary-treasurer. 

Texas  Society  of  Athletic  Team 
Physicians. — Dr.  Louis  Breck,  El 
Paso,  president;  Dr.  Ross  Davis, 
Houston,  president-elect;  Dr.  Eu- 
gene Foster,  Elgin,  vice  president; 
Dr.  Cone  Johnson,  Temple,  secre- 
tary-treasurer. 

Texas  Protologic  Society.  — Dr. 
Charles  Hardwicke,  Austin,  presi- 
dent; Dr.  Michael  C.  Kendrick, 
Corpus  Christi,  secretary-treasurer. 

Texas  Academy  of  General  Prac- 
tice.-— Dr.  J.  Frank  Beall,  Nacog- 
doches, president;  Dr.  Guy  T.  Den- 
ton, Jr.,  Dallas,  president-elect;  Dr. 
Lloyd  M.  Southwick,  Edinburg, 
vice  president;  Dr.  Durwood  E. 
Neal,  Fort  Worth,  treasurer. 

Texas  Ophthalmological  Associa- 
tion.— Dr.  Harold  E.  Hunt,  Paris, 
president;  Dr.  Henry  Hilgartner, 
Austin,  vice  president;  Dr.  J.  L. 
Mims,  San  Antonio,  secretary;  Dr. 
Harl  D.  Mansur,  Jr.,  Wichita  Falls, 
treasurer. 

Texas  Industrial  Medical  Associ- 
ation.— Dr.  John  Parsons,  San  An- 
tonio, president;  Dr.  Robert  R.  Du- 
gan, Houston,  president-elect;  Dr. 
Lloyd  Pickett,  Houston,  vice  presi- 
dent; Dr.  James  K.  Stewart,  Beau- 
mont, secretary. 
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Mrs.  Deter  To  Head 
Woman's  Auxiliary 


Mrs.  Russell  L.  Deter  of  El  Paso 
heads  the  slate  of  officers  of  the 
Woman’s  Auxiliary  for  1965-1966. 
President-elect  is  Mrs.  James  A. 
Hallmark  of  Fort  Worth.  Installa- 
tion took  place  at  the  final  lunch- 
eon of  the  Auxiliary  meeting  in 
San  Antonio. 

Other  officers  are  Mrs.  James 
C.  Price,  Gonzales,  first  vice  presi- 
dent; Mrs.  Roy  F.  Kemper,  Cole- 
man, western  regional  vice  presi- 
dent; Mrs.  A.  0.  McCary,  Free- 
port, southern  regional  vice  presi- 
dent; Mrs.  John  C.  Koch,  Lufkin, 
eastern  regional  vice  president; 
and  Mrs.  William  B.  Allensworth, 
Mineral  Wells,  northern  regional 
vice  president. 

Mrs.  Delphin  Von  Briesen,  El 
Paso,  corresponding  secretary; 
Ml’S.  Edwin  Goodall,  Breckenridge, 
recording  secretary;  Mrs.  Frank 
M.  Posey,  Jr.,  San  Antonio,  treas- 
urer; Mrs.  John  Bourland,  Dallas, 
publicity  secretary;  and  Mrs.  R. 
C.  L.  Robertson,  Houston,  parlia- 
mentarian, complete  the  slate. 

With  interests  ranging  from 
music  to  medicine,  Mrs.  Deter  will 
di’aw  on  a wide  variety  of  leader- 
ship experience  to  direct  the  Aux- 
iliary. 

She  was  born  in  Oklahoma  but 
educated  in  Texas.  Her  interest  in 
music  and  culture  has  led  to  her 
two-year  service  as  chairman  of 
ways  and  means  for  the  Woman’s 
Committee  of  the  El  Paso  Sym- 
phony Orchestra  Association. 


MRS.  JAMES  A.  HALLMARK,  Fort  Worth, 
is  president-elect  of  the  Woman's  Auxil- 
iary to  the  Texas  Medical  Association. 


MRS.  RUSSELL  L.  DETER,  El  Paso,  shortly  after  her  installation  as  Woman's 
Auxiliary  president.  Her  interests  range  from  music  to  medicine. 


Mrs.  Deter  assumes  the  1965- 
1966  presidency  with  a strong 
background  in  Auxiliary  work.  She 
was  state  treasurer  for  two  years, 
and  has  served  as  council  woman 
from  District  I and  as  western  re- 
gional vice  president.  She  is  a past 
county  president  of  the  El  Paso 
Auxiliary. 

Dr.  and  Mrs.  Deter  have  four 
children  and  one  grandchild.  They 
are  members  of  the  Baptist  church 
(she  is  the  daughter  of  a minis- 
ter), and  have  worked  tirelessly 
for  many  community  activities. 


Memorial  Service 
Honors  113  Dead 


A Memorial  Service  for  deceased 
members  of  the  Texas  Medical  As- 
sociation and  the  Woman’s  Auxil- 
iai’y  held  during  the  Annual  Ses- 
sion in  the  Courtyard  of  the  Alamo 
honored  a total  of  113  deceased 
physicians  and  Auxiliary  members. 

Dr.  Robert  Mayo  Tenery  eulo- 


gized the  deceased  physicians,  and 
the  address  for  Auxiliary  dead  was 
given  by  Mrs.  William  J.  Powell  of 
Dallas. 


Dr.  Stewart  Elected 
To  Emeritus  Status 


Dr.  Allen  T.  Stewart,  a Lubbock 
obstetrician  and  gynecologist,  was 
elected  recently  to  emeritus  mem- 
bership in  the  Texas  Medical  As- 
sociation by  a vote  of  the  House 
of  Delegates. 

With  his  election.  Dr.  Stewart 
joins  the  select  group  of  fewer 
than  a dozen  TMA  members  who 
hold  this  position.  The  rare  honor 
is  accorded  only  to  those  physi- 
cians “who  have  rendered  excep- 
tional and  distinguished  service  to 
scientific  or  organized  medicine, 
or  both.” 

Dr.  Stewart  was  nominated  by 
his  county  society  and  by  the 
Board  of  Councilors  of  the  Asso- 
ciation. 
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Committee  on  Athletics 
Surveying  Team  Physicians 

The  Committee  on  Athletics  is 
presently  conducting  a survey  to 
determine  the  number  and  location 
of  athletic  teams  (all  sports,  not 
just  football)  which  do  not  have 
physicians. 

“Through  our  investigations,  we 
have  found  that  the  presence  of  a 
physician  at  a regmlarly  scheduled 
sports  event  has  reduced  the  inci- 
dence of  serious  injury,”  said  Dr. 
Robert  G.  McCorkle,  Houston, 
chairman  of  the  committee. 

Physicians  who  know  of  areas 
where  athletic  teams  are  without 
physicians  are  asked  to  report  this 
to  the  committee.  Comments  should 
be  addressed  to  Committee  on  Ath- 
letics, 1801  North  Lamar,  Austin. 


Unfeasible  To  Carry 
Narcotics  Abroad 


Under  the  narcotic  laws  of  the 
United  States,  those  of  other  coun- 
tries, and  international  conven- 
tions, it  is  unfeasible  for  a person 
traveling  abroad  to  carry  narcotic 
drugs,  according  to  Frank  G.  Pap- 
pas, district  supervisor,  U.  S.  Bu- 
reau of  Narcotics,  Dallas. 

Physicians  visiting  foreign  coun- 
tries will  find  that  the  transporta- 
tion companies,  shipping  lines  or 
airlines,  have  medical  departments 
and  established  procedures  to  care 
for  emergency  needs  of  persons 
requiring  narcotic  drugs  for  legiti- 
mate reasons.  Thus  upon  arrival 
in  the  foreign  country,  the  physi- 
cian following  these  procedures 
would  be  able  to  get  required  nar- 
cotic drugs  through  medical  serv- 
ices authorized  under  the  laws  of 
the  country. 

To  carry  drugs  out  of  this  coun- 
try, it  is  necessary  to  have  an  ex- 
port permit.  Such  export  permits 
are  only  issued  after  import  per- 
mits have  been  issued  by  the  coun- 
try of  destination,  and  if  the  drug 
is  one  which  is  readily  available  in 
the  country  of  destination,  no  per- 
mit to  export  from  the  United 
States  could  be  granted  since  U.  S. 
law  stipulates  that  there  must  be 
a shortage  of  the  drug  in  the  coun- 
try of  destination  before  exports 
are  allowed. 


U.  S. -Mexico  Border  Group 
To  Meet  in  Los  Angeles 

United  States-Mexico  Border 
Public  Health  Association  will  meet 
in  Los  Angeles  June  7-10. 


Two  sessions  are  to  be  devoted 
to  these  subjects,  “Some  Public 
Health  Problems  in  the  U.  S. -Mex- 
ico Border  Area”  and  “Review  of 
the  1964  Sanitary  Survey  Carried 
Out  in  the  U.  S.- Mexico  Border 
Area.”  Other  discussions  will  be 
held  on  problems  of  tuberculosis 
and  venereal  disease  control  in  twin 
city  areas  along  the  border. 

Additional  information  may  be 
obtained  by  writing  the  secretary. 
Dr.  Jorge  Jimenez-Gandica,  501  U. 
S.  Court  House,  El  Paso. 


New  Books 
In  TMA  Library 


American  Medical  Association: 
Mental  Retardation,  Chicago, 
American  Medical  Association, 
1965. 

Beckham,  H.,  ed. : Year  Book  of 
Drug  Therapy,  196U-5  series, 
Chicago,  Year  Book  Medical 
Publishers,  1965. 

Ciba  Foundation  Symposium:  Cel- 
lular Biology  of  Myxovirus  In- 
fections, Boston,  Little,  Brown 
& Co.,  1964. 

Clarke,  C.  A.:  Genetics  for  the 
Clinician,  2nd  ed.,  Philadelphia, 
F.  A.  Davis  Co.,  1964. 

Coates,  J.  B.,  ed. : Blood.  Program 
in  World  War  II,  Washington, 
D.  C.,  U.  S.  Government  Print- 
ing Office,  1964. 

Conn,  H.  F. : Current  Therapy, 
1965,  Philadelphia,  W.  B.  Saun- 
ders Company,  1965. 

Denhoff,  E.,  and  Robinault,  1.  P.: 
Cerebral  Palsy  and  Related  Dis- 
orders, New  York,  McGraw-Hill, 
Inc.,  1960. 

Freeman,  J.  A.:  Cellular  Fine 
Strticture,  New  York,  McGraw- 
Hill,  Inc.,  1964. 

Gafafer,  W.  M. : Occupational  Dis- 
ease, Washington,  D.  C.,  U.  S. 
Government  Printing  Office, 
1964. 

Guyton,  A.  C. : Circulatory  Physi- 
ology: Cardiac  Output  and  Its 
Regulation,  Philadelphia,  W.  B. 
Saunders  Company,  1963. 

Hilleboe,  H.  E.,  and  Larimore,  G. 
W. : Preventive  Medicine,  2nd 
ed.,  Philadelphia,  W.  B.  Saun- 
ders Company,  1965. 

International  Atomic  Energy  Agen- 
cy: Medical  Radioisotope  Scan- 
ning, Proceedings  Series,  2 vols., 

Vienna,  International  Atomic  En- 
ergy Agency,  1964. 

King,  A.,  and  Nicol,  C. : Venereal 
Diseases,  Great  Britain,  F.  W., 
Arrowsmith,  Ltd.,  Bristol,  1964. 

Leonard,  F. : City  Psychiatric,  New 


York,  Ballantine  Books,  1965. 

Porter,  R.,  and  Wiltshaw,  E.:  Meth- 
otrexate in  the  Treatment  of 
Cancer,  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1962. 

Ruhl,  M.  J.:  A Thesaurus  of  Rheu- 
matology, New  York,  Grune  and 
Stratton,  Inc.,  1965. 

Sheehy,  T.  W.:  Small  Intestine,  Its 
Function  and  Diseases,  New 
York,  Harper  & Row,  Publish- 
ers, 1965. 

U.  S.  President’s  Commission:  A 
National  Program  to  Conquer 
Heart  Disease,  Cancer  and 
Stroke,  Michael  DeBakey  Re- 
port, Washington,  D.  C.,  Gov- 
ernment Printing  Office,  1964. 

NEW  JOURNALS 

Biochimica  Et  Biophysica  Acta, 
Enzymology  and  Biological  Oxi- 
dations, vol.  96,  no.  1,  January, 
1965,  Elsevier  Publishing  Co., 
Amsterdam. 

Journal  of  Atherosclerosis  Re- 
search, vol.  5,  no.  1,  Jan.-Feb., 
1965,  Elsevier  Publishing  Co., 
Amsterdam. 

Nursing  Times,  vol.  61,  no.  8,  Feb- 
ruary, 1965,  Macmillan  and  Co., 
Ltd.,  London. 

Dermatologica,  vol.  130,  no.  1,  1965, 
S.  Karger,  Basel,  Switzerland. 

Modern  Treatment,  January,  1965, 
vol.  2,  no.  1,  Treatment  of 
Stroke,  edited  by  Fletcher,  H. 
McDowell,  M.D.,  and  Treatment 
of  Menstrual  Disorders,  edited 
by  Jay  J.  Gold,  M.D.,  New  York, 
Hoeber  Medical  Division  of  Har- 
per & Row,  1965. 


New  Films 
In  TMA  Library 

Functional  Anatomy  of  the  Hand — 
1962.  Sound,  color,  34  minutes. 

T HIS  FILM  shows  the  anatomy  of 
the  hand,  demonstrating  the  func- 
tional sphere  of  each  of  the  ele- 
ments in  the  hand  and  forearm. 
The  film  demonstrates  hand  anat- 
omy on  fresh  dissected  specimens 
with  an  analysis  of  function  defn- 
onstrated  by  actual  substitute  ac- 
tivity in  the  dissected  hand.  The 
action  of  all  motors  acting  in  con- 
cert to  produce  normal  digital 
function  and  balance  is  demon- 
strated on  the  fresh  dissected  fin- 
ger. Various  pathologic  states  re- 
sulting in  disruption  of  balances 
are  shown. 
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Late  Sequelae  of  Nonpenetrating 
Abdominal  Trauma  — 1963. 
Sound,  color,  27  minutes. 

Visceral  damage  resulting 

from  blunt  trauma  may  initially 
escape  detection  because  of  mini- 
mal findings,  diagnostic  oversight, 
and  overshado-wing  injuries.  Re- 
current symptoms,  weeks  to  years 
later,  present  challenging  thera- 
peutic problems.  The  clinical,  radi- 
ologic, and  surgical  aspects  of  the 
late  sequelae  of  injuries  to  the  liv- 
er, pancreas,  spleen,  and  intestine 
are  demonstrated. 


Modern  Obstetrics:  Normal  Deliv- 
ery— 1964.  Sound,  color,  27  min- 
utes. 

T HIS  FILM  presents  two  uncom- 
plicated labors  and  deliveries — one 
a spontaneous  delivery  under  gen- 
eral anesthesia,  the  second  a low 
forcep  and  episiotomy  delivery  un- 
der anesthesia.  The  examination 
of  the  patient  including  the  proper 
technique  of  performing  a vaginal 
examination  during  labor,  care  and 
observance  through  the  first  stage 
of  labor  in  the  labor  room,  the  sec- 
ond and  third  stages  of  labor  in  the 
delivery  room,  and  the  fourth  stage 
of  labor  in  the  recovery  room  are 
presented  in  detail.  Animation  is 
used  to  explain  the  forces  of  labor, 
the  action  of  the  bag  of  water,  ef- 
facement  and  dilation  of  the  cervix 
and  flexion,  descent,  internal  rota- 
tion, extension,  and  external  rota- 
tion of  the  baby’s  head. 


Book  Notes 

Books  reviewed  in  this  column  ore 
available  from  the  TMA  Library. 

Bahama  International  Conference 
on  Burns.  Colonial  Research  In- 
stitute. 209  pp.  Philadelphia, 
Dorrance  & Co.,  1964.  $12.50. 

T HIS  BOOK  is  a report  of  the 
Conference  on  Burns  sponsored  by 
the  Colonial  Research  Institute  at 
West  End,  Grand  Bahama,  March 
22-25,  1963.  Its  purpose  is  to  stim- 


ulate free  exchange  of  knowledge 
on  problems  of  the  burned  patient. 

Maltreated  Child.  Vincent  J.  Fon- 
tana. 67  pp.  Springfield,  111., 
Charles  C Thomas,  1964.  $5. 

Dr.  FONTANA,  director  of  the 
New  York  Foundling  Hospital,  tells 
the  types  of  abuse  and  neglect  in- 
flicted on  children.  The  diagnostic 
criteria  which  can  confirm  the  phy- 
sician’s suspicions  are  well  illus- 
trated. Medical,  social,  and  legal 
responsibilities  are  also  discussed. 


Scintillation  Scanning  in  Clinical 
Medicine.  James  L.  Quinn,  III, 
ed.  278  pp.  Philadelphia,  W.  B. 
Saunders  Company,  1964. 
$11.50. 

The  papers  on  radioisotope 
scanning  collected  in  this  book  af- 
ford a compact  and  ready  reference 
of  currently  available  methods. 
They  were  originally  presented  on 
Jan.  30  and  31,  1964,  at  the  Sym- 
posium on  Scintillation  Scanning 
in  Clinical  Medicine  held  at  the 
Bowman  Gray  School  of  Medicine, 
Winston-Salem,  N.  C.  The  sym- 
posium, as  was  this  book,  was  in- 
tended for  physicians  practicing 
nuclear  medicine  and  for  trainees 
in  the  field. 


Practical  Manual  for  the  Treatment 
of  Burns.  Eli  Rush  Crews.  119 
pp.  Springfield,  111.,  Charles  C 
Thomas,  1964. 

D R.  CREWS  has  admirably  accom- 
plished his  two  primary  goals  in 
preparing  this  manual,  first,  that 
surgical  residents  may  be  more 
completely  instructed  in  the  multi- 
faceted treatment  of  this  problem, 
and  second,  that  surgeons  and  gen- 
eral practitioners  as  well  as  nurses 
may  not  only  acquaint  themselves 
with  major  points  of  treatment  but 
may  also  recognize  and  confront  in- 
telligently the  many  other  prob- 
lems that  may  arise  during  the 
course  of  treatment. 


"I  never  pay  my  bill.  I know  I'm  in  a 
follow-up  series  he's  preparing." 

Mask  of  Sanity.  Hervey  Cleckley, 
4th  ed.  510  pp.  St.  Louis,  C.  V. 
Mosby  Co.,  1964.  $9.75. 

The  extensively  revised  4th 

edition  provides  one  with  a clear 
comprehensive  understanding  of 
the  patients  one  may  encounter  in 
practice  whose  paradoxical  behav- 
ior indicates  a deep-seated  mental 
disorder.  The  book  catalogues  the 
signs  and  symptoms  of  the  various 
types  of  psychopaths  and  differen- 
tiates the  psychopathic  personality 
from  the  various  types  of  mental 
disorders. 

It  also  stresses  that  a psycho- 
pathic personality  is  not  confined  to 
any  segment  of  society  and  cannot 
be  separated  into  a definite  group. 

Physiology  of  the  Circulation  in 
Human  Limbs  in  Health  and 
Diseases.  John  T.  Shepherd.  416 
pp.  Philadelphia,  W.  B.  Saun- 
ders Company,  1963.  $12. 

T HE  KNOWLEDGE  of  the  circu- 
lation in  human  limbs  with  its  ram- 
ifications to  the  cardiovascular  sys- 
tem as  a whole  has  been  so  enriched 
in  the  past  ten  years  that  Dr.  Shep- 
herd felt  it  an  appropriate  time  to 
review  and  correlate  the  available 
data.  In  doing  this  he  has  partic- 
ularly considered  the  graduate  stu- 
dent interested  in  the  cardiovascu- 
lar system,  the  investigator  desir- 
ous of  picking  an  area  for  study, 
the  experienced  investigator  look- 
ing for  source  material,  and  the 
clinician  who  desires  a basic  text- 
book on  the  behavior  of  human 
blood  vessels  and  disease. 
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Physical  Examination  of  the  Surgi- 
cal Patient.  J.  Englebert  Dun- 
phy  and  Thomas  W.  Botsford, 
3rd  ed.  396  pp.  Philadelphia, 
W.  B.  Saunders  Company,  1964. 
$8.50. 

T HE  THIRD  edition  of  Physical 
Examination  of  the  Surgical  Pa- 
tient has  been  completely  revised. 
Entirely  new  chapters  on  burns, 
cardiac  surgery,  and  emergency  re- 
suscitation have  been  added. 

The  authors  have  emphasized  not 
only  the  detailed  techniques  of  ex- 
amination but  also  the  approach  to 
the  patient  as  an  individual.  The 
volume  has  been  written  as  a sim- 
ple statement  of  how  to  examine  a 
patient  and  derive  the  most  infor- 
mation by  the  simplest  means. 
Young  physicians,  teachers,  and 
students  alike,  will  find  this  book 
very  useful. 


Massage  Principles  and  Techniques. 
Gertrude  Beard  and  Elizabeth 
C.  Wood.  163  pp.  Philadelphia, 
W.  B.  Saunders  Company,  1964. 
$6. 

T HIS  BOOK  presents  a clear  pic- 
ture of  the  techniques  and  princi- 


"Why  do  you  fellows  always  blame 
everything  on  toilet  seats?" 


pies  involved  in  massage.  It  is  well 
written  and  illustrated  and  a source 
of  useful  information  for  practic- 
ing physical  therapists,  physicians, 
nurses,  and  physical  educators. 


Medical  Climatology.  Sidney  Licht, 
ed.,  and  Herman  L.  Kamenetz, 
assistant  ed.  Vol.  8 of  Phys’cal 
Medicine  Libary.  753  pp.  New 
Haven,  Conn.,  Elizabeth  Licht, 
Publisher,  1964.  $16. 

AAaN  cannot  avoid  all  the  mor- 
bid and  mortal  effects  of  the  ele- 
ments, but  he  may,  even  as  an  in- 
dividual, protect  himself  by  the 
prudent  and  timely  choice  of  shel- 
ter, clothing,  food,  and  activity. 
This  book  lists  the  safest  place  to 
be  when  a tornado  or  lightning 
strikes;  it  tells  of  the  science  of  nu- 
trition and  clothing  in  relation  to 
climatic  stress;  and  it  discusses 
work  efficiently  in  relation  to  alti- 
tude and  weather. 

Many  years  and  much  effort 
were  spent  in  enlisting  the  aid  of 
some  of  the  best-informed  people  in 
several  countries  to  contribute  the 
fruits  of  their  work  and  thoughts. 
The  discerning  reader  will  appre- 
ciate the  excellence,  thoroughness 
and  timeliness  of  each  chapter. 


Stereoscopic  Manual  of  the  Ocular 
Fundus  in  Local  and  Systemic 
Disease.  Frederick  C.  Blodi  and 
Lee  Allen.  132  pp.  St.  Louis, 
C.  V.  Mosby  Company,  1964. 
$32.50. 

Fifteen  reels  of  film  and  a 

stereoscopic  viewer  are  supplied 
with  this  manual.  Each  of  the  reels 
consists  of  seven  pairs  of  color  ster- 
eoscopic fundus  photographs.  The 
text  contains  clinical  information 
pertaining  to  each  photograph  in 
addition  to  narrative  description 
and  explanation  of  the  fundus  le- 
sions. In  order  to  make  an  even 
more  complete  correlation  between 
ophthalmoscopic  appearance,  clini- 
cal data,  and  pathologic  change,  the 
authors  have  included  many  excel- 
lent photomicrographs  illustrating 
corresponding  histologic  findings. 

The  quality  of  the  fundus  photo- 


graphs and  photomicrographs  is 
unusually  good,  and  the  text  is  writ- 
ten in  a clear  and  easily  understood 
fashion.  The  manual  is  well  organ- 
ized and  includes  examples  of  many 
ocular  conditions  and  ocular  mani- 
festations of  systemic  diseases  in 
addition  to  a section  on  the  normal 
fundus.  The  book  also  includes  a 
detailed  discussion  of  the  technical 
aspects  of  procedures  and  photo- 
graphic methods.  Sources  and  han- 
dling of  artifacts  and  technical  er- 
rors are  dealt  with. 

This  manual  is  the  product  of  an 
unusual  source  of  experience  and 
material.  It  should  be  valuable  as 
a review  or  teaching  aid  for  any 
physician  interested  in  fundus  pa- 
thology and  would  also  be  very  in- 
formative as  a guide  for  any  one 
concerned  with  the  technical  as- 
pects of  stereoscopic  fundus  pho- 
tography. 

— Frank  H.  Gregg,  M.D., 
Austin. 


Industrial  and  Traumatic  Ophthal- 
mology, A Symposium  of  the 
New  Orleans  Academy  of  Oph- 
thalmology, St.  Louis,  C.  V.  Mos- 
by Company,  1964. 

This  publication,  a record 

of  the  symposium  held  at  the  12th 
Annual  Session  of  the  New  Orleans 
Academy  of  Ophthalmology,  Febru- 
ary, 1963,  gives  a penetrating  in- 
sight into  the  work  of  the  industrial 
ophthalmologist,  whose  greatest 
contribution  is  not  just  caring  for 
persons  with  traumatic  lesions 
brought  into  his  office  but  is  the  un- 
derstanding of  all  visual  and  trau- 
matic problems  of  industry.  Vari- 
ous chapters  in  the  text  deal  with 
such  timely  and  important  subjects 
as  the  ophthalmology  of  driving, 
head  trauma,  first  aid  and  medical 
care  of  the  chemical  injuries  of  the 
eye,  and  the  effect  of  radiant  en- 
ergy on  the  eye.  Dr.  Lorenz  Zim- 
merman presents  the  pathology  of 
ocular  trauma  in  his  usual  excellent 
manner.  The  book  closes  with  a 
round  table  discussion  on  a wide 
variety  of  important  topics  by  the 
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participants,  all  of  whom  are  wide- 
ly known  in  their  field.  The  entire 
book  is  well  written,  concise,  and 
adequately  indexed.  It  is  a welcome 
addition  for  all  those  who  deal  with 
compensation  patients. 

— F.  Gene  Braun,  M.D.,  Dallas. 


Crystal  Arrow.  Felix  Marti-Ibanez, 
New  York,  Clarkson  N.  Potter, 
Inc.,  1964. 

This  book  of  essays  is  devoted 
to  history,  literature,  art,  and  trav- 
el as  it  relates  to  medicine.  It  is  a 
collection  of  experiences  happening 
from  Seville  to  Hong  Kong.  In  fact 
all  the  vast,  wide  restless  world  re- 
ceives the  author’s  attention. 

To  the  reviewer,  the  section  called 
“Journeys  Around  Myself,”  is  a 
philosophical  insight  into  what 
makes  the  author  tick  and  reveals 
the  restless,  probing,  intellectual 
forces  that  have  taken  him  all  over 
the  globe.  The  group  of  essays  on 
the  “Joy  of  Living”  is  a pleasure  to 
read  and  one  that  has  many  fine 
thoughts  woven  into  it. 

The  collection  of  essays  on  the 
meaning  of  medicine  include  “To 
Be  a Doctor,”  “The  Young  Prin- 
ces,” “The  Legacy  of  St.  Luke,” 
“The  Physician  and  the  Rose,”  “The 
Endeavor  of  William  Harvey,” 
“Doctor  Must  Tell,”  “Lady  with  the 
Lamp,”  and  “Asklepious  Politikos.” 
It  is  a section  that  should  be  read 
by  every  physician  as  he  starts  out 
in  his  career.  So  much  of  the  medi- 
cal legacy  that  all  of  us  enjoy  is 
discussed  in  these  60  pages  that  it 
becomes  invaluable  for  the  future 
practitioner  of  medicine.  The  areas 
of  healing,  gaining  of  knowledge 
through  research  and  other  practi- 
cal methods,  the  area  of  prevention 
and  finally  that  of  organization  are 
emphasized  as  the  major  spheres 
of  future  activity  of  medicine.  Em- 
phasis is  made  on  the  contributions 
of  the  young  while  they  are  still 
students.  The  historical  signifi- 
cance of  this  is  borne  out  by  Vesal- 
ius,  Stenson,  Laennec,  Remak, 
Freud,  Best,  and  many  others. 


The  reviewer  is  impressed  by  any 
review  of  William  Harvey,  a prod- 
uct of  the  Baroque  movement  which 
was  characterized  by  the  curved 
line,  the  circle,  and  the  dynamics 
of  motion.  As  a product  of  this  age, 
it  led  Harvey  to  study  two  move- 
ments in  man  that  last  from  birth 
to  death,  respiration  and  heart 
beat.  It  is  interesting  that  Harvey 
related  his  discovery  of  the  circu- 
lation in  1616  to  an  audience  that 
did  not  believe  him  and  failed  to 
understand  his  significant  discov- 
ery. It  is  admirable  that  he  col- 
lected irrefutable  scientific  data, 
finally  publishing  it  12  years  later 
in  1628.  The  influence  of  Vesalius 
and  Fabricus  early  in  Harvey’s  ca- 
reer is  probably  important. 

To  the  reviewer,  it  was  a reward- 
ing experience  to  read  the  articles 
in  Chapter  XI,  “The  Fabric  of  a 
Dream,”  in  which  are  included  the 
genesis  and  growth  of  a new  con- 
cept in  medical  journalism  as  one 
sees  it  in  M.  D.  Magazine. 

— Joe  C.  Rude,  M.D.,  Austin. 


Polypoid  Lesions  of  the  Gastroin- 
testinal Tract.  Claude  E.  Welch, 
vol.  11  in  the  series  Major  Prob- 
lems in  Clinical  Surgery,  148  pp. 
Philadelphia,  W.  B.  Saunders 
Company,  1964.  $7.50. 

The  aim  of  the  series.  Major 
Problems  in  Clinical  Surgery,  is  to 
keep  readers  abreast  of  advances 
and  changing  concepts  in  surgery. 
Since  1958,  when  Spratt,  Acker- 
man, and  Moyer  questioned  the  re- 
lationship of  polyps  of  the  colon  to 
colonic  cancer,  there  has  been  con- 
siderable controversy  and  confu- 
sion about  just  what  should  be  the 
appropriate  management  of  this 
common  lesion. 

In  this  volume.  Dr.  Welch  pre- 
sents a modern  point  of  view,  sup- 
ported by  his  extensive  personal  ex- 
perience over  the  last  ten  years  at 
the  Massachusetts  General  Hos- 
pital. 

The  reader  will  find  here  a re- 


freshing educational  experience  as 
well  as  an  excellent  source  for  the 
solution  of  clinical  problems  occa- 
sioned by  “a  polypoid  filling  de- 
fect” in  the  gastrointestinal  tract. 


Outline  of  Pharmacology  and  Ther- 
apeutics. Sister  M.  Mariel.  297 
pp.  Springfield,  111.  Charles  C 
Thomas,  1963.  $12.50. 

The  PRIMARY  objective  of  the 
Outline  of  Pharmacology  and  Ther- 
apeutics is  to  complement  the  phar- 
macology textbook.  The  principal 
function  of  the  outline  is  to  teach 
the  medical  and  nursing  student  a 
comprehensive  study  of  drug  ther- 
apy. It  further  provides  a concise 
and  accurate  reference  of  the  latest 
drug  therapy  for  the  physician  in 
practice  and  for  the  graduate  nurse. 


Handbook  of  Legal  Medicine.  Alan 
R.  Moritz,  and  C.  Joseph  Stet- 
ler,  2nd  ed.  329  pp.  St.  Louis, 
C.  V.  Mosby  Co.,  1964.  $5.75. 

The  newly  revised  handbook 
of  legal  medicine,  provides  the  stu- 
dent with  information  that  is  in- 
valuable to  him  during  his  intern- 
ship and  when  he  enters  the  prac- 
tice of  medicine. 

As  a working  desk  guide,  this 
handbook  is  designed  and  written 
for  daily  use.  It  is  clearly  intended 
for  ready  reference,  rather  than 
detailed  research. 


Personals 

Robert  D.  Yates,  Ph.D.,  assistant 
professor  of  anatomy  at  the  Uni- 
versity of  Texas  Medical  Branch, 
has  been  awarded  a five-year  Re- 
search Career  Development  Award 
from  the  General  Medical  Sciences 
division  of  the  National  Institutes 
of  Health.  Under  the  grant.  Dr. 
Yates,  a specialist  in  cytology  and 
electronmicroscopy,  will  continue 
his  research  into  the  ultrastructure 
of  cell  organelles  during  stress. 

David  M.  Kerr,  a third  year  stu- 
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dent  at  the  University  of  Texas 
Medical  Branch  in  Galveston,  has 
been  awarded  $250  and  a plaque 
for  his  medical  illustration  entitled 
“Hemidissection  of  Skull  with  Ex- 
posure of  Trigeminal  and  Facial 
Nerves.”  This  first  prize  in  the 
national  annual  Student  American 
Medical  Association-Eaton  Medical 
Art  award  competition  is  going  for 
the  third  year  in  a row  to  a UT 
Medical  Branch  junior. 

Z?r.  Emil  Frei,  III,  clinical  can- 
cer researcher,  has  joined  the  staff 
of  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  In- 
stitute, Houston,  as  associate  di- 
rector for  clinical  research  and 
head  of  the  newly  established  De- 
partment of  Developmental  Thera- 
peutics. Dr.  Frei  comes  to  M.  D. 
Anderson  Hospital  from  the  Na- 
tional Cancer  Institute  of  the  Na- 
tional Institutes  of  Health,  U.  S. 
Public  Health  Service,  where  he 
was  Head  of  Medical  Service,  Medi- 
cine Branch,  and  Chief  of  the 
Medicine  Branch.  During  the  past 
three  years,  he  has  also  served  as 
Associate  Scientific  Director  for 
Experimental  Therapeutics  at  the 
National  Cancer  Institute. 

Dr.  Robert  L.  Moore  of  Dallas 
has  been  awarded  the  Dallas 
Southern  Clinical  Society’s  1965 
Marchman  Award  for  “outstand- 
ing community  effort  on  behalf  of 
children.” 

Dr.  Mary  Alice  Bone  Adamson, 
Jacksonville,  has  been  chosen  as 
“Woman  of  the  Year”  by  the  Jack- 
sonville Business  and  Professional 
Women’s  Club. 

Dr.  James  W.  Thornas,  a Smith- 
ville  physician,  was  injured  in  a 
car  wreck  near  Luling  on  March 
25. 

Dr.  R.  C.  Miller  of  Lake  Jackson 
has  been  named  Brazoria  County 
Doctor  of  the  Year  by  the  local 
Woman’s  Auxiliary. 

New  officers  of  the  Eleventh 
District  Society  are  Dr.  C.  V. 
Chenoweth,  Tyler,  president;  Dr. 
Norris  Wolf,  Athens,  vice  presi- 
dent; Dr.  Lucy  Mathis,  Palestine, 
secretary -treasurer;  Drs.  Robert 
Rossman,  Tyler,  Jack  Thompson, 
Palestine,  and  H.  F.  Rives,  Jack- 
sonville, directors;  and  Dr.  Harvey 
Bell,  Palestine,  councilor. 

New  officers  of  the  Dallas  South- 
ern Clinical  Society  are  Dr.  J.  Mor- 
ris Horn,  president;  Dr.  Arvel  E. 
Haley,  vice  president;  Dr.  Marion 
J.  Greve,  secretary;  and  Dr.  L.  S. 
Thompson,  Jr.,  treasurer.  Dr.  Oscar 
Marchman,  Jr.,  is  director  of  clin- 
ics. 

Dr.  E.  E.  Anthony  of  Fort  Worth 


is  president  of  the  Association  of 
American  Physicians  and  Sur- 
geons, Inc. 

Dr.  Curtice  Rosser  of  Dallas  will 
moderate  the  symposium  “Compli- 
cations of  Anorectal  Surgery: 
Cause  and  Treatment”  at  the  an- 
nual meeting  of  the  American 

MEDICOLEGAL  NOTES 


T HE  FOLLOWING  case  has  been 
reported  in  376  S.  W.  2d  945.  The 
facts  as  will  be  detailed  in  the 
Court’s  opinion  reflect  appellate 
authority  in  Texas  for  the  proposi- 
tion that  any  interference  with  a 
right  of  possession  of  the  body  of 
a deceased  by  mutilation  or  other- 
wise disturbing  the  body  without 
the  consent  of  the  next  of  kin  is  an 
actionable  wrong  for  which  a claim 
for  damages  may  be  maintained. 

The  plaintiff,  a widow,  sued  a 
Texas  physician  on  the  general  the- 
ory of  trespass  and  alleged  that  the 
physician  had  performed  a wrong- 
ful and  unauthorized  autopsy  on  the 
body  of  her  deceased  husband.  Her 
element  of  damage  included  the  fact 
that  such  an  act  on  the  part  of  the 
physician  had  “caused  plaintiff  to 
suffer  great  mental  anguish,  dis- 
tress and  damages.”  There  was  evi- 
dence presented  by  the  plaintiff  as 
well  as  other  witnesses  that  permis- 
sion for  an  autopsy  had  not  been 
granted  by  the  widow,  but  instead 
only  permission  to  examine  the  site 
of  a previous  operation  and  to  “look 
and  see  what  had  happened  at  the 
site  of  the  previous  operations.” 
There  was  further  testimony  that 
the  procedure  that  was  performed 
consisted  of  the  body  being  opened 
from  the  shoulder  to  the  mid-line 
and  then  down  to  the  pubis;  “that 
skin  flaps  were  retracted  and  the 
abdomen  opened;  that  the  main  at- 
tention was  to  the  chest  cavity  . . .” ; 
that  the  “involved  specimens”  were 
removed  from  the  body  and  that 
such  removed  parts  consisted  of  the 


Proctologic  Society  in  Minneapolis 
June  14-16. 

Dr.  Jack  Eidson,  Weatherford, 
is  the  new  president  of  the  13th 
District  Society.  Vice  president  is 
Dr.  Gordon  Gafford  of  Mineral 
Wells,  and  secretary  is  Dr.  W.  H. 
Neil  of  Fort  Worth. 


heart,  the  aorta  and  all  surround- 
ing structures,  including  a portion 
of  the  lungs,  the  trachea  and  the 
esophagus.  These  specimens  were 
later  sent  to  Houston  where  they 
remained  for  almost  two  years  be- 
fore a final  report  was  made. 

The  Court  stated,  “The  evidence 
amply  supports  the  conclusion  that 
the  autopsy  performed  by  appellant 
exceeded  and  went  beyond  the  au- 
thority and  permission  granted  by 
appellee.  . . .” 

The  Eastland  Court  of  Civil  Ap- 
peals summed  up  its  opinion  by  say- 
ing: “The  right  to  bury  a corpse 
and  preserve  its  remains  is  a legal 
right  which  is  well  recognized,  and 
it  is  held  that  the  courts  will  pro- 
tect such  right  and  the  right  to  dis- 
pose of  a corpse  by  a decent  burial 
which  includes  the  right  to  posses- 
sion of  the  body  in  the  same  condi- 
tion in  which  death  leaves  it.”  (Au- 
thorities cited.) 

The  case  illustrates  that  Texas  is 
following  a general  trend  in  the 
area  of  consents.  Long  gone  are  the 
days  in  which  it  is  legally  advisable 
to  have  only  the  most  general  type 
of  statement  with  respect  to  opera- 
tive procedures  as  well  as  autopsies. 
In  this  area  of  the  law,  we  have  en- 
tered a period  in  our  judicial  de- 
velopment which  indicates  that  the 
Courts  will  not  permit  procedures 
to  be  performed,  the  same  needing 
a consent,  when  a consent  is  either 
general,  vague,  ambiguous,  or  non- 
descriptive. 

— Philip  R.  Overton,  LL.B., 
Austin. 


Legal  Counsel  Advises  that  Details 
Be  Written  in  Consent  to  Autopsy 
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ADVANCES  IN  DRUG  RESEARCH 


Nonaddicting  Analgesics  and  Antidepressants 


New  Analgesics 

In  a previous  review  in  The 

Journal,^  we  summarized  the  work 
of  various  researchers  that  has  led 
to  the  development  of  nonaddicting 
analgesics.  A recent  report^  re- 
veals that  the  clinical  testing  of 
nonaddictive  analgesics  continues, 
and  that  two  of  these  potent  anal- 
gesics have  been  submitted  for  F. 
D.  A.  approval. 

Pentazocine,  which  is  reported  to 
be  as  effective  as  morphine,  has 
been  developed  by  Sterling’s  Win- 
throp  Laboratories,  and  it  has  been 
tested  on  more  than  7,000  patients 
by  about  150  clinical  investigators.^ 
The  research  premise  and  rationale 
that  led  to  pentazocine  has  been  re- 
viewed in  the  aforementioned  arti- 
cle in  The  JournalA  Sterling  re- 
ports that  at  dosage  levels  which 
give  the  same  analgesic  activity  as 
morphine,  pentazocine  is  tolerated 
as  well  as  morphine;  unlike  mor- 
phine, and  other  potent  analgesics, 
however,  pentazocine  does  not  seem 
to  be  addictive  after  prolonged  use. 
The  New  Drug  Application  data 
show  that  this  new  drug  provided 
effective  pain  relief  in  over  90  per- 
cent of  the  patients.  Particular  at- 
tention has  been  paid  to  pentazo- 
cine’s effectiveness  in  treating 
postoperative  pain  and  pain  during 
childbirth.  In  addition  to  pentazo- 
cine’s nonaddiction  characteristics, 
the  N.  D.  A.  data  indicate  that  it 
produced  relatively  few  side  ef- 
fects; for  example,  it  was  free  of 
hallucinatory  reactions  usually  as- 
sociated with  narcotic  antagonists. 
Pentazocine  showed  few  of  mor- 
phine’s undesirable  side  reactions; 
for  example,  respiratory  depres- 
sion, nausea,  and  drowsiness. 

Upon  approval  by  the  F.  D.  A., 
pentazocine  will  be  pharmaceutical- 
ly available  under  the  brand  name 
Talwin  (Winthrop  Laboratories, 
Division  of  Sterling  Drug,  Inc.)., 
The  New  Drug  Application  covers 
only  the  injectable  dosage  form. 
Pentazocine  has  also  been  devel- 
oped in  tablet  form  for  oral  admin- 
istration, and  clinical  studies  cov- 
ering this  dosage  form  are  in  prog- 
ress.3 


Methotrimeprazine  is  a synthetic 
variation  of  chlorpromazine,  the 
well-known  tranquilizer.  Lederle 
Laboratories,  division  of  American 
Cyanamid,  has  filed  a new  drug  ap- 
plication for  this  compound  with 
the  F.  D.  A.  No  signs  of  addiction 
to  this  compound,  which  is  approx- 
imately as  potent  as  codeine,  have 
been  reported.  Upon  approval  by 
the  F.  D.  A.,  Lederle  would  market 
methotrimeprazine  under  the  trade 
name  Levoprome.- 

Wyeth  Laboratories  is  studying 
a meperidine  congener,  Wy-535. 
According  to  Wyeth,  this  compound 
has  the  analgesic  properties  of  mor- 
phine without  any  of  morphine’s 
addictive  qualities. 2 

The  research  of  Dr.  Marshall 
Gates  of  the  University  of  Roches- 
ter also  was  mentioned  in  our  pre- 
vious review  of  this  field. i Gates 
and  Montzka  have  synthesized  a 
number  of  cyclopropylmethylmor- 
phinan  and  morphine  derivatives; 
cyclorphan,  3-hydroxy-N-cyclopro- 
pylmethylmorphinan,  is  under  clin- 
ical evaluation.2 


New  Antidepressants 

Desipramine  (Pertofrane,  Geigy 
Pharmaceuticals)  is  the  desmethyl 
metabolic  product  of  imipramine. 
It  has  been  shown  to  possess  cer- 
tain differences  in  therapeutic  ac- 
tion when  compared  with  the  par- 
ent compound,  imipramine,  the  most 
notable  of  these  being  a significant- 
ly faster  onset  of  action. 

Desipramine  ( desmethylimipra- 
mine)  is  now  pharmaceutically 
available  and  indicated  for  the 
treatment  of  psychotic  depressive 
reaction  (including  endogenous  de- 
pression) ; manic-depressive  reac- 
tion (depressed  type),  involutional 
psychotic  reactions  (melancholia) 
and  senile  depressions. 

In  1961,  Drs.  B.  B.  Brodie,  M.  H. 
Bickel,  and  F.  Sulser  of  the  Lab- 
oratory of  Chemical  Pharmacology, 
National  Institutes  of  Health^  re- 
ported that  “the  antidepressant  ef- 
fect of  imipramine  is  mediated 
through  the  accumulation  of  a 
metabolic  product,  desmethylimi- 


pramine,  the  secondary  amine  ana- 
logue.” 

Various  workers  isolated  a meta- 
bolic product  of  imipramine  which 
they  found  identical  with  desmethy- 
limipramine.  Brodie  and  others 
concluded  on  the  basis  of  pharma- 
cologic and  clinical  evidence  that 
the  antidepressant  activity  of  imi- 
pramine was  due  to  its  metabolic 
product  (desmethylimipramine) 
and  that  the  delayed  onset  of  ac- 
tion, characteristic  of  imipramine, 
was  a consequence  of  the  slow  bio- 
transformation to  the  demethylated 
species. 5 

Ban  and  Lehmann^  summarize 
their  systematic  clinical  studies  by 
noting  that  desipramine  is  faster 
acting  in  lower  doses  than  imipra- 
mine, is  slightly  superior  to  the 
parent  compound  in  its  therapeutic 
effectiveness,  and  also  produces 
fewer  side  effects. 

Krakowski^  has  concluded  that 
desipramine  produced  a satisfac- 
tory clinical  response  in  99  (76.4 
percent)  patients  out  of  129,  and 
that  because  of  its  rapid  onset  of 
action  and  mild  side-effects,  desi- 
pramine may  prove  useful  in  reduc- 
ing the  need  for  prolonged  hospital- 
ization in  severe  depressive  condi- 
tions. Mann  and  Heseltine®  report 
on  further  clinical  experience  with 
desipramine.  Its  antidepressant  ef- 
fect was  noted  to  be  equal  or  su- 
perior to  imipramine;  the  most  fa- 
vorable responses  were  seen  in  en- 
dogenous depressions;  the  spectrum 
of  indications  for  desipramine  is 
comparable  to  that  of  imipramine. 
Markette  and  Harris^  reported  that 
48  percent  of  patients  with  endo- 
genous depressions  benefited  from 
desipramine  therapy  alone,  and  that 
there  are  indications  that  its  effi- 
cacy will  appear  within  a few  days, 
if  it  is  effective  at  all  in  any  given 
case. 

Nortriptyline  (Aventil,  Eli  Lilly 
and  Co.)  bears  the  same  relation- 
ship to  amitriptyline  (Elavil, 
Merck,  Sharpe  and  Dohme)  that 
desipramine  bears  to  imipramine. 
This  agent  is  indicated  in  the  treat- 
ment of  mental  depression,  anxiety 
tension  states,  and  psychosomatic 
disorders  and  for  use  as  an  adjunct 
to  psychotherapy  and  to  electro- 
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convulsive  therapy.  Pharmacologic 
studies  suggest  that  nortriptyline 
has  a combination  of  stimulant  and 
depressant  properties.  In  human 
pharmacology  the  unusual  but  sta- 
tistically valid  conclusion  is  drawn 
that  it  acts  as  a sedative  in  con- 
trolling agitation  in  the  agitated 
depressed  patient  and  as  a stimu- 
lant in  its  activation  of  the  retard- 
ed depressed  individual.  The  con- 
trol of  agitation  and  retardation  to 
this  degree  by  the  same  dose  of  one 
medication  is  considered  unique.i^o 

Bennettii  evaluated  nortriptyline 
in  75  patients  representing  both 
outpatients  and  hospitalized  groups 
and  including  psychotic,  psychoneu- 
rotic, geriatric,  neurologic  and  psy- 
chosomatic cases.  In  this  study  the 
drug  has  been  shown  to  be  safe  and 
effective  as  an  antidepressant. 

Rathbun  and  Slateri^  have  re- 
ported the  anticholinergic  proper- 
ties of  amitriptyline  and  nortripty- 
line which  were  compared  on  guinea 
pig  ileum  and  salivation  of  dogs. 
Both  are  active  anticholinergics, 
but  somewhat  atypical.  Amitripty- 
line effected  suppression  of  saliva- 
tion at  lower  doses  than  nortripty- 
line. On  guinea  pig  ileum,  amitrip- 
tyline was  about  twice  as  active 
as  nortriptyline.  Both  compounds 
decrease  the  tremor  and  salivation 
induced  in  mice  by  Tremorine. 
They  differ  from  atropine  in  pos- 
sessing a greater  effect  on  tremor 
than  on  salivation.  These  research- 
ers suggest  that  although  these 
compounds  are  effective  in  antag- 
onizing the  central  effects  of  chol- 
inergic agents,  they  differ  in  this 
regard  from  atropine  and  other 
tertiary  amines  that  have  been  re- 
ported to  cause  hallucinations  in 
patients. 

Chesrow  and  associates'^  have 
studied  nortriptyline  in  the  treat- 
ment of  anxiety  and  depression  in 
chronically  ill  geriatric  patients. 
These  workers  have  concluded  that 
nortriptyline  is  very  effective  as  a 
therapeutic  agent  in  the  treatment 
of  patients  who  suffer  from  anxi- 
ety, apathy,  depression,  irritability, 
hostility  and  other  behavioral  prob- 
lems. 

Oltman  and  Friedmani^  have  re- 
ported on  results  of  treatment  with 
nortriptyline  in  affective  disorders ; 
this  work  illustrates  the  compara- 
tive efficacy  of  nortriptyline,  ami- 
triptyline, imipramine  and  des- 
methylimipramine.  Nortriptyline 
appeared  to  be  more  consistently 
effective  than  the  others  (except 
in  involutional  melancholia)  .15  For 
other  interesting  deductions  from 
this  comparative  study,  reference 


should  be  made  to  Oltman  and 
Friedman’s  report. 

— Jaime  N.  Delgado,  Ph.D. 
Frank  P.  Cosgrove,  Ph.D. 
Eugene  I.  Isaacson,  Ph.D. 
University  of  Texas 
College  of  Pharmacy. 
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Rocky  Mountain  Cancer 
Conference  Set  for  July 


Denver  is  the  site  of  the  19th 
annual  Rocky  Mountain  Cancer 
Conference,  July  16-17,  at  the 
Brown  Palace  Hotel. 

Morning  symposiums  for  the 
two-day  session  will  deal  with 
“Practical  Chemotherapy  in  Can- 
cer” and  “Malignant  Lesions  in 


the  Colon.”  The  afternoon  sessions 
will  be  devoted  to  scientific  papers 
by  guest  speakers  on  the  first 
afternoon  and  an  “Information 
Please”  session  scheduled  for  the 
second  afternoon. 

Dr.  James  Z.  Appel,  president- 
elect of  the  American  Medical  As- 
sociation, and  Dr.  Murray  M. 
Copeland,  Houston,  president  of 
the  American  Cancer  Society,  will 
participate  in  the  Conference  co- 
sponsored by  the  Colorado  Di- 
vision of  the  American  Cancer  So- 
ciety and  the  Colorado  Medical 
Society. 

Speakers  on  the  two-day  scien- 
tific program  will  include  Drs. 
Lauren  V.  Ackerman,  professor  of 
surgical  pathology  and  pathology 
of  the  Washington  University 
School  of  Medicine,  St.  Louis; 
Joseph  H.  Burchenal,  professor  of 
medicine,  Cornell  University  Medi- 
cal College  and  vice  president  of 
Sloan-Kettering  Institute,  New 
York;  Walter  W.  Carroll,  a sur- 
geon from  Chicago;  and  Walter  T. 
Murphy,  chief  Department  of  Ra- 
diation Therapy,  Buffalo  (N.  Y.) 
General  Hospital. 


UT  Medical  Branch 
To  Research  Head  Injury 


In  1964  Texas  automobile  traffic 
killed  one  person  every  two  hours 
and  55  minutes.  In  approximately 
75  percent  of  these  cases  cerebral 
trauma  was  either  a primary  or  a 
contributing  factor.  With  this  in 
mind,  a clinical  and  laboratory  re- 
search study  directed  toward  the 
treatment  of  head  injuries  is  under 
way  at  the  University  of  Texas 
Medical  Branch.  This  study  is 
supported  by  a research  grant 
from  the  Maiy  Katherine  Peter- 
son Foundation  of  Houston. 

Dr.  James  Robert  Rivet,  a resi- 
dent in  the  neurosurgery  division 
at  the  Medical  Branch,  has  been 
appointed  research  fellow  in  charge 
of  the  project  under  the  super- 
vision of  Dr.  John  E.  Coe  and  Dr. 
S.  R.  Snodgrass. 

Patients  with  head  injuries  are 
followed  closely  by  a special  team 
reading  both  clinical  and  labora- 
tory data.  Information  gained  from 
these  studies  is  being  placed  in  the 
University  computer.  Computer 
knowledge  will  then  be  utilized  to 
analyze  treatment  results  and  to 
signal  the  beginning  of  unfavor- 
able trends  in  the  patient’s  condi- 
tion while  these  are  still  theoret- 
ically reversible. 
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Emergency  Care  Course 
At  A&M  Proves  Successful 


Texas  Medical  Association  was 
among  the  sponsors  of  the  first 
statewide  Emergency  First  Aid 
Care  and  Transportation  of  the 
Sick  and  Injured  Course  conducted 
at  Texas  A&M  University  March 
14-19. 

The  course  was  an  apparent  suc- 
cess and  additional  courses  have 
been  requested. 

Chairman  of  the  course  designed 
for  funeral  home  personnel,  am- 
bulance service  companies,  fire  de- 
partment emergency  crews,  police 
and  sheriff’s  emergency  crews,  and 
individuals  actively  engaged  in 
emergency  care  was  Dr.  Roger 
Knapp,  city  physician  at  Corpus 
Christi. 

Instructors  came  from  the  medi- 

Recent 

DR.  W.  S.  WYSONG,  SR. 

The  founder  and  director  of  the 
Wysong  Hospital  and  Clinic  in  Mc- 
Kinney, Dr.  Walter  Scott  Wysong, 
Sr.,  died  in  McKinney  Feb.  13.  He 
had  practiced  in  McKinney  and 
Collin  County  for  more  than  60 
years. 

He  began  his  medical  career  in 
1899  when  he  enrolled  in  the  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  Four  years  later,  he 
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cal  profession,  medical  colleges  and 
hospitals.  Red  Cross,  recommended 
individuals  approved  by  sponsor- 
ing agencies,  and  the  Texas  A&M 
staff. 

Other  sponsors  beside  TMA  were 
American  College  of  Surgeons,  Uni- 
versity of  Texas  Medical  Branch, 
Southwestern  Medical  School,  Bay- 
lor University  College  of  Medicine, 
Texas  State  Department  of  Health, 
Texas  Hospital  Association,  State 
Board  of  Funeral  Directors, 

Texas  Funeral  Directors’  Asso- 
ciation, State  Board  of  Morticians, 
Texas  Public  Health  Service,  Tex- 
as Department  of  Public  Safety, 
Texas  Police  Officers  Association, 
Texas  Safety  Association,  Texas 
Education  Agency,  State  Firemen’s 
and  Fire  Marshals  Association, 
Brooke  Army  Medical  Center  in 
San  Antonio,  and  the  American 
Red  Cross. 


graduated  with  honors  and  interned 
at  the  John  Sealy  Hospital  in  Gal- 
veston. His  first  practice  was  in 
Anna,  Tex.,  starting  in  1905.  In 
1913,  he  moved  to  McKinney. 

Before  going  to  medical  school, 
he  had  taught  school  for  a year. 
He  received  a teacher’s  certificate 
in  1897  after  graduating  from  Sum- 
mer Normal  College  in  McKinney. 

Dr.  Wysong  was  a native  of  Col- 
lin County,  the  son  of  a pioneer 
family. 

He  was  a Mason,  a Shriner,  and 
a Baptist.  He  was  a member  of  the 
McKinney  Chamber  of  Commerce 
and  the  Collin  County  Medical  So- 
ciety, Texas  Medical  Association, 
and  the  American  Medical  Associa- 
tion. He  was  a former  president 
of  his  county  medical  society. 

He  had  been  a fellow  of  the 
American  College  of  Surgeons  since 
1924. 

The  University  of  Texas  awarded 
him  a Golden  T.  Certificate  in  1953. 

He  is  survived  by  three  sons.  Dr. 
Henry  Dudley  Wysong,  Dr.  Charlie 
Earl  Wysong,  and  Dr.  Walter  S. 
Wysong,  II;  eight  grandchildren; 
and  four  great  grandchildren. 


DR.  T.  H.  COMPERE 

Dr.  Thomas  H.  Compere  of  Hous- 
ton, an  anesthesiologist,  died  Jan. 
30  at  his  home. 

The  honorary  member  of  Texas 


Medical  Association  was  a native 
of  Hubbard  City,  born  Aug.  5, 1888. 
He  attended  public  schools  in  Abi- 
lene, graduated  from  Baylor  Uni- 
versity at  Waco  with  a B.S.  degree, 
and  received  his  M.D.  degree  from 
Vanderbilt  University  Medical  De- 
partment, Nashville,  Tenn.  He  was 
a member  of  Phi  Chi  medical  fra- 
ternity. 

He  interned  at  Baylor  Hospital, 
Dallas,  and  at  Memphis  General 
Hospital. 

From  1918-1920,  he  was  a pathol- 
ogist at  Memorial  Baptist  Hospital, 
Houston. 

Dr.  Compere  was  the  first  doctor 
in  Houston  to  specialize  in  anes- 
thesiology. He  was  certified  by  the 
American  Board  of  Anesthesiology 
in  1941. 

He  was  an  honorary  member  of 
Harris  County  Medical  Society, 
TMA,  and  a charter  member  and 
past  president  of  Houston  Surgical 
Society  and  Texas  Society  of  Anes- 
thesiologists. He  belonged  to  the 
American  Medical  Association  and 
the  Texas  Gulf  Coast  Anesthesia 
Society.  He  was  a fellow  of  the 
American  Society  of  Anesthesiolo- 
gists, International  Anesthesia  Re- 
search Society,  and  was  associate 
professor  of  anesthesiology  at  Bay- 
lor University  College  of  Medicine. 

He  was  an  active  member  of  the 
Second  Baptist  Church. 

He  married  the  former  Miriam 
Dotson  of  Waco,  July  5,  1917.  She 
and  their  three  children,  Thomas  H. 
Compere,  Jr.,  D.D.S.,  of  Houston, 
Jack  M.  Compere  of  Los  Angeles, 
and  Mrs.  Bill  Cody  of  Dallas,  sur- 
vive. Also  living  is  a sister,  Mrs. 
John  T.  Richardson  of  Abilene,  and 
eight  grandchildren. 


DR.  K.  W.  LARUE 

Dr.  Kenneth  W.  LaRue,  41,  died 
of  a heart  attack  Jan.  22. 

A native  of  Chicago,  Dr.  LaRue 
received  his  M.D.  degree  in  1950 
from  the  University  of  Illinois 
School  of  Medicine.  He  serv'ed  his 
internship  and  residency  at  Baylor 
Hospital  in  Dallas,  and  after  spend- 
ing two  years  in  the  U.  S.  Army, 
returned  to  Dallas  in  1957  to  enter 
private  practice. 

An  obstetrician  and  gynecologist, 
he  was  a member  of  the  Dallas- 
Fort  Worth  Obstetrics-Gynecology 
Society,  Texas  Association  of  Ob- 
stetricians and  Gynecologists, 
Southern  Medical  Association,  Dal- 
las County  Medical  Society,  Texas 
Medical  Association,  and  American 
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Medical  Association. 

He  belonged  to  the  White  Rock 
Kiwanis  Club. 

He  is  survived  by  his  wife,  Bar- 
bara B.  LaRue;  two  children,  Mi- 
chael K.  LaRue  and  Patricia  A. 
LaRue,  Dallas;  his  mother,  Mrs. 
Hazel  G.  LaRue  of  Garland;  a sis- 
ter, Mrs.  Ruth  Abies,  also  of  Gar- 
land; and  three  brothers,  Arthur 
J.  LaRue,  Russell  R.  LaRue,  and 
Charles  E.  LaRue,  all  of  Chicago. 

DR.  A.  A.  KOCH 

Dr.  Alvis  August  Koch,  former 
Alamo  Heights  health  officer,  died 
in  a San  Antonio  hospital  Jan.  18. 
He  was  63. 

Dr.  Koch  was  born  in  Medina 
County  on  July  19,  1901.  His  par- 
ents were  M.  S.  and  Ida  Vollmer 
Koch.  He  attended  San  Antonio 
schools,  the  University  of  Texas, 
and  Baylor  University  College  of 
Medicine  where  he  received  his  de- 
gree in  1927.  He  interned  at  Rob- 
ert B.  Green  Memorial  Hospital  in 
San  Antonio. 

He  came  to  San  Antonio  to  prac- 
tice in  1946.  Before  that  he  had 
practiced  in  Alice,  Beeville,  and 
Bishop.  During  the  second  World 
War  he  was  an  Army  Air  Force 
major. 

Dr.  Koch  was  a member  of  the 
Bexar  County  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association.  He 
had  served  on  the  staffs  of  Santa 
Rosa,  Nix,  and  Baptist  Memorial 
hospitals. 

He  was  also  a member  of  the 
San  Antonio  Heart  Association, 
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National  Medical  Veterans  Socie- 
ty, Catholic  Physicians  Guild,  and 
the  Alamo  Heights  Chamber  of 
Commerce. 

He  was  a member  of  the  Catholic 
church. 

Dr.  Koch  and  Sophie  Irene  Ku- 
bitza  of  Waco  were  married  June 
20,  1927,  in  Dallas. 

She  survives  as  do  one  son,  Rob- 
ert S.  Koch;  one  daughter,  Mrs. 
Mary  Ann  Davis  ; two  sisters,  Mrs. 
J.  H.  Moore  and  Miss  Clara  Koch, 
all  of  San  Antonio;  one  brother, 
Jesse  J.  Koch  of  D’Hanis;  and 
three  grandchildren. 


DR.  I.  T.  YOUNG 

Dr.  Isaac  Townsend  Young,  79, 
a Port  Arthur  physician  for  almost 
50  years,  died  Jan.  10  in  a hospital 
in  Galveston  where  he  had  been 
since  closing  his  office  last  Sep- 
tember. 

He  was  bom  in  Slaughter,  La., 
and  came  to  Port  Arthur  in  1905 
where  he  went  to  work  on  a dredge- 
boat  which  was  digging  the  ship 
channel  there.  He  earned  enough 
money  to  go  to  New  Orleans  and 
enter  Tulane  Medical  School.  Sum- 
mers he  returned  to  Port  Arthur 
to  work  in  an  oil  refinery.  In  1912 
he  received  his  medical  degree  and 
began  practice  in  Erath,  La.  Fifty 
years  later,  he  was  honored  by  Tu- 
lane with  32  other  members  of  his 
original  class  of  110  who  were 
still  practicing  at  that  time. 

He  was  a past  president  of  the 
Jefferson  County  Medical  Society, 
past  president  of  the  Saint  Mary’s 
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Hospital  staff,  and  a member  of 
numerous  Port  Arthur  civic  and 
seiwice  organizations.  He  was  a 
charter  member  of  the  Proctor 
Street  Baptist  church,  and  he  was 
a Mason. 

He  was  elected  to  inactive  mem- 
bership in  Texas  Medical  Associa- 
tion in  1959. 

Survivors  include  his  wife,  Mrs. 
Mary  Ellen  Young;  a son.  Dr.  Roy 
Young  of  Scottsdale,  Ariz. ; two 
daughters,  Mrs.  David  Gorman  of 
Denver  and  Sue  Ellen  Young  of 
Houston;  a twin  sister,  Mrs.  May 
Nesom  of  Clinton,  La.,  and  four 
other  sisters,  Mrs.  J.  E.  Hall  of 
Walker,  La.,  Mrs.  Mattie  Beau- 
champ of  Baton  Rouge,  La.,  Mrs. 
Elza  Jean  of  Zachary,  La.,  and 
Mrs.  Ada  Hall  of  Ethel,  La.;  and 
six  grandchildren. 


DR  W.  D.  BROWN 

Eighty -six -year -old  Dr.  Walter 
D.  Brown  died  Feb.  4 in  a Beau- 
mont nursing  home  after  a short 
illness. 

Once  the  only  pediatrician  be- 
tween Houston  and  New  Orleans, 
Dr.  Brown  began  practice  in  Beau- 
mont in  1917.  He  had  been  presi- 
dent of  the  Jefferson  County  Medi- 
cal Society  and  the  Texas  Pediatric 
Society.  He  was  a charter  member 
of  the  Beaumont  Academy  of  Medi- 
cine. A member  of  the  American 
Medical  Association,  he  was  elected 
to  honorary  membership  in  Texas 
Medical  Association  in  1952. 

Dr.  Brown  was  bom  in  York, 
Ala.,  Dec.  31,  1878.  His  parents 
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were  A.  F.  and  Lucinda  McCorkle 
Brown  and  he  had  three  brothers 
and  three  sisters. 

He  attended  Rockwall,  Tex., 
schools  and  earned  a bachelor  of 
science  degree  from  Rockwall  Col- 
lege in  1902.  He  received  his  medi- 
cal degree  from  Tulane  in  1906. 

Before  the  first  World  War  he 
practiced  in  sawmill  settlements  in 
East  Texas.  During  the  war,  he 
was  head  of  the  Department  of 
Contagious  Diseases  at  Camp  Lo- 
gan in  Houston. 

He  was  certified  by  the  Ameri- 
can Board  of  Pediatrics  in  1936. 

He  was  a member  of  the  First 
Baptist  Church  of  Beaumont,  the 
Beaumont  Rotary  Club,  and  was 
the  holder  of  a 50-year  Masonic 
Award  and  life  member  of  Toler- 
ance Lodge  of  Beaumont. 

He  married  the  former  Lena 
French  of  Beaumont  on  Sept.  14, 
1911.  She  died  Aug.  9,  1913. 

Dr.  Brown  is  suiwived  by  two 
sons,  Walter  D.  Brown,  Jr.,  of 
Beaumont  and  Miller  F.  Brown  of 
Sunnyvale,  Calif. 


DR.  E.  C.  ROY 

Dr.  Edward  Carl  Roy  of  San  An- 
tonio died  Jan.  21  of  gastrointesti- 
nal hemorrhage. 

He  was  born  Aug.  16,  1907,  in 
Cleveland,  Ohio,  the  son  of  Herman 
and  Adeline  Goeppert  Roy.  After 
receiving  his  bachelor  of  science 
degree  in  1929  from  John  Carroll 
University  in  Cleveland,  he  entered 
St.  Louis  University  to  graduate  in 
1933. 

He  interned  and  seiwed  a resi- 
dency in  surgery  at  St.  John’s  Hos- 
pital in  Cleveland,  Ohio.  After 
practicing  in  Cleveland  for  25 
years,  he  moved  to  San  Antonio  in 
1960. 

He  was  a member  of  the  Bexar 
County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  Before  com- 
ing to  Texas,  he  belonged  to  the 
Cleveland  Academy  of  Medicine, 
Ohio  State  Medical  Association,  and 
the  Ohio  Academy  of  General  Prac- 
tice. He  also  belonged  to  the  Amer- 
ican Academy  of  General  Practice 
and  the  Texas  Academy  of  General 
Practice,  Flying  Physicians  Asso- 
ciation, and  was  a Federal  Avia- 
tion Agency  examiner.  He  was  a 
member  of  the  honorary  medical 
fraternity.  Alpha  Omega  Alpha. 

He  is  survived  by  his  wife,  Mary 
A.  Keaveny  Roy,  whom  he  married 
Nov.  16,  1935,  in  Cleveland;  a 
daughter,  Susan  Mary  Roy;  both  of 


DR.  E.  C.  ROY 


San  Antonio;  two  sons,  Edward  C. 
Roy,  Jr.,  Corpus  Christi,  and  Rob- 
ert P.  Roy,  U.  S.  Army,  Korea;  a 
brother,  Richard  F.  Roy,  Cleveland; 
and  one  gi’anddaughter. 

He  was  a member  of  St.  Pius 
X Catholic  Church,  and  his  hobbies 
were  golf,  flying,  and  lapidary. 


DR.  V.  E.  ROBBINS 

An  honorary  member  of  Texas 
Medical  Association  through  the 
Wood  County  Medical  Society,  Dr. 
Virgil  E.  Robbins  of  Quitman  died 
there  unexpectedly  while  down- 
town on  Feb.  2. 

Believed  to  be  the  oldest  native 
resident  of  Quitman  at  the  time  of 
his  death.  Dr.  Robbins  was  78.  The 
oldest  child  of  I.  W.  and  Eugenia 
Mae  Robbins,  he  was  born  March 
5,  1886. 

A former  student  of  the  Quitman 
schools,  he  received  his  medical  de- 
gree from  Baylor  University  Col- 
lege of  Medicine,  Dallas,  in  1912. 
To  finance  his  medical  education, 
he  worked  at  odd  jobs  including 
setting  type  in  a printing  office  and 
serving  as  a rural  mail  carrier. 

Following  his  graduation.  Dr. 
Robbins  was  appointed  superin- 
tendent of  the  Emergency  Hospital 
at  Dallas,  and  worked  there  until 
April,  1913,  when  he  resigned  to 
open  an  office  in  Quitman.  He 
practiced  in  Quitman  for  45  years 
before  retiring.  In  1958,  after  he 
had  retired  from  practice.  Dr.  Rob- 
bins was  appointed  director  of  the 
Wood  County  Health  Unit,  serving 
until  his  death. 


He  was  a member  of  the  Ameri- 
can Medical  Association. 

Dr.  Robbins  served  as  Wood 
County  Health  Officer  for  18  years. 
He  was  president  of  the  Quitman 
Hunting  and  Fishing  Club  for  20 
years  and  was  a past  president  of 
the  Lions  Club. 

He  was  a member  of  the  Baptist 
church  and  the  Quitman  Masonic 
Lodge  which  presented  him  with  a 
50-year  membership  pin  last  Octo- 
ber. He  was  a former  medical  ex- 
aminer for  the  Wood  County  Draft 
Board.  He  was  a former  president 
of  the  Old  Settlers  Reunion. 

He  had  been  president  and  sec- 
retary of  the  Wood  County  Medi- 
cal Society. 

His  hobby  was  reading  and  he 
enjoyed  building  a fine  private  li- 
brary. 

His  chief  desire,  he  said,  was  to 
serve  his  community.  He  served  as 
chairman  of  the  building  commit- 
tee for  the  first  Quitman  gym  and 
was  on  the  town’s  first  city  council 
in  1941. 

In  business  activities,  he  admin- 
istered two  estates  and  was  mana- 
ger of  the  Wood  County  Democrat 
from  1925-1927. 

Survivors  include  two  sons,  Vir- 
gil E.  Robbins,  Jr.,  of  Dallas  and 
Paul  T.  Robbins  of  Blythe,  Calif.; 
two  daughters,  Mrs.  Forrest  Ken- 
drick of  Tyler  and  Mrs.  Ray  Brochu 
of  El  Paso;  two  brothers.  Hill  Rob- 
bins of  Quitman  and  H.  F.  Robbins 
of  Dallas,  three  sisters,  Mrs.  H.  T. 
Edwards  of  Tucson,  Ariz.,  Mrs. 
Mary  Fisher  of  Mineola  and  Mrs. 
Charles  Hood  of  Mesquite;  and 
seven  grandchildren. 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1965.  Annual  Meeting,  New  York  City, 
June  20-24,  1965.  Dr  F.  J.  L.  Blasin- 
game,  535  Dearborn,  Chicago  10,  Exec. 
Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966  ; Austin,  Pub- 
lic Relations  Conference,  Sept.  24-26, 
1965  ; Austin,  Conference  for  County  Med- 
ical Society  Officials,  Jan.  22-23,  1966. 

C.  Lincoln  Williston,  1801  N.  Lamar, 
Austin,  Exec.  Sec. 

MAY 

American  Association  of  Plastic  Surgeons, 
Boca  Raton,  Fla.,  May  2-5,  1965.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Gastroenterological  Association, 
Montreal,  May  27-29,  1965.  Dr.  David 
Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society,  New  York, 
May  20-22,  1965.  Dr.  C.  J.  Lund,  260 
Crittenden  Blvd.,  Rochester  20,  N.  Y., 
Sec. 

American  Surgical  Association,  Philadel- 
phia, May  13-15,  1965.  Dr.  W.  Altcmeier, 
Cincinnati  General  Hospital,  Cincinnati 
29,  Sec. 

Gastrointestinal  Research  Forum,  Montre- 
al, May  27,  1965.  Dr.  George  A.  Hallen- 
beck,  Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Southwestern  Surgical  Congress,  Hot 
Springs,  Ark.,  May  10-13,  1966.  Dr.  R.  B. 
Howard,  301  Pasteur  Bldg.,  Oklahoma  City 
3,  Okla. 

South  Texas  District,  American  College  of 
Surgeons,  San  Antonio,  May  20,  1965.  Dr. 
August  Herff,  Jr.,  1526  Nix  Professional 
Bldg.,  San  Antonio,  Sec. 

Texas  Hospital  Association,  Houston,  May 
16-19,  1965.  O.  Ray  Hurst,  6226  U.  S. 
Highway  290  E.,  Austin,  Exec.  Sec. 

Texas  Society  on  Aging,  San  Antonio,  May 
2,  1965.  Mrs.  Edith  DeBusk,  Rio  Grande 
Bldg.,  Dallas,  Sec. 


JUNE 

American  College  of  Chest  Physicians,  New 
York  City,  June  17-21,  1965.  Mr.  M.  Kom- 
feld,  112  E.  Chestnut,  Chicago  11,  Exec. 
Dir. 

American  Neurological  Association,  Atlan- 
tic City,  N.  J.,  June  14-16,  1966.  Dr.  M. 

D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 


American  Proctologic  Society,  Minneapolis, 
Minn.,  June  14-17,  1965.  Dr.  N.  D.  Nigro, 
7815  East  Jefferson,  Detroit  14,  Sec. 

American  Thoracic  Society,  Chicago,  May 
31-June  2,  1965.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Texas  Division,  American  Cancer  Society, 
Arlington,  June  2,  1965.  Mr.  C.  W.  Rei- 
mann,  6014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Fort  Worth,  June  21-23,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Los  Angeles,  June  7-10,  1965. 
Dr.  Jorge  Jimenez -Gandica,  501  U.  S. 
Court  House,  El  Paso,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  New  York. 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc., 
Chicago,  Dec.  4-9,  1965.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice.  Mr. 

M.  F.  Cahal,  Volker  Blvd.  at  Brookside. 
Kansas  City  12,  Exec.  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs.  Va.,  Sept.  9- 

II,  1965.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Oct.  14-19,  1965. 
Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 

III,  Exec.  Dir. 

American  Association  for  Thoracic  Surgery, 
Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Cancer  Society,  Inc.,  New  York. 
Oct.  25-29,  1965.  Mr.  G.  Whittlesey,  219 

E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists.  Dr.  John 
D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo., 
Treas. 

American  College  of  Gastroenterology,  Bal 
Harbour,  Fla.,  Oct.  24-27,  1965.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa  Boro, 

N.  J.,  Sec. 


American  College  of  Obstetricians  and  Gyne- 
cologists. Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Miami 
Beach,  Fla.,  Oct.  7-9,  1965.  Dr.  E.  C. 
Rosenow,  Jr.,  4200  Pine,  Philadelphia  4, 
Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C. 
Stronaeh,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22,  1965.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa.,  Aug.  22- 
27,  1965.  Dr.  Glenn  Gullickson,  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 
19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Hospital  Association,  San  Fran- 
cisco, Aug.  30-Sept.  2,  1965.  Dr.  Edwin 
L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A. 
Betts,  44  E.  23rd,  New  York  10,  Exec.  Dr. 

American  Medical  Women’s  Association, 
Chicago,  Nov.  10-14,  1965.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Public  Health  Association,  Inc., 
Chicago,  Oct.  18-22,  1965.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver, Oct.  23-27,  1966.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  HI., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Chicago,  Oct.  16-23,  1965.  Miss  Eleanor 

F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Columbus,  Ohio,  Oct.  7-9, 
1965.  Mr.  H.  E.  Northam,  185  N.  Wa- 
bash, Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons.  Stanley 
E.  Henwood,  1516  Lake  Shore  Dr.,  Chi- 
cago, Sec. 

Medical  Society  of  United  Sates  & Mexico. 
Dr.  James  Nauman,  1603  N. Tucson  Blvd., 
Tucson.  Ariz.,  Sec. 
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Radiological  Society  of  North  America.  Chi- 
cago, Nov.  28-Dec.  3.  1965.  Mr.  M.  D. 
Frazer,  1744  S.  58th  St..  Lincoln.  Neb., 
Sec. 

South  Central  Association  of  Blood  Banks. 
L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  Houston, 
Nov,  1-4,  1965.  Mr.  R.  F.  Butts,  2601 
Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Ponte 
Vedra.  Fla.,  Oct.  3-5,  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  December,  1965.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22,  Ga..  Sec. 

Southwest  Allergy  Forum,  El  Paso,  April, 
1966.  Dr.  W.  P.  Coleman.  1828  Calhoun 
St.,  New  Orleans,  La.,  Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Medical  Association,  El  Faso. 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St..  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine. 
Dr.  J.  R.  Maxfield.  Jr..  2711  Oak  Lawn, 
Dallas,  Sec. 


State 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1965.  Mr.  D.  C.  Jackson,  1905 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton, Dec.  4,  1965.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17.  1966.  Dr.  C.  F.  Miller,  Box  1338, 
Waco.  Sec. 

Texas  Association  for  Mental  Health.  Frank 
B.  Self,  4004  N.  Lamar  Blvd.,  Austin, 
Exec.  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs.  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  A.ssociation  of  Public  Health  Physi- 
cians, Austin,  April  14.  1966.  Dr.  Fran- 
cine  Jensen,  Houston.  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  15,  1966.  Dr.  G.  K. 
Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 

Physicians.  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Austin.  April 

16.  1966.  Dr.  M.  A.  Forbes,  607  W.  14th 
Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Austin,  April 

17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum.  Houston,  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 


Texas  Industrial  Medical  Association,  Aus- 
tin, April  14.  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont,  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr.  J.  L.  Mims,  Jr.. 
730  N.  Main.  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas.  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25,  1965.  Dr.  C.  E.  Gilmore,  811  Bon- 
ham. Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin.  April  14,  1966.  Dr. 

Charles  Peterson.  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association.  J.  N. 
Murphy,  Jr.,  P.  O.  Box  5192,  Austin  31, 
Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan,  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Houston. 
Dec.  3,  1965.  Dr.  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

Austin.  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology. Dr.  Jack  B.  Lee.  409  Camden 
St.,  San  Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc,,  Austin. 

April  16,  1966.  Dr.  Jack  L.  Smith,  3155 
Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin. 
April  14,  1966.  Dr.  John  Gannon.  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences.  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin,  April  14.  1966.  Dr. 
Robert  G.  McCorkle,  7338  McHenry  St., 
Houston.  Sec. 

Texas  Surgical  Society,  Galveston,  Oct.  3-5, 
1965.  Dr.  W.  B.  King.  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin. 
April  14,  1966.  Dr.  J.  C.  Long.  805  W. 
8th.  Plainview,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 


Texas  Urological  Society,  Shreveport,  La., 
January,  1966.  Dr.  Grant  Begley,  1415 
Pennsylvania,  Fort  Worth,  Sec. 


District 

First  District  Society,  El  Paso,  Feb.  5,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Third  District  Society,  Lubbock,  Oct.  9, 

1965.  Dr,  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus 
Christi,  July  9-10,  1965.  Dr.  J.  E.  Al- 
bright. 2481  Medical  Center,  Corpus 
Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin.  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 

1966.  Dr.  Bobby  Jones,  218  Main  Street, 
Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 

3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteeth  District  Society.  Dr.  W.  H.  Neil, 
1217  W.  Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Lake  Tex- 
oraa.  Sept.  11-12.  1965.  Dr.  Fred  W.  Shel- 
ton, 600  N.  Highland  Ave..  Sherman, 
Cbm. 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman.  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

International  Medical  Assembly  of  South- 
west Texas.  S.  E.  Cockrell.  Jr.,  202  W. 
French  Place.  San  Antonio.  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr..  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  25-27,  1965.  Miss  Alma 
F.  O’Donnell,  503  Medical  Arts  Bldg., 
Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston,  July  12-14,  1965.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  26.  Hlxec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas.  Dec. 
10-11,  1966.  Harry  H.  Miller,  Gulf  Coast 
Hospital,  Baytown,  Sec. 
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Steroids  in  Allergic  Respiratory 
Diseases  in  Children 

Time  may  soon  recognize  serious  misuse  of  a 
relatively  new  drug  in  clinical  medicine  with  the 
increasing  popularity  of  corticosteroids  and  adreno- 
corticotropic hormones  in  the  management  and  treat- 
ment of  allergic  respiratory  disease.  It  is  impossi- 
ble to  clearly  analyze  the  reasons  for  this  except  to 
say  that  physicians,  pharmaceutical  companies,  and 
patients  are  equally  responsible  for  this  turn  of 
events.  The  introduction  of  corticosteroids  in  the 
treatment  of  allergic  diseases  has  provided  for  the 
physician  probably  the  outstanding  new  modality 
available  for  the  management  of  allergic  problems 
which  have  resisted  utmost  efforts  to  produce  long- 
term relief.  The  gratification  of  providing  for  these 
patients  even  temporary  respite  from  their  difficul- 
ties probably  made  it  much  easier  for  physicians  to 
prescribe  this  drug.  Meanwhile,  literature  became 
deluged  with  innumerable  studies  and  research  eval- 
uation on  the  use  of  corticosteroids.  Unfortunately, 
many  such  studies  often  lacked  good  statistical  in- 
formation, either  with  too  few  cases  or  too  few  and 
inadequate  observations,  many  were  primarily  filled 
with  subjective  rather  than  objective  information, 
and  were  without  adequate  long-term  follow-up  and 
reevaluations.  Pharmaceutical  companies  accepted 
such  information  from  apparently  reliable  sources 
and  used  it  in  their  promotional  material  accom- 
panying the  drugs  which  they  manufactured.  Not 
unimportant,  as  is  certainly  common  knowledge 
concerning  the  antibiotics,  patients  themselves  read 
of  the  miracles  of  these  drugs  in  various  types  of 
publications,  minimized  or  misunderstood  the  side 
effects  occasionally  reported,  and  requested  and  ac- 
cepted their  administration. 

All  of  these  events  are  normal  and  natural  in 
our  society  and  have  occurred  many  times  over  the 
past  decades.  Nevertheless,  American  medicine  must 
constantly  appraise  this  type  of  procedure  to  pro- 
vide the  most  accurate  information  for  physicians 
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concerning  advantages  and  disadvantages  of 
drugs  so  that  iatrogenic  disease  will  seldom 
be  the  price  of  miracle  cures.  The  same  is 
certainly  desired  by  pharmaceutical  com- 
panies. 

Last,  but  not  least,  in  our  present  society, 
more  conservative  use  of  expensive  drugs 
such  as  the  corticosteroids  will  do  much  to 
reduce  the  cost  of  medical  care,  a factor 
which  has  become  so  prominent  and  so  im- 
portant. There  can  be  no  doubt  that  once 
all  of  the  advantages,  disadvantages,  indi- 
cations, and  contraindications  are  clearly  de- 
lineated, physicians  will  respond  with  the 
proper  use  of  these  drugs  as  they  have  done 
with  other  drugs  over  the  years.  With  an 
equal  feeling  of  responsibility,  the  drug  com- 
panies will  be  even  more  gratified  when  com- 
plete information  is  available  concerning  this 
particular  group  of  hormones,  substantiated 
by  carefully  studied  and  clearly  presented 
clinical  and  scientific  data. 

Most  of  the  published  articles  on  corti- 
costeroids describe  their  specific  effective- 
ness in  the  treatment  of  allergic  disease  or 
the  comparative  effectiveness  of  the  various 
analogues.  Reversible  side  effects  were  also 
reported,  such  as  salt  retaining  properties, 
Cushing-type  changes,  adrenal  suppression, 
effect  on  growth  and  development,  and  com- 
plications relative  to  infection.  What  has 
never  been  clearly  explained  nor  understood 
has  been  the  mechanism  by  which  this  group 
of  drugs  alters  the  allergic  pathology — a fac- 
tor which  should  always  cause  some  concern 
regarding  other  possible  unknowns,  both 
good  and  bad.  Most  important,  what  has  sel- 
dom been  observed  and  reported  was  the  one 
thing  which  may  long  resist  understanding 
and  may  well  become  the  most  important 
consideration — the  future  welfare  of  the  pa- 
tient once  corticosteroids  or  adrenocortico- 
tropic hormones  have  been  administered, 
even  for  a relatively  short  period  of  time. 
Recent  reports  suggest  that  it  may  become 
a much  greater  problem  to  treat  serious  al- 
lergic asthma  in  children  without  and  often 
with  steroids,  once  they  have  been  previ- 
ously administered.  Although  this  phenom- 
ena may  not  occur  in  every  patient,  the  in- 
cidence seems  frequent  enough  to  warrant 
conservatism  until  good,  long  looks  are  taken 
with  such  complications  in  mind.  Pearson^ 
observed  this  more  than  two  years  ago  and 
Vaughan-  only  lately  made  a sharp  appeal 
for  greater  caution  and  hesitation  before  pre- 
scribing these  potent  hormones  for  condi- 


tions which  may  be  controlled,  perhaps  not 
quite  so  rapidly,  by  time  tested  conservative 
methods.  He  described  deaths  from  acute 
asthma  in  children  who  were  previously 
steroid-treated  and  who  subsequently  failed 
to  respond  to  large  doses  of  this  drug.  I join 
Vaughan’s  appeal  because  observations  of 
patients  during  the  past  few  years  support 
such  advice  with  ever-increasing  certainty 
and  anxiety  and  will  be  reported  when  suf- 
ficient and  convincing  data  is  accumulated. 

The  great  advances  of  American  medicine 
during  the  past  quarter  of  a century  have 
been  due  to  the  achievements  and  responsi- 
bilities of  clinical  and  academic  physicians 
working  in  equal  balance  with  the  pharma- 
ceutical industries  of  our  nation.  It  is  our 
constant  responsibility  to  aid  the  pharma- 
ceutical manufacturers  in  producing  the  most 
effective  and  safest  medications  for  the 
American  public,  a goal  which  the  manufac- 
turers most  certainly  deem  top  priority. 

— Peter  B.  Kamin,  M.D.,  San  Antonio. 
REFERENCES 
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Today’s  Laboratory  Consultant 

Recently,  when  a large  hospital  clinical 
laboratory  moved  into  new  quarters,  a num- 
ber of  old  records  were  found.  Among  them 
was  a list  of  laboratory  tests  offered  to  the 
practicing  physician  in  1940.  That  list  con- 
tained 32  tests.  A few  simple  chemistry  de- 
terminations, such  as  nonprotein  nitrogen, 
blood  sugar,  icterus  index,  a few  hematology 
procedures,  and  limited  bacteriological,  sero- 
logical, and  blood  banking  tests  were  per- 
formed. In  1940,  81,000  tests  were  done.  In 
1964,  the  same  laboratory  offered  273  dif- 
ferent tests,  excluding  radioisotope  proce- 
dures, and  the  yearly  report  for  the  number 
of  tests  in  1963  was  932,400.  These  figures 
illustrate  the  progress  made  in  clinical  lab- 
oratory medicine  over  the  last  24  years. 

The  advances  in  laboratory  medicine  are 
due  partly  to  the  development  of  a highly 
trained  physician,  the  clinical  pathologist,  or 
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laboratory  consultant.  The  pathologist  of 
1940  was  mainly  a tissue  pathologist  who 
usually  regarded  the  supervision  of  the  clin- 
ical laboratory  an  unpleasant  but  necessary 
duty.  Today’s  pathologist  is  as  interested  in 
problems  of  clinical  chemistry  as  he  is  in 
surgical  biopsies.  He  spends  more  time  in 
the  interpretation  of  complex  bacteriologic, 
hematologic,  and  immunohematologic  prob- 
lems than  he  does  in  the  autopsy  room. 

In  the  early  1940’s,  the  American  Board 
of  Pathology  recognized  that  the  develop- 
ment of  the  clinical  laboratory  with  its 
hundreds  of  tests  would  demand  a physician 
specialist,  highly  trained  in  all  phases  of 
laboratory  medicine,  including  such  basic 
sciences  as  biochemistry,  microbiology,  im- 
munology, and  hematology.  The  Board  be- 
gan to  offer  the  candidate  for  certification 
the  choice  of  either  clinical  pathology  or 
pathologic  anatomy ; or  by  additional  special 
training,  certification  in  both  fields.  The 
dual  educational  program  of  the  modern 
pathologist  makes  him  one  of  the  most  high- 
ly trained  physicians  in  practice  today. 

In  the  past,  the  practicing  physician  used 
only  a few  laboratory  tests.  He  often  per- 
formed them  himself  and  was  familiar  with 
their  values  and  interpretations.  With  to- 
day’s greatly  expanded  knowledge  of  labora- 
tory medicine,  the  busy  practitioner  must 
seek  consultation  with  someone  familiar  with 
the  most  recent  diagnostic  tests,  their  inter- 
pretations, and  their  limitations.  The  rapid- 
ly changing  field  of  blood  coagulation  serves 
as  a good  example  of  the  need  for  well- 
trained  and  up-to-date  consultants.  Fre- 
quently, lifesaving  therapy  depends  on  the 
rapid  and  correct  interpretation  of  these 
tests.  This  need  the  clinical  pathologist  or 
laboratory  consultant  fills. 

In  addition  to  his  role  as  medical  consult- 
ant to  the  physician,  the  modem  day  clinical 
pathologist  offers  the  attending  physician 
technical  consultation.  In  many  areas  of  the 
state,  the  physician  runs  his  own  laboratory 
as  an  adjunct  to  his  office  practice.  Many 
small  hospitals  must  rely  on  the  local  physi- 
cians for  supervision  of  their  laboratories. 
In  both  these  areas,  the  pathologist  and  his 
valued  associate,  the  registered  medical  tech- 
nologist, are  available  to  help  solve  technical 
problems.  Today,  in  the  state  of  Texas,  there 
are  200  pathologists  and  2,500  registered 
medical  technologists  who  offer  medical  and 
technical  laboratory  consultation  to  the  prac- 
ticing physician  in  all  areas  of  the  state. 


By  producing  accurate  and  economical 
laboratory  consultation  and  technical  assist- 
ance, the  clinical  pathologist  joins  with  all 
other  physicians  in  the  effort  to  eliminate 
disease  at  all  social  and  economic  levels  in 
all  areas  of  the  state  of  Texas  and  greatly 
decreases  the  ever-present  danger  of  gov- 
ernment and  lay  intervention  in  the  practice 
of  medicine. 

— Jack  P.  Abbott,  M.D.,  Houston. 


Texas  Doctors  Urged  To  Use 
Cardiac  Work  Evaluation  Unit 

Texas  now  has  a cardiac  work  evalua- 
tion  unit,  and  none  too  soon.  Recent  figures 
suggest  that  presently  less  than  50  percent 
of  patients,  following  myocardial  infarction, 
are  returning  to  work  in  this  state.  With 
proper  rehabilitation  efforts,  the  figure 
should  be  80  percent. 

The  unit  has  been  established  at  St.  Jo- 
seph’s Hospital  in  Houston,  and  its  purpose 
is  to  provide  complete  diagnostic  facilities  to 
appraise  the  cardiovascular  and  pulmonary 
reserve  capacity  of  the  individual,  to  analyze 
the  demands  of  specific  jobs  and  life  activi- 
ties, and  to  match  this  estimate  of  physical 
capacity  with  vocational  and  avocational 
demands. 

It  is  hoped  that  the  services  of  the  unit 
will  be  used  by  private  physicians  through- 
out Texas  to  help  people,  who  have  developed 
heart  disease  while  employed,  to  continue  to 
be  employed  gainfully  in  a job  which  does 
not  exceed  their  abilities,  and  to  help  the 
intelligent  placement  of  people  with  heart 
disease  who  are  seeking  employment.  No 
patient  will  be  accepted  for  the  purpose  of 
diagnosis,  nor  will  treatment  be  prescribed. 

Eligibility  is  based  upon  the  following 
criteria : 

1.  The  patient  must  be  employed  or  seek- 
ing employment,  and  must  be  referred  either 
by  his  private  physician  or  by  an  industrial 
physician  with  the  approval  of  the  private 
physician. 

2.  Patients  may  also  be  referred  by  voca- 
tional and  employment  agencies  and  by  hos- 
pital outpatient  clinics,  but  with  approval  of 
the  private  physician,  if  any. 
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The  patient  will  have  a physical  examina- 
tion, exercise  testing,  and  interviews  with  a 
medical  social  worker  and  vocational  coun- 
selor. A conference  will  be  held  to  deter- 
mine the  adjustment  of  the  patient  to  his 
disease,  the  presence  of  emotional,  social, 
and  other  factors  which  may  contribute  to 
his  disability,  and  to  correlate  his  training 
and  skills  with  his  estimated  physical  capac- 
ity. A functional  classification  will  be  deter- 
mined, and  specific  recommendations  will  be 
made  as  to  selective  job  placement. 

A report  will  be  sent  to  the  referring  phy- 
sician and  the  private  physician  or  both.  In- 
cluded will  be  the  diagnosis,  a summary  of 
pertinent  laboratory  findings,  the  functional 
and  therapeutic  classifications,  and  specific 
recommendations  regarding  job  placement 
and  rehabilitation.  Charges  will  vary  with 
the  number  of  tests  performed. 

It  is  appreciated  that  in  most  cases,  fol- 
lowing myocardial  infarction,  return  to  work 
is  a natural  event  in  an  uncomplicated  con- 
valescence. However,  there  are  a number  of 
cases  in  which  an  estimate  of  work  tolerance 
is  desirable,  and  it  is  for  this  group  of  pa- 
tients that  the  facility  will  be  of  great  value. 

Referral  forms  are  available  upon  request 
from  the  Houston  Work  Evaluation  Unit,  St. 
Joseph’s  Hospital,  Houston. 

— David  J.  Turell,  M.D.,  Houston. 


Why  Practice  Medicine? 

To  DETERMINE  what  students  should  en- 
ter  medicine  and  the  allied  sciences,  and 
why,  one  must  look  first  at  the  qualities 
necessary.  There  naturally  should  be  hon- 
esty, intellectual  integrity,  ability  for  scien- 
tific achievement,  and  a sincere  desire  to  be 
of  service  to  one’s  fellow  man. 

It  is  not  enough  to  have  ability ; a student 
must  have  mental  and  physical  stamina  not 
only  in  the  pursuit  of  studies,  but  he  must 


have  a sense  of  duty  and  responsibility  to 
his  patients  and  to  his  professional  col- 
leagues. 

Having  determined  the  proper  qualifica- 
tions for  students,  it  is  the  duty  of  every 
Texas  physician  to  recruit,  encourage,  and 
favorably  influence  every  qualified  prospec- 
tive student  to  enter  the  study  of  medicine. 

There  is  much  to  sell.  Medicine  has  a rich 
heritage  that  extends  over  5,000  years  and 
covers  illustrious  records  from  Egypt,  Greece, 
the  Byzantine,  Arabia,  Spain,  and  Italy.  The 
great  turning  point  for  medicine  came  with 
the  publication  of  Vesalius’  Fabrica.  Stu- 
dents may  see  a copy  in  the  Texas  Medical 
Association’s  Memorial  Library,  placed  there 
by  a public-spirited  physician  so  that  all  fu- 
ture Texas  physicians  with  an  interest  in 
medical  history  might  have  the  privilege  of 
studying  one  of  the  greatest  medical  contri- 
butions of  the  ages. 

Further  study  will  reveal  to  students  more 
rich  medical  history  covering  developments 
in  France,  England,  Holland,  and  Geinnany, 
and  on  to  the  United  States.  Great  medical 
discoveries  may  be  revealed  to  students  in 
various  medical  histories. 

Medicine  has  developed  more  than  20  spe- 
cialties which  apply  skills  from  almost  all 
the  applied  sciences.  There  is  a great  need 
for  more  trained  personnel.  In  whatever  di- 
rection one’s  investigations  take  him,  there 
is  always  a rich  record  of  achievement  upon 
which  to  build  by  utilizing  the  experiences 
of  others. 

The  future  of  medicine  will  be  a richly 
rewarding  one  for  anyone  who  undertakes 
its  study.  Within  its  framework  there  is  a 
variety  of  scientific  interests  to  challenge 
the  finest  efforts  of  our  most  talented  stu- 
dents. Medicine  deals  in  human  relation- 
ships, that  fine  art  of  medical  practice  so 
well  developed  by  our  predecessors  that  it 
will  forever  be  a challenge  to  all  practition- 
ers to  emulate  and  improve.  By  so  doing, 
they  will  enjoy  their  finest  hour  in  the  noble 
practice  of  medicine. 

— Joe  C.  Rude,  M.D.,  Austin. 
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Good  Leaders,  Willing  Workers 
Guide  Civic,  Social  Progress 


This  year,  "The  Physician's  Obligation  in  Community  Ac- 
tion" is  my  theme.  Our  responsibilities  in  this  area  are  clearly 
delineated  in  section  ten  of  our  Code  of  Ethics.  It  establishes 
that  our  requirement  for  action  extends  beyond  a simple  con- 
cern for  the  health  of  the  community.  It  is,  in  fact,  a man- 
date for  our  participation  in  activities  which  will  improve 
both  the  health  and  the  total  well-being  of  the  community. 

The  fact  that  we  are  physicians  does  not  entitle  us  to 
special  seats  in  the  spectator's  gallery  so  far  as  community 
life  is  concerned.  To  the  contrary,  our  position  as  profes- 
sional people  dictates  that  we  should  be  in  active  participa- 
tion in  the  community  arena,  for  the  action  which  takes  place 
there  involves  us  just  as  it  involves  everyone  else. 

True  our  special  interest  lies  in  the  field  of  health 
problems.  Consequently,  we  all  expect  to  be  called  on  to  con- 
tribute our  technical  knowledge  in  such  things  as  sanitation, 
immunization  and  all  other  areas  of  public  health  concern.  Be- 
yond this  however,  it  is  incumbent  on  us  to  serve  in  other 
capacities.  It  is  our  duty  to  be  knowledgeable  about  and  par- 
ticipate in  other  social  action  and  community  planning.  We 
should  be  involved  in  civic  betterment  groups.  We  must  make 
an  effort  to  contribute  not  just  money,  but  time,  to  our  cham- 
bers of  commerce.  We  must  try  to  contribute  to  the  solution 
of  such  problems  as  the  increasing  crime  rate  and  juvenile  de- 
linquency. In  short,  we  must  come  out  of  isolation  and  share 
the  responsibility  for  the  total  ongoing  life  of  our  community. 

Keep  in  mind  the  fact  that  the  Judicial  Council  of  the 
American  Medical  Association  has  specifically  ruled  that  it  is 
not  unethical  for  the  physician's  name  to  be  used  in  connec- 
tion with  civic  projects.  Commenting  on  this  point,  the  Coun- 
cil says  such  participation  is  an  excellent  thing  and  points 
out  that  action  by  the  individual  physician  will  enhance  the 
total  image  of  the  profession. 

When  we  abdicate  our  share  of  responsibility  in  commu- 
nity action,  we  forfeit  our  right  to  comment  on  the  course  or 
outcome  of  that  action.  By  such  abdication  we  place  our  fu- 
ture in  the  hands  of  others  and  we  have  no  right  to  complain 
about  any  plan  they  may  devise. 

As  individuals  who  occupy  a unique  place  in  the  commu- 
nity structure,  we  are  able  and  obligated  to  offer  constructive 
assistance  and  positive  leadership  to  help  make  our  communi- 
ties more  desirable  for  all. 


A f . 

President 
Texas  Medical  Association 
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Acute  Dissecting  Aneurysm 
Of  the  Ascending  Thoracic  Aorta 

Survival  Following  Early  Diagnosis  and  Operation 

Grady  L.  Hallman,  M.D.,  and  Stanley  J.  Zimmerman,  M.D. 


I ] ACUTE  DISSECTING  aneurysm 

CLINICAL  medicine  of  the  ascending  thoracic  aorta 
produces  chest  pain  frequently  mis- 
taken for  that  which  results  from 
myocardial  infarction.  Certain  physical  find- 
ings usually  permit  differentiation  between 
these  two  entities,  but  their  detection  and 
evaluation  depend  on  a high  index  of  sus- 
picion. Proper  early  diagnosis  is  especially 
important  now  that  open-heart  surgical  tech- 
niques enable  the  repair  of  dissecting  aneu- 
rysm and  eliminate  the  threat  of  rupture 
and  sudden  death.  The  occurrence  of  acute 
dissecting  aneurysm  of  the  ascending  tho- 
racic aorta  in  a man  who  was  salvaged  by 
early  operation  is  described,  with  discussion 
of  diagnostic  and  therapeutic  considerations 
of  this  dramatic  lesion. 


Case  Report 

The  patient,  a 44-year-old  white  male  machinist, 
had  been  in  excellent  health  until  the  morning  of 
the  day  of  admission,  Dec.  13,  1963,  when  he  sud- 
denly suffered,  while  at  rest,  severe  crushing  sub- 
sternal  pain  with  radiation  into  his  neck.  The  pain 
was  accompanied  by  profuse  sweating.  Shortly 
after  the  onset  of  symptoms,  he  noted  discomfort 
in  his  left  leg  followed  by  numbness  and  weakness. 
He  was  seen  by  his  family  physician  whose  initial 
impression  was  myocardial  infarction.  Meperidine 
was  administered,  and  he  was  transferred  to  the 
Methodist  Hospital  by  ambulance. 

There  was  no  history  of  hypertension  and  no  sug- 
gestion of  Marfan’s  syndrome.  The  patient’s  father 
had  died  at  age  63  of  a cerebral  vascular  accident, 
and  his  mother  at  age  73  of  a “heart  attack.”  His 
sister  had  died  suddenly  at  age  38  of  “acute  indi- 
gestion” and  had  had  paralysis  of  one  leg  during 
the  episode.  Uncles  on  both  sides  of  his  family  had 
died  suddenly  of  “heart  attacks.” 

Examination  on  admission  revealed  that  the  pa- 
tient was  sweating  profusely.  His  blood  pressure 
was  equal  in  both  arms,  140/40  mm.  of  mercury. 
The  pulse  rate  was  80  and  regular.  There  was  no 


jugular  venous  distention  and  the  carotid  and  brach- 
ial pulsations  were  equal  and  strong.  The  lungs 
were  clear  to  auscultation  and  percussion.  Heart 
sounds  were  normal  and  the  rhythm  was  regular. 
In  the  second  interspace  to  the  left  of  the  sternum 
both  a systolic  and  a diastolic  murmur  could  be 
heard.  The  faint  systolic  murmur  had  a squeaking, 
musical  character,  and  the  diastolic  murmur  was 
blowing  and  grade  3 (out  of  4).  Abdominal  exami- 
nation was  negative.  The  left  lower  extremity  was 
cool  and  pulseless.  Pulses  in  the  right  lower  extrem- 
ity were  normal. 

The  electrocardiogram  was  normal.  Routine  anal- 
ysis of  urine  and  blood  revealed  no  abnormalities. 

A diagnosis  of  acute  dissecting  aneurysm  was 
made  on  the  basis  of  the  history  and  physical  find- 
ings. The  process  was  thought  to  originate  in  the 
ascending  thoracic  aorta  with  proximal  extension 
which  unhinged  the  aortic  valve  and  resulted  in  the 
murmur  of  aortic  insufficiency.  The  dissection  was 
considered  to  have  extended  distally  with  prolapse 
of  intima  into  the  lumen  of  the  left  iliac  artery  ob- 
literating pulses  in  the  left  lower  extremity.  The 
patient  was  taken  immediately  to  the  x-ray  depart- 
ment where  a catheter  was  inserted  via  an  ante- 
cubital  vein  into  the  pulmonary  artery  for  angio- 


Fig.  1.  Roentgenogram  of  chest  shortly  after  admission  to 
hospital.  Catheter  has  been  inserted  in  the  pulmonary  ar- 
tery via  a vein  in  the  left  arm.  Note  widened  superior 
mediastinum. 
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A high  index  of  suspicion  is  necessary  to 
properly  diagnose  acute  dissecting  aneurysm 
of  the  ascending  thoracic  aorta  early 
enough  so  that  it  can  be  repaired  by  open- 
heart  surgical  techniques.  Frequently 
it  is  mistaken  for  myocardial  infarction. 


cardiography.  A scout  film  showed  widening  of  the 
superior  mediastinum  (Fig.  1).  Following  injec- 
tion of  contrast  material,  a dilated  ascending  aorta 
could  be  seen,  but  concentration  was  not  sufficient 
to  permit  visualization  of  a double  lumen  (Fig.  2). 
With  the  initial  clinical  impression  of  acute  dissect- 
ing aneurysm  thus  strengthened,  the  patient  was 
taken  to  the  surgical  suite. 

Operation  was  begun  at  2 p.m.  on  Dec.  13,  1963, 
eight  hours  after  onset  of  symptoms  and  two  hours 
after  admission.  A median  sternotomy  incision  was 
made  and  the  pericardium  opened  vertically  reveal- 
ing an  enlarged  aorta.  Blood  could  be  seen  swirling 
in  the  false  lumen  of  the  aorta  beneath  thin  ad- 
ventitia. Preparations  were  made  for  cardiopul- 


Fig.  2.  Roentgenogram  in  right  posterior  oblique  projec- 
tion made  with  rapid  casette  changer  six  seconds  after 
injection  of  contrast  material  in  pulmonary  artery.  Note 
dilated  ascending  aorta. 


monary  bypass  by  inserting  plastic  catheters  into 
the  venae  cavae  and  the  right  common  femoral  ar- 
tery. A plastic  disposable  bubble  oxygenator  was 
utilized  and  had  been  prepared  rapidly  by  priming 
with  5 percent  dextrose  in  distilled  water.  Perfu- 
sion was  conducted  at  normothermia  without  using 
heparinized  blood.  A suction  cannula  was  inserted 
into  the  left  ventricle,  and  cardiopulmonary  bypass 
begun.  A vascular  clamp  was  placed  across  the 
aorta  just  proximal  to  the  innominate  artery  and 
the  aorta  was  incised  transversely  2 cm.  above  the 
annulus.  An  acute  dissection  was  immediately  ap- 
parent and  an  intimal  tear  was  seen  at  the  level  of 
aortic  incision.  The  aortic  wall  had  been  split  into 
two  layers  around  80  percent  of  its  circumference 
both  proximally  and  distally  (Fig.  3a).  The  prox- 
imal dissection  had  extended  down  to  the  aortic  an- 
nulus and  unhinged  the  valve  leaflets.  Thus  de- 
prived of  support,  the  valve  leaflets  could  prolapse 
into  the  ventricle  on  diastole  and  produce  aortic 
insufficiency.  The  aortic  incision  was  extended  to 
transect  the  aorta  completely.  A perfusion  catheter 
was  inserted  into  the  orifice  of  the  left  coronary 
artery  and  oxygenated  blood  delivered  to  the  myo- 
cardium during  the  period  of  bypass.  The  two  coats 
of  the  distal  aorta  were  reapproximated  with  con- 
tinuous 4-0  polyethylene  suture  obliterating  the  en- 
trance point  into  the  false  lumen  at  the  site  of  the 
intimal  tear  (Fig.  3b).  Suture  of  the  two  coats 
proximally  resuspended  the  aortic  valve  and  elimi- 
nated prolapse  of  the  cusps.  The  open  ends  of  the 
aorta  were  then  united  with  4-0  polyethylene  taking 
large  bites  to  encompass  the  previously  placed  su- 
ture lines  (Fig.  3c).  Cardiopulmonary  bypass  was 
discontinued  and  the  heart  allowed  to  resume  its 
normal  activity.  Following  operation  the  left  fem- 
oral pulse  became  palpable  as  blood  was  forced  o^it 
of  the  false  (dissection)  channel  by  blood  coursing 


Fig.  3.  Drawing  of  extent  of  dissection  process  (a)  and 
technique  of  repair  (b)  and  (c).  See  text  for  complete 
description. 
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Fig.  4.  Normal  roentgenogram  of  chest  six  weeks  after 
discharge  from  hospital. 


through  the  normal  lumen.  The  diastolic  murmur 
of  aortic  valvular  insufficiency  was  no  longer  pres- 
ent and  the  diastolic  blood  pressure  was  80  mm.  of 
mercury.  The  patient  made  an  uneventful  recovery 
and  was  discharged  on  the  12th  day  after  operation. 
Roentgenogram  of  the  chest  made  six  weeks  after 
discharge  showed  no  abnormalities  (Fig.  4).  He 
returned  to  work  eight  weeks  after  operation  and 
has  subsequently  remained  well. 


Discussion 

Acute  aortic  dissection  has  been  termed 
acute  dissecting  hematoma,  since  the  most 
prominent  feature  of  the  lesion  is  a splitting 
of  the  aortic  wall  into  two  layers  by  the 
presence  of  an  expanding  quantity  of  blood 
in  the  media."  An  intimal  tear  is  almost  al- 
ways present  near  the  point  of  origin  of  the 
dissecting  process  either  just  above  the  aor- 
tic valve,  in  the  arch  of  the  aorta,  or  immedi- 
ately distal  to  the  origin  of  the  left  sub- 
clavian artery. 

Undesirable  effects  of  aortic  dissection  in- 
clude aortic  valvular  insufficiency  due  to 
disruption  of  leaflet  attachment  at  the  an- 
nulus, and  compression  of  major  branches 
of  the  aorta  by  redundant  intima  and  inner 
media  as  they  form  the  inner  wall  of  the 


false  aortic  channel.  The  thin  outer  aortic 
coat  (adventitia  and  outer  media)  may  rup- 
ture, resulting  in  fatal  hemorrhage  into  the 
pericardium,  chest,  or  abdomen.  If  the  inner 
coat  (intima  and  inner  media)  ruptures  dis- 
tally,  a reentry  site  into  the  true  lumen  is 
formed.  The  false  channel  is  thus  decom- 
pressed, and  a healed  chronic  dissecting 
aneurysm  results.  Chronic  aneurysms  usu- 
ally undergo  gradual  enlargement  with 
eventual  rupture  if  not  repaired. 

The  majority  of  patients  with  acute  dis- 
secting aneurysm  die  within  one  week  if 
surgical  therapy  is  not  undertaken.  In  a re- 
view of  297  patients  with  this  lesion,  Shen- 
nan®  found  that  35  percent  died  suddenly, 
30  percent  died  within  24  hours,  and  27  per- 
cent died  between  24  hours  and  one  week. 
Only  8 percent  were  alive  after  one  week. 
He  observed  that  most  aortic  dissections  be- 
gan in  the  ascending  thoracic  aorta  and  ex- 
tended distally  for  varying  distances.  The 
second  most  common  site  of  origin  was  just 
distal  to  the  left  subclavian  artery. 

Treatment  of  acute  dissecting  aneurysm 
is  surgical  and  depends  on  the  site  of  origin 
of  the  dissection.  For  those  which  originate 
distal  to  the  left  subclavian  artery  and  oc- 
cupy the  descending  thoracic  aorta,  excision 
and  graft  replacement  is  the  treatment  of 
choice.^’  - Dissections  originating  in  the  as- 
cending thoracic  aorta  are  heralded  by  an- 
terior chest  pain  and  usually  by  the  sudden 
appearance  of  an  aortic  diastolic  murmur. 
These  lesions  are  best  treated  with  the  aid 
of  cardiopulmonary  bypass  by  transection  of 
the  aorta  at  the  site  of  intimal  rupture  and 
union  of  the  two  aortic  coats  by  circumfer- 
ential suture  as  in  the  patient  discussed  in 
this  report.  This  latter  operation  has  been 
employed  in  the  treatment  of  both  chronic^ 
and  acute®’  ^ dissecting  aneurysms  and  elimi- 
nates the  entrance  point  into  the  false  (dis- 
section) channel  allowing  it  to  heal  and  pre- 
venting rupture.  In  addition  it  resuspends 
the  aortic  cusps  and  eliminates  valvular  in- 
sufficiency. 

The  availability  of  satisfactoiy  techniques 
of  repair  of  acute  dissecting  aneurysm  in- 
creases the  importance  of  a high  index  of 
suspicion  by  physicians  who  evaluate  pa- 
tients with  chest  pain  simulating  myocardial 
infarction.  A diligent  search  for  altered 
peripheral  pulses  and  an  aortic  diastolic 
murmur  of  recent  onset  may  result  in  the 
discovery  of  an  acute  dissecting  aneuiysm 
of  the  ascending  thoracic  aorta.  If,  in  addi- 
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tion,  the  electrocardiogram  fails  to  reveal 
the  characteristic  changes  of  myocardial  in- 
farction, the  diagnosis  of  dissecting  aneu- 
rysm is  further  strengthened.  Prompt  re- 
pair using  cardiopulmonary  bypass  corrects 
aortic  valvular  insufficiency,  restores  pe- 
ripheral pulses,  and  eliminates  the  threat 
of  fatal  rupture. 


Summary 

The  case  of  a 42-year-old  man  with  an 
acute  dissecting  aneurysm  beginning  in  the 
ascending  thoracic  aorta  is  presented.  Se- 
vere anterior  chest  pain  initially  suggested 
myocardial  infarction,  but  the  detection  of 
an  absent  left  femoral  pulse  and  an  aortic 
diastolic  murmur  in  the  presence  of  a nor- 
mal electrocardiogram  resulted  in  the  cor- 
rect diagnosis.  Prompt  operation  using  car- 
diopulmonary bypass  enabled  repair  of  the 
lesion  with  obliteration  of  the  dissection 
channel  and  correction  of  aortic  valvular  in- 
sufficiency. The  patient’s  recoveiy  was  un- 
eventful and  he  subsequently  returned  to 
work. 

A high  index  of  suspicion  of  dissecting 
aneurysm  should  be  maintained  when  deal- 
ing with  a patient  who  presents  with  chest 


pain  that  is  thought  to  be  due  to  myocardial 
infarction,  but  whose  electrocardiogram  is 
not  characteristic  of  this  lesion.  The  detec- 
tion of  altered  peripheral  pulses  and  an 
aortic  diastolic  murmur  of  recent  onset  may 
lead  to  the  diagnosis  of  an  acute  dissecting 
aneurysm  of  the  ascending  thoracic  aorta, 
a lesion  which  is  correctable  by  present  sur- 
gical techniques. 

REFERENCES 

1.  De  Bakey,  M.  E.,  et  al. : Surgical  Considerations  of  Dis- 
secting Aneurysm  of  Aorta,  Ann.  Surg.  142;.586  (Oct.)  1955. 

2.  De  Bakey,  M.  E.,  et  al. : Surgical  Management  of  Dis- 
secting Aneurysms  of  the  Aorta,  J.  Thor.  Cardiov.  Surg.  49:130 
(Jan.)  1965. 

3.  De  Bakey,  M.  E.,  et  al. : Surgical  Management  of  Dis- 
secting Aneurysm  Involving  the  Ascending  Aorta.  J.  Cardiov. 
Surg.  5:200  (May-June)  1964. 

4.  Hufnagel,  C.  A.,  and  Conrad,  P.  W. : Dissecting  Aneu- 
rysms of  the  Ascending  Aorta : Direct  Approach  to  Repair, 
Surgery  51:84  (Jan.)  1962. 

5.  Morris.  G.  C.,  Jr.,  et  al. : Correction  of  Acute  Dissecting 
Aneurysm  of  Aorta  with  Valvular  Insufficiency,  JAMA  184:63 
(April  6)  1963. 

6.  Shennan,  T. : Dissecting  Aneurysms.  Medical  Research 
Council,  Great  Britain  National  Health  Insurance  Medical  Re- 
search Committee,  Special  Report  Series  193  :7-138,  1934,  Lon- 
don, His  Majesty’s  Stationery  Office. 

7.  Spittell,  J.  A.,  Jr.:  Dissecting  Aneurysm  (Dissecting 
Hematoma)  of  the  Aorta,  Mod.  Cone.  Cardiov.  Dis.  33:837 
(Feb.)  1964. 

^ Drs.  Hallman  and  Zimmerman,  Baylor  University 
College  of  Medicine,  Texas  Medical  Center,  Hous- 
ton, Texas. 

Supported  in  part  by  the  USPHS  (HE-05387)  and 
(HE-03137)  and  the  Houston  Heart  Association. 


Fourth  Centenarian  Enrolls 
For  Texas  65  Insurance 

A total  of  5,865  Texans  over  age  65  acquired  broad  health  insur- 
ance coverage  under  the  Texas  65  health  insurance  program  during 
the  third  open  enrollment  period  conducted  in  April. 

One  of  those  enrolled  during  the  third  enrollment  period  was 
a 101-year-old  Houston  man.  He  was  the  fourth  centenarian  to  be 
enrolled  in  the  program  since  it  was  initiated  17  months  ago. 

Since  Texas  65  was  started  in  November  of  1963,  some  24,400 
senior  citizens  throughout  the  state  have  received  over  $4,600,000 
in  benefits. 
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Successful  Management  Of 
Ventricular  Fibrillation  Complicating 
Acute  Myocardial  Infarction 


ONE-HALF  OF  the  deaths  in  the 
CASE  REPORTS  acute  stage  of  myocardial  infarc- 
tion occur  suddenly,  most  of  them 
because  of  a rhythm  disturbance 
of  the  heartd  In  the  majority  of  such  cases, 
ventricular  fibrillation  is  probably  the  re- 
sponsible mechanism  disorder.  The  prompt 
use  of  external  cardiac  massage,  artificial 
respiration,  and  external  electric  defibrilla- 
tion gives  promise  of  saving  many  of  these 
patients.  Some  of  them  eventually  can  re- 
turn to  a normal  life. 

In  the  past  two  and  one-half  years,  six 
patients  with  ventricular  fibrillation  com- 
plicating acute  myocardial  infarction  have 
been  successfully  resuscitated  at  the  Uni- 
versity of  Texas  Medical  Branch  Hospitals. 
Five  of  the  patients  have  recovered,  and  one 
has  survived  for  as  long  as  two  years.  One 
patient  had  ventricular  fibrillation  for  45 
minutes  before  it  was  converted  to  sinus 
rhythm. 

The  purpose  of  this  paper  is  to  present 
our  experiences  in  the  reversion  of  ventricu- 
lar fibrillation  in  this  group  of  patients. 
They  are  presented  in  chronological  order. 


Case  Reports 

Case  1. — A 71-yeai--old  man  had  been  treated  for 
several  years  for  congestive  heart  failure  due  to 
syphilitic  aortic  insufficiency  and  coronary  artery 
disease.  On  Dec.  14, 1961,  he  came  to  the  heart  clinic 
complaining  of  severe  chest  pain  of  several  hours’ 
duration.  The  electrocardiogram  (ECG)  showed  a 
recent  posterior  myocardial  infarction,  and  there 
were  frequent  premature  ventricular  contractions 
and  short  paroxysms  of  ventricular  tachycardia. 
The  physician  left  the  examining  room  for  a few 
minutes  to  arrange  for  the  patient’s  admission  to 


the  hospital.  When  he  returned,  the  patient  was 
lying  on  the  floor  and  had  no  respiration,  pulse,  or 
heart  beat.  External  cardiac  massage  and  mouth- 
to-mouth  respiration  were  begun  immediately.  The 
ECG  showed  ventricular  fibrillation.  After  a delay 
of  about  20  minutes,  the  alternating  current  ex- 
ternal defibrillator  was  obtained.  Defibrillation  was 
performed  with  one  countershock,  and  sinus  rhythm 
resulted.  The  patient  breathed  spontaneously,  and 
norepinephrine  was  given  to  maintain  the  blood 
pressure.  However,  he  began  to  convulse  repeated- 
ly, and  did  not  regain  consciousness.  He  died  six 
hours  later. 

Case  2. — A 45-year-old  man  was  admitted  to  the 
hospital  on  June  18,  1962,  because  of  chest  pain 
which  developed  while  he  was  sanding  his  boat.  An 
ECG  (Fig.  1)  showed  an  acute  anterior  myocardial 
infarction.  Small  amounts  of  norepinephrine  were 
necessary  to  maintain  normal  blood  pressure.  The 
patient  continued  to  have  chest  pain  despite  opiates 
and  oxygen.  The  next  day,  while  morphine  was  being 
injected  intramuscularly,  he  suddenly  stiffened  and 
stopped  breathing.  No  pulse  or  heart  beat  was 
present.  The  patient  was  placed  on  the  floor,  and 
external  cardiac  massage  and  artificial  respiration 
were  begun  within  45  seconds.  The  anesthesiologist 
was  called,  and  he  inserted  an  endotracheal  tube 
and  gave  artificial  respiration.  The  ECG  showed 
ventricular  fibrillation  (Fig.  2a).  External  defibril- 
lation was  performed  with  the  alternating  current 
instrument  within  ten  minutes,  resulting  in  atrial 
fibrillation  and  slow,  irregular  ventricular  rate  (Fig. 
2b).  However,  ventricular  fibrillation  recuin-ed 
within  a minute  (Fig.  2c).  Another  countershock 
was  promptly  administered,  and  was  followed  by  a 
rapid  ventricular  tachycardia  at  the  rate  of  240  per 
minute  (Fig.  2d).  A thii-d  countershock  produced 
sinus  bradycardia  and  an  intraventricular  conduc- 
tion disturbance  (Fig.  2e).  After  a few  seconds  a 
more  rapid  rate  occurred,  considered  to  be  atrial 
fibrillation  with  rapid  ventricular  response  (Fig.  2f). 
In  a few  moments  this  was  followed  by  sinus  tachy- 
cardia at  the  rate  of  110  per  minute  (Fig.  2g).  The 
patient  then  regained  consciousness.  Quinidine  and 
anticoagulants  were  begun,  and  vasopressors  (nor- 
epinephrine) were  necessary  for  two  days.  The  pa- 
tient recovered,  and  has  been  well  for  three  years. 
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Six  patients  with  ventricular  fibrillation  com- 
plicating acute  myocardial  infarction  have 
been  successfully  resuscitated  at  the  Univer- 
sity of  Texas  Medical  Branch  Hospitals.  Five 
have  recovered  and  survived  for  as  long  as 
three  years.  One  was  revived  after  45  min- 
utes in  ventricular  fibrillation.  Details  of  the 
resuscitation  are  discussed,  emphasizing  the 
need  for  readily  available  equipment,  per- 
sonnel, and  supplies. 


DAN  C.  ALLENSWORTH,  M.D. 
JAMES  C.  WRIGHT,  M.D. 
MILTON  R.  HEJTMANCIK,  M.D. 


Case  3. — A 70-year-old  diabetic  man  was  admitted 
to  the  emergency  room  cyanotic  and  pulseless  on 
March  8,  1963,  after  collapsing  in  a police  car  about 
20  blocks  from  the  hospital.  He  had  hailed  the  offi- 
cer and  asked  to  be  taken  to  the  hospital  because  of 
severe  epigastric  distress.  External  cardiac  massage 
and  mouth-to-mouth  respiration  were  immediately 
begun.  The  anesthesiologist  inserted  an  endotracheal 
tube  and  gave  artificial  respiration.  An  EGG  showed 
ventricular  fibrillation.  External  defibrillation  was 
performed  within  ten  minutes  with  a single  coun- 


tershock, using  the  alternating  current  defibrillator, 
and  sinus  rhythm  resulted.  Subsequent  tracings 
showed  an  acute  posterior  myocardial  infarction. 
The  patient  regained  consciousness  promptly,  but 
had  a weakness  in  his  right  arm  and  leg.  He  was 
treated  with  vasopressors,  oxygen,  and  anticoagu- 
lants; the  weakness  cleared  gradually  over  the  next 
month.  Despite  recurrent  attacks  of  left  ventricular 
failure,  the  patient  has  survived  for  two  years,  and 
has  returned  to  his  previous  sedentary  occupation. 


Fig.  1.  Case  2.  Tracing  taken  June  18,  1962,  shows  acute  extensive  anterior  myocardial  infarction. 
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Fig.  2.  Above.  Successive  strips  of  lead  II  on  June  19, 
1962.  a.  ventricular  fibrillation;  b.  atrial  fibrillation  and 
slow  idioventricular  rhythm  after  countershock;  c.  recur- 
rence of  ventricular  fibrillation;  d.  ventricular  tachycardia 
after  second  countershock;  e.  sinus  bradycardia  and  intra- 
ventricular conduction  disturbance  after  third  countershock; 
f.  spontaneous  change  to  atrial  fibrillation  with  rapid  ven- 
tricular response;  g.  spontaneous  change  to  sinus  tachy- 
cardia. 

Fig.  3.  Right.  Successive  strips  of  lead  II  on  Feb.  6, 
1964,  showing  ventricular  fibrillation  and  recurrences  (a, 
e,  g,  i),  and  the  various  rhythms  resulting  from  counter- 
shocks. The  final  strip  (k)  shows  a return  to  sinus  rhythm. 
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Case  U- — A 65-year-old  man  was  admitted  to  the 
emergency  room  on  Dec.  14,  1963,  complaining  of 
chest  pain  not  relieved  by  nitroglycerin.  He  had  a 
history  of  angina  pectoris  for  16  years,  and  of  at 
least  two  myocardial  infarctions.  While  being  ex- 
amined, the  patient  suddenly  collapsed.  External 
cardiac  massage  and  mouth -to -mouth  respiration 
were  begun  immediately,  and  an  EGG  showed  ven- 
tricular fibrillation.  The  anesthesiologist  was  called, 
and  he  gave  artificial  respiration  through  an  endo- 
tracheal tube.  Defibrillation  was  accomplished  with 
one  shock  of  the  alternating  current  defibrillator. 
The  patient  was  treated  for  an  acute  myocardial 
infarction,  although  diagnostic  electrocardiographic 
findings  did  not  appear.  Since  leaving  the  hospital 
18  months  ago,  he  has  continued  to  have  moderate, 
but  not  incapacitating,  angina. 

Case  5. — A 54-year-old  man  had  been  treated  with 
anticoagulants  for  two  years  because  of  a cerebral 
vascular  thrombosis.  On  Feb.  6,  1964,  while  in  the 
clinic  for  a routine  visit,  he  suddenly  collapsed.  No 
pulse  or  heart  beat  was  present.  Mouth-to-mouth 
respiration  and  external  cardiac  massage  were  be- 
gun immediately,  and  then  artificial  respiration  was 
given  through  an  endotracheal  tube.  An  EGG  showed 
ventricular  fibrillation  (Fig.  3a).  An  external  de- 
fibrillator was  obtained,  but  would  not  function. 
Another  defibrillator,  of  the  alternating  current 
type,  had  to  be  transported  from  the  main  hospital. 
Defibrillation  was  then  performed,  45  minutes  after 
ventricular  fibrillation  had  begun.  A very  slow  idio- 
ventricular rhythm  at  the  rate  of  25  beats  per  min- 
ute followed  (Fig.  3b).  Subsequent  tracings  (Figs. 
3c  and  3d)  showed  independent  P waves,  and  the 
ventricular  rhythm  gradually  increased  in  rate  to 
85  beats  per  minute.  Ventricular  fibrillation  with 
finer  fibrillary  waves  recurred  two  minutes  later 
(Fig.  3e).  Defibrillation  was  again  accomplished, 
and  a nodal  tachycardia  at  the  rate  of  150  beats  per 
minute  resulted  (Fig.  3f).  Ventricular  fibrillation 
recurred  twice  more  (Figs.  3g  and  3i),  and  each 
time  was  promptly  reverted  by  counter-shocks.  After 
the  fourth  bout  (Fig.  3i),  nodal  tachycardia  (Fig. 
3j)  and  finally  sinus  tachycardia  (Fig.  3k)  resulted. 
During  efforts  at  resuscitation  three  ampules  of 
sodium  bicarbonate  (44  mEq.  each)  were  given  in- 
travenously to  correct  acidosis  due  to  hypoxia.  The 
patient  promptly  regained  consciousness,  and  was 
maintained  on  vasopressors,  oxygen,  quinidine,  and 
anticoagulants.  There  were  no  further  disturbances 
in  rhythm,  and  sequential  EGGs  showed  an  acute 
posterior  myocardial  infarction.  The  patient  made 
an  excellent  recovery  despite  several  fractured  ribs 
from  the  external  cardiac  massage.  He  has  re- 
mained well  for  16  months. 

Case  6. — A 52-year-old  man  was  admitted  to  the 
hospital  on  April  22,  1964,  following  an  episode  of 
ataxia  and  weakness  of  his  left  arm  and  leg.  The 
EGG  was  normal,  and  he  had  no  cardiac  symptoms. 
In  preparation  for  a carotid  arteriogram,  1 percent 
lidocaine  was  injected  intradermally.  The  patient 
immediately  had  a grand  mal  epileptic  seizure,  and 
the  procedure  was  abandoned.  One  hour  later  he 
developed  severe  substernal  pain,  and  an  EGG 
showed  an  acute  anterolateral  myocardial  infarc- 
tion (Fig.  4a).  While  the  tracing  was  being  taken, 
ventricular  fibrillation  occurred  (Fig.  4b).  The  pa- 
tient was  given  immediate  external  cardiac  mas- 
sage, and  artificial  respiration  using  the  intermit- 


tent inspiratory  positive  pressure  apparatus.  Re- 
version to  sinus  rhythm  was  accomplished  within 
four  minutes  by  a single  shock  of  the  direct  cur- 
rent defibrillator  (Fig.  4c).  The  patient  promptly 
regained  consciousness.  The  EGG  then  showed  an 
acute  posterolateral  myocardial  infarction  (Fig.  4d). 
Quinidine  was  given  by  mouth  and  no  vasopressors 
were  necessary.  Anticoagulants  were  begun  five 
days  later.  There  were  no  subsequent  rhythm  dis- 
turbances and  the  patient’s  condition  has  been  satis- 
factory for  15  months  since  leaving  the  hospital. 


Discussion 

Cardiac  standstill  complicating  acute  myo- 
cardial infarction  can  be  due  either  to  ven- 
tricular fibrillation  or  ventricular  asystole, 
and  there  is  no  way  of  differentiating  them 
clinically.  Regardless  of  the  mechanism,  im- 
mediate application  of  closed-chest  cardiac 
massage  and  artificial  respiration  is  neces- 
sary if  the  patient  is  to  be  saved.  The  time 
interval  during  which  such  techniques  can 
be  effectively  begun  varies  with  the  state  of 
oxygenation  prior  to  the  catastrophe  and  the 
condition  of  the  cerebral  arteries.  However, 
it  is  generally  considered  to  be  four  minutes, 
or  irreparable  cerebral  damage  from  hypoxia 
occurs.  Excessive  delay  in  beginning  resus- 
citation was  considered  responsible  for  the 
therapeutic  failure  in  case  1,  although  the 
heart  beat  and  respiration  were  restored. 
Cerebral  complications  may  develop  in  spite 
of  prompt  therapy,  as  illustrated  by  the 
transient  weakness  in  case  3.  Failure  of  the 
patient  to  regain  consciousness  within  an 
hour  after  restoration  of  effective  circula- 
tion and  respiration  is  an  indication  for  hy- 
pothermia and  hypertonic  urea  in  an  attempt 
to  reduce  cerebral  edema. 

The  techniques  and  complications  of  ex- 
ternal cardiac  massage  have  been  described.^ 
Although  effective  external  cardiac  massage 
and  ventilation  may  not  restore  conscious- 
ness, it  can  sustain  the  circulation  until  aid 
and  equipment  can  be  obtained.  In  case  4, 
ventricular  fibrillation  was  not  corrected  un- 
til 45  minutes  after  its  onset,  and  the  patient 
survived  without  evidences  of  any  cerebral 
damage  from  the  mechanism  disorder.  The 
palpation  of  a pulse  in  the  carotid  and  fem- 
oral arteries  gives  assurance  that  the  ma- 
neuver is  effective.  At  times  the  cardiac 
output  produced  by  external  massage  may 
be  inadequate  because  venous  return  to  the 
heart  is  unduly  diminished  by  peripheral 
vasodilatation  and  venous  pooling.  Thus  as 
soon  as  possible,  intravenous  fluids  contain- 
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Fig.  4.  Left.  Successive  electrocardiograms  taken  April 
22,  1964.  a.  Acute  anterolateral  myocardial  infarction;  b. 
lead  II,  ventricular  fibrillation;  c.  lead  II,  sinus  rhythm 
after  countershock;  d.  after  reversion,  acute  posterolateral 
myocardial  infarction. 


ing  vasopressors  should  be  given.  Vigorous 
cardiac  massage  may  fracture  ribs  (as  in 
case  6)  or  produce  a hemothorax,  and  thus 
it  seems  wise  to  postpone  anticoagulants  for 
a few  days.  Although  open  chest  cardiac 
massage  is  effective  and  life-saving  in  op- 
erating room  emergencies,  it  is  poorly  tol- 
erated and  usually  hazardous  in  lethal  ar- 
rhythmias complicating  acute  myocardial 
infarction. 

Adequate  ventilation  is  mandatory,  and 
mouth-to-mouth  breathing  should  be  per- 
formed simultaneously  with  cardiac  massage. 
However,  an  endotracheal  tube  should  be  in- 
serted as  soon  as  possible,  because  respira- 
tion can  thereby  be  more  effectively  sus- 
tained. Moreover,  many  patients  retch  and 
vomit  upon  regaining  consciousness,  and  the 
hazards  of  aspiration  can  thereby  be  mini- 
mized. It  has  been  our  practice  to  call  the 
anesthesiologist  as  soon  as  cardiac  arrest 
occurs. 

Equipment,  supplies,  and  personnel  must 
be  available  for  successful  resuscitation.  An 
electrocardiograph,  a pacemaker,  and  a de- 
fibrillator are  essential.  Both  alternating 
and  direct  current  defibrillators  have  been 
effective  in  our  experiences  with  patients  de- 
veloping ventricular  fibrillation.  Lown  has 
discussed  the  advantages  of  the  direct  cur- 
rent machine.^ 

Defibrillation  may  finally  be  successful 
even  though  ventricular  fibrillation  recurs, 
as  demonstrated  by  cases  2 and  5.  Adequate 
oxygenation,  correction  of  the  hypoxic  aci- 
dosis by  sodium  bicarbonate,  and  vasopres- 
sors may  be  useful  in  preventing  recurrence 
of  ventricular  fibrillation.  Drug  therapy 
with  quinidine  or  procaine  amide  is  indi- 
cated to  decrease  myocardial  irritability. 
Failure  to  restore  sinus  rhythm  in  spite  of 
abolishing  ventricular  fibrillation  is  a clue 
to  the  likelihood  of  its  recurrence. 

If  the  ventricular  fibrillation  does  not  re- 
spond, the  resuscitative  measures  should,  of 
course,  be  continued.  Higher  voltages  and 
successive  countershocks  can  be  used.  If  the 
EGG  shows  a fine  contour  of  the  fibrillary 
waves,  0.5  mg.  of  epinephrine  and  1.0  gm. 
of  calcium  gluconate  by  intracardiac  injec- 


tion will  at  times  make  the  fibrillary  waves 
more  coarse  and  responsive.  There  should 
be  vigorous  respiration  with  pure  oxygen, 
and  correction  of  acidosis  with  sodium  bi- 
carbonate. The  use  of  epinephrine,  calcium 
chloride,  quinidine,  and  procainamide  in  re- 
fractory ventricular  fibrillation  has  been  dis- 
cussed by  Phillips  and  Burch.^ 

Ventricular  fibrillation  occurs  in  myocar- 
dial infarctions  from  which  the  patient  would 
otherwise  recover,  as  there  is  no  direct  cor- 
relation between  the  size  of  the  myocardial 
infarction  and  the  incidence  of  ventricular 
fibrillation.®  Thus  if  defibrillation  is  suc- 
cessful, some  patients  will  recover  who  would 
otherwise  die.®-®  At  times,  ventricular  fibril- 
lation occurs  as  a terminal  event  in  patients 
who  are  in  cardiogenic  shock  or  pulmonary 
edema.  In  such  cases,  successful  defibrilla- 
tion is  unlikely.  Although  we  have  seen  sev- 
eral such  patients  in  whom  defibrillation  was 
unsuccessful,  resuscitative  measures  and  con- 
version should  be  attempted  in  all  patients 
when  ventricular  fibrillation  occurs. 

As  illustrated  by  case  1,  premature  ven- 
tricular contractions  and  particularly  par- 
oxysmal ventricular  tachycardia  complicat- 
ing acute  myocardial  infarction  may  precede 
ventricular  fibrillation.  The  administration 
of  quinidine  or  procainamide  to  such  patients 
may  prevent  ventricular  fibrillation. 
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Excisional  Therapy  for  Post-Infarction 
Left  Ventricular  Aneurysm  in  42  Patients 


MYOCARDIAL  INFARCTION  is 
clinicalTT^ine  a major  cause  of  disability  in  the 

■ United  States,  and  accounted  for 
524,550  deaths  in  1962d  Prognosis 
following  this  serious  cardiac  insult  de- 
pends on  the  age  of  the  patient,  the  status 
of  the  myocardium,  the  adequacy  of  collateral 
blood  supply,  and  the  presence  of  associated 
diseases  such  as  hypertension.  The  outlook 
for  survival  is  materially  diminished  by  the 
appearance  of  complications  such  as  cardio- 
genic shock,  arrhythmias,  left  ventricular 
aneurysm,  and  systemic  and  pulmonary  em- 
boli. Left  ventricular  aneurysm  is  a major 
complication  of  myocardial  infarction  and 
can  result  in  intractable  cardiac  failure,  pe- 
ripheral embolization,  or  both.  The  purpose 
of  this  paper  is  to  present  an  analysis  of 
our  experience  with  the  treatment  of  this 
lesion  in  42  patients,  first  considering  some 
of  the  more  salient  features  of  diagnosis  and 
surgical  technique. 


Diagnosis  of  Ventricular  Aneurysm 

The  diagnosis  of  ventricular  aneurysm  em- 
braces the  routine  use  of  history,  physical 
examination,  electrocardiographic  tracings, 
x-rays,  and  in  addition  may  include  special 
cardiac  catheterization  and  angiography 
techniques. 

There  are  no  symptoms  pathognomonic  of 
ventricular  aneurysm  and,  in  fact,  this  lesion 
may  on  rare  occasions  be  noted  in  a patient 
completely  free  of  cardiac  symptoms.  In 
most  instances  the  symptoms  are  predomi- 
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nantly  those  of  a poorly  functioning  left  ven- 
tricle. Weakness  was  noted  in  over  half  of 
the  patients  in  this  series.  Exertional  short- 
ness of  breath,  orthopnea,  and  extreme  fa- 
tigability were  common.  Repetitive  bouts  of 
tachycardia  occurred  in  20  percent,  and  su- 
praventricular disturbances  such  as  atrial 
fibrillation,  flutter  or  tachycardia,  and  ven- 
tricular tachycardia  were  also  seen.  Symp- 
toms of  heart  failure  on  the  right  side  were 
noted  in  the  advanced  cases.  Angina  was 
present  in  20  of  42  patients  and  in  many  it 
was  quite  severe.  Renal  and  cerebral  emboli 
were  not  frequently  encountered  in  this 
series. 

Enlargement  of  the  cardiac  dullness  was 
present  in  the  majority.  Over  75  percent  of 
the  patients  had  a gallop  rhythm  and  in 
many  the  heart  sounds  were  distant.  A sinus 
rhythm  predominated,  and  all  but  three  pa- 
tients were  normotensive  when  initially  seen. 
In  some  a forceful  apical  impulse,  the  so- 
called  roll-out  phenomenon,  which  may  be 
medial  and  above  the  apex  beat,  was  ob- 
served. Systolic  murmurs  were  noted  in  25 
percent  of  the  patients  but  no  diastolic  mur- 
murs were  heard.  The  usual  accompanying 
signs  of  left  ventricular  failure  may  be  pres- 
ent and  in  the  more  severe  cases  evidence  of 
right  heart  decompensation  is  also  present. 

The  most  common  electrocardiographic 
pattern  encountered  was  that  of  a previous 
myocardial  infarction,  namely,  deep  Q waves 
and  persistence  of  the  ST  segment  elevation. 
Anterior  myocardial  aneurysms  give  rise  to 
ST  elevation  in  leads  Vi  through  V4,  and 
anterolateral  aneurysms  to  ST  elevation  in 
V3  through  Vg.  Posterior  (diaphragmatic) 
aneurysms  revealed  depression  of  some  of 
the  precordial  ST  segments  and  elevation  of 
the  ST  segments  in  standard  limb  leads  II, 
III,  and  AVF.  Combinations  of  these  may 
be  seen. 
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Left  ventricular  aneurysm  following  myocar- 
dial infarction  has  been  treated  by  surgical 
excision  in  42  patients;  of  these,  34  survived 
and  their  cardiovascular  status  improved. 
Excision  improves  cardiac  function  and  re- 
moves the  source  of  peripheral  emboli. 


Standard  roentgenograms  of  the  chest  may 
reveal  enlargement  of  the  left  ventricle  with 
deformity  of  its  contour,  localized  protuber- 
ance inseparable  from  the  cardiac  silhouette, 
bulging  of  the  anterior  or  posterior  border 
of  the  heart,  or  increased  density  or  calcifi- 
cation of  the  ventricular  wall.  Fluoroscopy 
may  further  delineate  abnormal  or  absent 
pulsations  in  the  aneurysm.  In  the  majority 
of  patients  the  pulsation  of  the  ventricular 
aneurysm  is  asynchronous  or  contrapulsatile 
(paradoxical),  bulging  outward  when  the 
remainder  of  the  ventricle  contracts.  Cine- 
fluoroscopy  may  further  allow  sharp  deline- 
ation, e.g.,  a calcific  shadow  may  be  seen 
to  be  linear  and  limited  to  the  left  ventricle. 

Visualization  of  the  aneurysm  by  contrast 
medium  is  frequently  helpful.  Angio-Conray 
dye,  45  to  90  cc.,  is  injected  via  a cardiac 
catheter  into  the  right  ventricle  using  a me- 
chanical injector.  Satisfactory  visualization 
of  the  aneurysm  may  be  obtained  with  rapid 
serial  films  or  the  use  of  cineangiofluorogra- 
phy.  Percutaneous  retrograde  femoral  cathe- 
terization may  be  employed  to  introduce  the 
catheter  tip  into  the  apex  of  the  left  ventri- 
cle. Dye  can  be  injected  and  rapid  serial 
films  may  be  obtained  in  the  posteroanterior 
and  lateral  views,  employing  the  Schonander 
apparatus.  A Sones  tapered  catheter  may 
be  passed  retrograde  via  a brachial  artery 
cut-down,  and  injections  made  into  the  apex 
of  the  left  ventricle  for  visualization  of  the 
aneurysm  employing  cine  techniques.  A sec- 
ond injection  made  with  the  catheter  either 
in  the  mouths  of  the  coronary  arteries  or  in 
the  root  of  the  aorta  may  give  excellent  in- 
formation as  to  the  status  of  the  coronary 
vessels. 

Catheterization  of  the  right  side  of  the 
heart  may  reveal  elevated  pressures  on  the 
right  and  low,  relatively  fixed  cardiac  in- 
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dices  in  the  more  severely  incapacitated  pa- 
tients. Cardiac  catheterization  was  done 
prior  to  operation  in  18  patients  (Table  1). 
In  only  one  patient  were  the  pulmonary  cap- 
illary wedge  and  right  ventricular  pressures 
and  the  cardiac  index  normal.  In  the  re- 
maining 17  patients  some  abnormality  was 
present  in  one  or  more  of  these  measure- 
ments (Table  1). 

Cardiac  catheterization  was  done  in  seven 
patients  at  intervals  of  six  weeks  to  five 
years  after  operation.  In  no  instance  did 
pressures  in  the  right  ventricle  remain  ele- 
vated (Table  2).  The  cardiac  index  was 
unchanged  in  two  patients,  50  percent  high- 
er in  two  patients,  and  greater  than  100  per- 
cent higher  in  three. 


Operative  Technique 

Operation  is  performed  with  the  patient 
in  the  supine  position  and  with  the  left  side 
of  the  chest  elevated  45  degrees.  A bilateral 
thoracic  incision  is  made,  entering  the  left 
fifth  and  the  medial  portion  of  the  right 
fourth  intercostal  spaces  and  transecting  the 
sternum.  A vertical  pericardial  incision  is 
made  over  the  right  ventricle  and  atrium, 
avoiding  the  aneurysm.  Early  removal  of 
adherent  pericardium  may  result  in  rupture 


Table  1. — Results  of  Cardiac  Catheterization  in 
18  Patients  Prior  to  Excision  of  Left 
Ventricular  Anetirysm. 


No.  Patients 

No.  Patients 

Measured 

Abnormal 

Pulmonary  Capil- 
lary Wedge 
Pressure 

17 

14  (>10  mm.  Hg.  mean) 

Right  Ventricular 
Pressure 

18 

13  (>25  mm.  Hg.  systolic) 

Cardiac  Index 

17 

12  (<2.3  L./min./M“) 
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Table  2. — Pre-  and  Postoperative  Cardiac  Catheterization  in  7 Men  Undergoing 
Excision  of  Left  Ventricular  Aneurysm. 


Catheterization 

Date  of  and  Operation:  Catheterization 


Patient 

No. 

Age 

Opera- 

tion 

Interval  After 
Infarction 

' Pressure  (mm.  Hg.)  — 

Pulmonary  Wedge  PA 

Rv' 

Cardiac  Index 
(L./min./Mb 

Interval  After 
Operation 

2 

48 

3-27-58 

2 years 

(Pre) 

30 

66/32 

68/4 

1.6 

(Post) 

10 

28/10 

28/0 

3.6 

6 weeks 

3 

57 

7-1-58 

5 months 

(Pre) 

18 

40/20 

40/5 

1.5 

(Post) 

10 

25/10 

28/0 

2.2 

2 months 

4 

56 

8-1-58 

14  months 

(Pre) 

22 

45/15 

45/10 

1.2 

(Post) 

6 

15/6 

20/0 

3.8 

5 years 

5 

45 

10-13-58 

9 months 

(Pre) 

13 

24/10 

23/0 

1.6 

(Post) 

12 

24/10 

24/0 

1.5 

2 months 

6 

49 

11-6-58 

3 months 

(Pre) 

14 

28/12 

30/0 

1.4 

(Post) 

10 

25/12 

25/0 

3.3 

4.5  years 

28 

53 

2-28-62 

3 months 

(Pre) 

5 

25/6 

25/0 

2.2 

(Post) 

11 

25/10 

25/0 

3.3 

15  months 

31 

37 

4-24-62 

3 months 

(Pre) 

22 

44/28 

42/5 

3.0 

(Post) 

20 

35/15 

35/0 

3.0 

1 year 

with  massive  hemorrhage  or  may  allow  an 
increase  in  paradoxical  motion  to  such  an 
extent  that  reduced  cardiac  output  leads  to 
cardiac  arrest.  A single  large-bore  plastic 
catheter  is  inserted  in  the  right  atrium  and 
a tape  tourniquet  is  applied  to  the  pulmo- 
nary artery  so  that  all  venous  return  can  be 
diverted  by  gravity  flow  to  the  extracor- 
poreal system.  Prior  to  April,  1962,  hepa- 
rinized homologous  blood  was  used  to  prime 
the  extracorporeal  system.  Since  that  time 
plastic  disposable  bubble  oxygenators  have 
been  utilized  and  primed  with  5 percent  dex- 
trose in  distilled  water.  Twelve  patients 
have  been  operated  upon  using  this  new 
technique  with  no  deaths. 

Perfusion  is  conducted  under  normother- 
mic  conditions,  and  roller  pumps  are  em- 
ployed to  return  oxygenated  blood  to  the 
patient  via  the  femoral  artery.  Cardiopul- 
monary bypass  is  commenced  and  a vascular 
clamp  is  placed  across  the  ascending  aorta. 
This  clamp  is  released  periodically  to  allow 
coronary  perfusion  and  sluggish  cardiac  ac- 
tivity, but  is  kept  closed  initially  to  prevent 
systemic  distribution  of  dislodged  portions 
of  mural  thrombi  during  manipulation  of 
the  heart. 

Adherent  pericardium  is  dissected  off  the 
aneurysm  and  the  latter  is  incised.  Mural 
thrombi  are  removed  with  forceps  and  by 
wiping  with  a large  gauze  pad.  The  redun- 
dant wall  of  the  aneurysm  is  cut  away,  leav- 
ing a narrow  rim  of  fibrous  tissue  and  avoid- 
ing injury  to  papillary  muscles  and  chordae 
tendineae  of  the  mitral  valve.  Left  ventricu- 
lar repair  is  then  accomplished  with  con- 
tinuous and  interrupted  sutures  with  2-0 


Dacron.  Decannulation  and  chest  closure  are 
done  after  all  blood  in  the  pump  oxygenator 
system  has  been  returned  to  the  patient. 


Materials  and  Results 

Between  January,  1958,  and  April,  1964, 
42  patients  have  undergone  excision  of  post- 
infarction left  ventricular  aneurysms.  In- 
cluded are  2 women  and  40  men  with  an 
average  age  of  55  years.  The  youngest  pa- 
tient was  36  and  the  oldest  73.  Thirteen 
patients  were  more  than  60  years  of  age  and 
2 of  these  were  in  their  70’s.  The  average 
interval  between  myocardial  infarction  and 
the  diagnosis  of  ventricular  aneurysm  was 
four  months.  The  aneurysm  in  1 patient  was 
recurrent  and  developed  following  excision 
by  a closed  technique  in  1954.  A histoiy  of 
inadequate  bed  rest  after  myocardial  in- 
farction was  obtained  in  6 patients. 

Eight  of  the  42  patients  died  during  hos- 
pitalization, a mortality  rate  of  19  percent. 
Cardiac  action  could  not  be  restored  after 
ventricular  repair  in  4 patients,  3 of  whom 
were  elderly  and  had  severe  generalized 
coronary  artery  disease.  One  patient  died 
24  hours  after  surgery,  with  persistent  hy- 
potension. Two  patients  died  suddenly  and 
unexpectedly  three  and  ten  days  after  op- 
eration. One  patient  died  at  three  weeks 
from  further  myocardial  necrosis  and  bac- 
terial endocarditis  with  metastatic  abscesses 
in  the  brain  and  kidneys.  The  only  compli- 
cation in  patients  who  survived  operation 
was  an  embolism  to  the  bifurcation  of  the 


470 


Texas  State  Journal  of  Medicine 


Fig.  la  and  b.  Posteroanterior  roentgenograms  of  chest 
before  and  one  year  after  excision  of  postinfarction  left 
ventricular  aneurysm.  The  patient  is  a 72-year-old  man 


who  experienced  relief  of  intractable  congestive  heart  fail 
ure  following  operation. 


left  common  carotid  artery.  Embolectomy 
within  four  hours  of  the  cardiac  procedure 
failed  to  avert  a permanent  right  hemiplegia 
and  aphasia  in  this  patient. 

Significant  improvement  was  noted  in  an- 
gina and  congestive  heart  failure  in  the  34 
patients  who  survived  operation.  Heart  size 
and  contour  have  returned  toward  normal 
(Fig.  1)  and  no  recurrent  aneurysm  has 
been  observed.  Nineteen  patients  returned 
to  work,  and  12  to  active  retirement.  Two 
patients  are  still  in  their  convalescent  period. 

Three  patients  died  of  sudden  heart  fail- 
ure or  coronary  occlusion  two  years  after 
operation,  and  a fourth  patient  died  sud- 
denly from  an  unknown  cause  one  year  after 
surgery.  Cardiac  arrest  occurred  during  in- 
duction of  anesthesia  for  cholecystectomy 
five  months  after  cardiac  surgery  in  a fifth 
patient  who  had  previously  done  well.  A 
sixth  patient,  who  had  done  well  for  three 
and  one-half  years  following  aneurysmec- 
tomy, developed  chronic  cardiac  failure  and 
died  four  years  after  surgery.  Autopsy  re- 
vealed a myocardial  infarction.  The  remain- 
ing 28  patients  were  alive  at  the  time  of  this 
follow-up  study  in  April,  1964,  and  have, 
in  general,  maintained  the  clinical  improve- 
ment noted  initially  (Fig.  2).  One  patient 


LONG  TERM  SURVIVAL  FOLLOWING  EXCISION  OF  VENTRICULAR 
ANEURYSM 42  PATIENTS 


TOTALS 


HOSPITAL 

DEATHS 


LATE 

DEATHS 


ALIVE 
APRIL, 1964 

42  PATIENTS 


6 


28 


YEAR  OF  OPERATION 


Fig.  2.  Bar  graph  indicating  fate  of  the  42  patients  under- 
going excision  of  left  ventricular  aneurysm,  according  to 
the  year  in  which  operation  was  performed.  Note  that  28 
patients  were  alive  in  April,  1964,  ond  that  12  of  these 
had  survived  for  as  long  as  four  to  six  years  after  operation. 


had  sustained  a recurrent  myocardial  in- 
farction a year  after  surgery  but  recovered 
and  returned  to  work.  One  55-year-old  man 
had  worked  for  three  years  after  aneurys- 
mectomy when  he  suffered  a stroke  which 
restricted  his  activities. 
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Discussion 

The  presence  of  a noncontractile  aneu- 
rysm on  the  left  ventricle  dissipates  a con- 
siderable portion  of  the  left  ventricular 
stroke  volume  through  paradoxical  motion 
of  the  sac.  The  resultant  decrease  in  cardiac 
output  may  result  in  cardiac  failure  which 
is  difficult  to  control  medically.  Schlicter, 
Hellerstein,  and  Katz^  found  that  the  prog- 
nosis in  102  cases  of  ventricular  aneurysm 
was  about  half  as  favorable  in  comparison 
with  patients  who  did  not  develop  this  com- 
plication ; 73  percent  of  patients  died  within 
three  years  and  88  percent  within  five  years. 
Congestive  heart  failure  was  the  most  com- 
mon cause  of  death  (70  percent).  Rupture 
of  the  aneurysm  is  rare.^’  ® Peripheral  em- 
bolization from  the  mural  thrombus  consist- 
ently present  within  the  aneurysm  is  an  im- 
portant cause  of  morbidity  and  mortality. 

Bailey  reported  the  first  successful  opera- 
tions for  excision  of  ventricular  aneurysms 
employing  a closed  method  with  a special 
clamp  and  utilizing  a “flush  out”  technique 
for  removal  of  the  mural  thrombus.^  Pre- 
vious reports  from  our  series  introduced  and 
detailed  the  use  of  cardiopulmonary  bypass 
for  precise  excision  of  postinfarction  left 
ventricular  aneurysms,  emphasizing  com- 
plete removal  of  the  mural  thrombi.®'®  Others 
have  confirmed  the  efficacy  of  open  cardiac 
repair  of  these  lesions.®'^^  In  spite  of  some 
recent  reports  on  the  successful  employment 
of  closed  techniques,^®’ we  believe  that  open 
repair  using  cardiopulmonary  bypass  is  the 
operation  of  choice  because  it  permits  com- 
plete, accurate  excision  of  the  aneurysm  with 
preservation  of  papillary  muscles  of  the 
mitral  valve,  and  allows  thorough  removal 
of  all  mural  thrombi.  The  survival  of  81 
percent  of  patients  and  the  improvement 
noted  in  these  survivors  confirms  the  effica- 
cy of  definitive  surgical  treatment  for  this 
serious  complication  of  myocardial  infarc- 
tion. 

Summary 

Left  ventricular  aneurysm  is  a major  com- 
plication of  myocardial  infarction  and  may 


result  in  congestive  heart  failure  and  pe- 
ripheral emboli.  Excision  of  the  aneurysm 
employing  cardiopulmonary  bypass  im- 
proves cardiac  function  and  removes  the 
source  of  emboli.  Between  January,  1958, 
and  April,  1964,  42  patients  have  undergone 
such  excisional  therapy  for  postinfarction 
left  ventricular  aneurysms.  The  hospital 
mortality  rate  was  19  percent.  Thirty-four 
patients  survived  and  experienced  improve- 
ment in  their  cardiovascular  status.  There 
were  6 late  deaths  from  causes  related  to 
ischemic  heart  disease,  and  28  patients  were 
still  alive  at  the  time  of  the  follow-up  study 
in  April,  1964,  having,  in  general,  main- 
tained the  improvement  noted  initially. 
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Chest  Pain  in  Congenital  Heart  Disease 

J.  ESPINO  VELA,  M.D. 


The  author  contends  that  the  chest  pain  in 

congenital  heart  disease  is  truly  anginal. 

Pain  may  arise  from  either  ventricle  when 

poorly  supplied  by  the  coronary  arteries. 

CHEST  PAIN  IS  often  an  out- 

REVIEW  ARTICLES  standing  manifestation  of  heart 

disease,  but  to  determine  if  the 
chest  pain  is  of  cardiac  origin  re- 
careful evaluation  on  the  part  of  the 
physician. 

Chest  pain  of  organic  cardiac  origin  has 
two  main  causes — coronary  artery  disease 
and  pericarditis. 

If  pericardial  pain  is  excluded — a relative- 
ly simple  clinical  evaluation  is  sufficient  for 
this  purpose — chest  pain  of  cardiac  origin 
likely  stems  from  gross  alterations  of  the 
coronary  arteries,  a condition  found  most 
often  in  adults. 

Chest  pain  in  children,  in  our  experience, 
is  due  for  the  most  part  to  rheumatic  peri- 
carditis, a condition  often  seen  at  the  Insti- 
tute Nacional  de  Cardiologia  in  Mexico  City. 
Cases  of  chest  pain  from  congenital  heart 
disease  are  rare. 

In  reviewing  our  material  we  find  that 
despite  the  few  cases  of  cardiac  pain  in  con- 
genital heart  disease,  several  conditions  oc- 
casionally accompany  this  symptom.  These 
are  certain  cases  of  anomalous  coronary 
arteries,  of  primary  pulmonary  hyperten- 
sion, aortic  and  subaortic  stenosis  as  well 
as  severe  pulmonary  stenosis.  Some  cases 
of  the  more  common  type  of  a congenital 
anomaly,  i.e.,  patent  ductus  with  severe  pul- 
monary hypertension  (of  the  variety  which 
should  be  regarded  as  primary  pulmonary 
hypertension  and  which  is  occasionally  asso- 
ciated with  a patent  ductus  arteriosus),  also 
included  anginal  pain  among  their  symptoms. 


quires 


Anomalous  Coronary  Arteries 

There  are  several  types  of  abnormalities 
of  the  coronary  arteries. 

Anomalous  origin. — One  of  the  coronary 
arteries,  either  the  right  or  the  left,  may 
arise  from  the  pulmonary  artery  rather  than 
from  the  aorta.  At  times  both  coronary  ar- 
teries arise  from  the  pulmonary  artery. 
This  happens  because  of  an  eccentric  di- 
vision of  the  primitive  truncus-conus  caus- 
ing one  or  both  coronary  arteries  to  arise 
from  the  wrong  vessel.^ 

When  the  right  coronary  artery  arises 
from  the  pulmonary  artery,  usually  no  grave 
consequences  develop.  The  abnormality  may 
be  overlooked  and  discovered  at  autopsy.  If, 
however,  the  left  coronary  artery  arises 
from  the  pulmonary  artery,  a serious  and 
usually  soon  fatal  condition  develops. 

This  may  be  due  to  the  fact  that  the  right 
ventricle,  a low  pressure  chamber,  consumes 
less  oxygen  and  withstands  irrigation  with 
venous  blood  without  giving  rise  to  symp- 
toms. The  left  ventricle,  on  the  other  hand, 
is  a high  pressure  chamber  and  requires 
much  larger  amounts  of  oxygenated  blood  to 
perform  its  work  properly  and  without  giv- 
ing rise  to  symptoms. 

When  both  coronary  arteries  arise  from 
the  pulmonary  artery,  the  right  and  left  ven- 
tricle will  be  supplied  with  venous  blood,  a 
situation  incompatible  with  life  for  more 
than  a few  hours  or  days.  Such  a condition 
is  usually  associated  with  complex  malfor- 
mations, such  as  single  ventricle,  transposi- 
tion of  the  great  vessels,  etc. 

Pain  and  left  ventricular  hypertrophy  are 
the  outstanding  features  of  anomalous  origin 
of  the  left  coronary  artery.  This  condition 
was  first  documented  with  autopsy  evidence 
in  1933  by  Bland  and  others.- 
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The  clinical  evidence  may  not  show  up 
until  a few  days  or  weeks  after  birth.  The 
anomaly  is  characterized  by  periodic  bouts 
of  nervousness,  pallor,  and  coldness  espe- 
cially after  meals.  Suggestive  of  abdominal 
colic  pain,  the  condition  is  contrarily  a very 
serious  one.  The  episodes  may  last  a few 
minutes  and  then  subside  completely.  One 
should  suspect  that  anginal  pain  is  present. 

Sudden  death  is  the  usual  result  either 
from  serious  arrhythmia  or  profound  shock. 
The  severity  of  the  picture,  its  sudden  onset 
and,  at  times,  its  rapid  temporary  disap- 
pearance are  suggestive  of  this  condition. 
Heart  failure  will  occur  if  the  child  survives 
long  enough.  If  the  patient  survives  for  any 
length  of  time,  a chest  x-ray  will  reveal  car- 
diomegaly  and  left  ventricular  hypertrophy. 
Visualization  of  the  left  ventricle  on  fluoro- 
scopy may  demonstrate  weak  pulsation. 

The  electrocardiogram  will  show  the  typi- 
cal features  described  by  Bland  and  others,- 
low  voltage  of  the  complexes,  negative  T 
waves,  and  ST  segment  elevation  in  the 
leads  reflecting  left  ventricular  potential 
(Fig.  1). 

There  is  no  known  treatment  for  this  con- 
dition, which  is  usually  fatal.  An  excep- 


Fig.  1.  ECG  of  a case  of  anomalous  origin  of  the  left 
coronary  artery  which  arose  from  the  pulmonary  artery. 
Notice  the  smallness  of  the  ventricular  complexes  and  the 
profoundly  negative  T woves  in  leads  I,  VL,  V6.  The  po- 
tient  was  newborn  and  died  in  shock  shortly  after  birth. 


tional  case  has  been  reported  in  which  the 
patient  lived  to  adult  life.^  Here,  the  right 
coronary  artery  was  grossly  enlarged  and 
supplied  both  ventricles  with  arterial  blood. 

Medical  treatment  is  limited  to  patients 
which  live  long  enough  to  develop  heart  fail- 
ure. Total  corrective  surgical  techniques 
after  an  accurate  diagnosis  may  be  feasible 
in  the  future.  Ligation  of  the  left  coronary 
artery  abnormally  arising  from  the  pulmo- 
nary artery  has  been  reported  beneficial  be- 
cause of  the  adequate  arterial  oxygenated 
blood  supplied  through  collaterals  to  the  left 
ventricular  territory  by  way  of  the  right 
coronary  artery. 

Abnormal  distribution. — Our  experience 
with  this  malformation  consists  of  three 
cases  in  which  the  right  coronary  artery  was 
unusually  large  and  emptied  into  the  right 
ventricle  through  a large  opening,  thus  rep- 
resenting an  aorto-right  ventricular  fistula 
with  hemodynamic  disturbances,  such  as  a 
wide  differential  pressure,  a large  left-to- 
right  shunt,  a continuous  murmur,  and  bi- 
ventricular overloading.^ 

In  one  case,  the  blood  supply  to  the  right 
ventricle  was  greatly  reduced  apparently 
from  two  causes:  (1)  excessive  velocity  of 
the  blood  through  the  large  tunnel-like  right 
coronary  artery,  (2)  reduced  anatomical 
network  of  lesser  coronary  arteries  supply- 
ing the  right  ventricle.  The  result  was  the 
appearance  of  chest  pain  on  effort  and  an 
electrocardiogram  exhibiting  true  ischemia 
over  the  enlarged  right  ventricle  (Fig.  2). 

Abnormal  number  of  coronary  arteries. — 
These  types  of  abnormalities  do  not  cause 
chest  pain  per  se. 


Primary  Pulmonary  Hypertension 

It  is  beyond  the  scope  of  this  paper  to 
discuss  the  validity  of  this  desigTiation  for 
a condition  considered  congenital. 

In  our  opinion  this  is  a true  entity  which 
exists  as  a primary  problem.  Perhaps  a bet- 
ter term  would  be  pulmonary  hypertension 
of  congenital  nature,  related  to  persistency 
of  universal  pulmonary  arteriolar  lumen 
narrowing. 

The  effect  of  this  condition  on  the  hemo- 
dynamics of  the  patient  is  that  of  severe 
overloading  of  the  right  ventricle.  The  pul- 
monary arterioles  constitute  a large  stenotic 
network  which  offers  high  resistance  to  the 
flow  from  the  right  ventricle. 
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Fig.  2.  A case  of  anomalous  distribution  of  the  right  coro- 
nary artery.  This  was  an  unusually  large  vessel,  1.5  cm. 
in  diameter,  which  emptied  directly  into  the  right  ventricle 
thus  creating  an  aortic-right  ventricular  fistula.  It  supplied 
the  right  ventricle  poorly.  Notice  the  ischemic  T waves 
over  the  first  five  precordial  leads. 


Chest  pain  of  anginal  nature  has  been  ade- 
quately compared  to  pain  related  to  coronary 
disease®  because  of  its  intrinsic  clinical  fea- 
tures. It  is  oppressive,  severe,  and  more 
marked  during  exercise. 

The  pain  is  of  a coronary  nature  and  not 
just  reminiscent  of  it.  Indeed,  one  must  bear 
in  mind  that  normally  the  right  ventricle  is 
a low  pressure  chamber,  depending  for  its 
blood  supply  upon  the  right  coronary  ar- 
tery. Yet,  in  severe  pulmonary  hyperten- 
sion the  right  ventricular  pressure  becomes 
markedly  elevated  reaching  four,  five  or 
more  times  the  normal  value  while  the  coro- 
nary blood  supply  through  the  right  coro- 
nary artery  remains  little  changed,  if  any, 
as  it  springs  from  the  opposite  circuit,  that 
is,  from  the  aorta.  Thence  the  difficulty  for 
the  aorta  to  supply  a ventricle  with  similar 
or  higher  pressure  than  its  own. 

Indirect  but  supportive  evidence  of  this 
abnormal  relation  of  the  right  ventricular 


Fig.  3.  Case  of  "primary"  pulmonary  hypertension.  The 
ECG  depicts  a very  marked  right  ventricular  overloading. 
Very  deep  negative  symmetric  T waves  are  present  over 
the  first  five  precordial  leads. 


mass  to  the  right  coronary  artery  supply  is 
seen  in  the  electrocardiogram  (Fig.  3). 
Tracings  in  this  condition  not  only  demon- 
strate a considerable  right  ventricular  sys- 
tolic overloading*’  but  also  ischemia  such  as 
is  seen  in  systemic  arterial  hypertension, 
where  symmetrically  inverted  T waves  de- 
velop either  because  of  narrowed  coronary 
arteries  or  from  the  effect  of  an  imbalance 
between  left  ventricular  mass  and  left  coro- 
nary artery  blood  supply,  or  the  combina- 
tion of  both  situations. 

In  pulmonary  hypertension  there  is  not, 
to  my  knowledge,  narrowing  of  the  coronary 
vessels  of  atherosclerotic  nature.  Therefore, 
the  imbalance  between  coronary  blood  sup- 
ply and  coronary  blood  demand  would  have 
to  be  the  responsible  factor  for  the  chest 
pain  and  the  electrocardiographic  changes. 


Pulmonary  Stenosis 

This  condition  is,  in  some  respects,  like 
pulmonary  hypertension.  Indeed,  right  ven- 
tricular pressure  becomes  markedly  elevated 
because  it  faces  the  high  resistance  produced 
by  a narrow  pulmonary  valve. 

In  this  condition,  more  so  than  in  primary 
pulmonary  hypertension,  right  ventricular 
pressure  may  rise  to  a degree  seldom  seen 
in  any  other  malformation  or  acquired  dis- 
ease. We  have  studied  cases  with  right  ven- 
tricular pressure  well  over  150  mm.  of  mer- 
cury as  well  as  one  case  with  a record  sys- 
tolic pressure  of  234  mm.  of  mercury;  the 
latter  was  in  a man,  33,  who  suffered  an- 
ginal pain  and  went  into  severe  right-sided 
cardiac  failure.  After  surgery  he  made  a 
good  recovery. 

Would  it  be  surprising  under  these  cir- 
cumstances to  admit  that  a 120  systolic 
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aortic  pressure  is  inadequate  to  supply  a 
much  more  hypertensive  and  hypertrophic 
right  ventricle?  We  believe  therefore  that 
the  mechanism  for  production  of  both  the 
pain  and  the  marked  electrocardiographic 
alterations  (Fig.  4)  is  none  other  than  the 
imbalance  between  the  tremendous  load  of 
the  right  ventricle  and  the  insufficient  right 
coronary  arterial  blood  supply. 

The  mechanical  work  imposed  on  the  right 
ventricle  in  both  primary  pulmonary  hyper- 
tension and  right  ventricular  overloading 
due  to  increased  pulmonary  valvular  resist- 
ance is  greatly  increased,  and  it  does  not 
seem  that  different  factors  are  involved 
other  than  the  increased  oxygen  demand 
both  in  the  production  of  pain  and  in  the  de- 
velopment of  electrocardiographic  changes. 
The  pulmonary  artery  is  hypertensive  in 
pulmonary  hypertension  and,  for  the  most 
part,  hypotensive  in  pulmonary  valvular 
stenosis  so  the  pulmonary  artery  itself  would 
not  seem  to  have  any  influence  on  the  origin 
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Fig.  4.  ECG  of  a patient  with  pulmonary  stenosis  associated 
with  atrial  septal  defect.  Notice  the  great  overloading  of 
the  right  ventricle  with  deeply  inverted  T waves  over  VR, 
VI,  V2  and  the  tall  pointed  P waves.  Notice  also  the  pecu- 
liar elevation  of  the  ST  segment  in  lead  I.  This  patient  had 
severe  angina  and  died  before  surgery  could  be  attempted. 


of  pain.  Our  concept  of  the  origin  of  cardiac 
pain  in  severe  right  ventricular  hyperten- 
sion contrasts  with  previous  reports  that  ap- 
peared especially  at  the  beginning  of  the 
century  in  which  some  authors  mentioned 
angina  in  connection  with  pulmonary  artery 
distention  in  patients  with  pulmonary  hy- 
pertension and  cyanosis  (cor  pulmonale)  or 
with  pulmonary  artery  atherosclerosis. 

Rather  recently  Viar  and  Harrison'  again 
insisted  the  cause  of  chest  pain  in  patients 
having  pulmonary  hypertension  is  to  be  at- 
tributed to  the  pulmonary  hypertension  per 
se.  However,  it  is  obvious  that  the  right 
ventricle  was  always  hypertrophic  and  over- 
loaded in  their  patients. 

Both  in  hypertension  and  in  hypotension 
of  the  pulmonary  artery — provided  the  right 
ventricle  is  under  strain — anginal  pain  and 
ECG  changes  may  appear,  thus  demonstrat- 
ing that  the  muscle  and  not  the  artery  is  the 
responsible  factor  of  this  symptomatology. 

In  passing,  one  should  mention  the  pain 
of  acute  massive  pulmonary  embolism  which 
places  a tremendous  load  on  the  right  ven- 
tricle giving  electrocardiographic  changes 
intimately  related  to  coronary  involvement 
through,  again,  an  imbalance  between  the 
demand  and  the  supply  of  arterial  blood  to 
the  critically  overloaded  right  ventricle. 

The  combination  of  pulmonary  valvular 
stenosis  and  atrial  septal  defect,  the  so-called 
trilogy  of  Fallot,  may  give  rise  to  severe  pre- 
cordial anginal  pain.  In  this  case,  in  addi- 
tion to  the  mechanical  factor  mentioned  in 
the  section  on  pure  pulmonary  stenosis,  the 
unsaturation  of  the  peripheral  blood  due  to 
the  right-to-left  shunt  at  the  atrial  level 
adds  its  effects  on  the  already  oxygen -de- 
prived right  ventricle.  It  should  be  remem- 
bered that  while  in  tetralogy  of  Fallot  the 
right  ventricle  is  overloaded  and  nourished 
with  unsaturated  blood,  its  pressure  never 
exceeds  systemic  pressure ; in  trilogy  in- 
stead, by  virtue  of  an  intact  ventricular 
septum  the  pressure  in  the  I’ight  ventricle 
may  rise  to  much  higher  levels  than  sys- 
temic, thus  accounting  for  greater  overload, 
higher  oxygen  demand,  larger  imbalance  be- 
tween demand  and  supply  and  anginal  pain 
which  is  not  seen  in  tetralogy.  This  elec- 
trocardiogram of  a patient  with  tetralogj'' 
(chosen  as  an  example)  shows  right  ven- 
tricular hypertrophy  (Fig.  5),  but  no  evi- 
dence of  ischemia  of  the  right  ventricle. 

It  has  been  postulated  by  some  workers 
that  an  overdistended  pulmonary  artery  may 
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compress  the  left  coronary  artery  and  cause 
a defective  filling  of  the  vessel.  This  was 
thought  by  Sternberg,  as  cited  by  Schaffer, 
to  be  the  reason  for  angina  in  mitral  ste- 
nosis.®'^ We  know  now  that  angina  in  the 
patient  with  tight  mitral  stenosis  is  ulti- 
mately the  consequence  of  a very  low  cardiac 
output  and  not  primarily  an  anatomical  cor- 
onary condition. 

Experiments  conducted  with  the  intention 
of  compressing  the  left  coronary  artery  with 
an  overdistended  pulmonary  artery  failed  to 
affect  the  diameter  of  the  coronary  vessel.® 


Aortic  Stenosis 


Three  conditions  may  be  included  under 
aortic  stenosis:  (1)  supravalvular  stenosis; 
(2)  aortic  valvular  stenosis;  (3)  subvalvu- 
lar aortic  stenosis  either  of  the  fibrous  or 
of  the  so-called  dynamic  hypertrophic  type. 

Any  of  these  conditions  may  cause  the 
following  hemodynamic  disturbances:  (a) 
left  ventricular  hypertension  resulting  in 
hypertrophy  of  the  left  ventricular  free  wall 
and  septum;  (b)  relative  hypotension  of  the 
aorta  leading  to  (c)  inadequate  filling  of 
the  coronary  arteries. 

Here,  too,  an  imbalance  occurs  between 
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Fig.  5.  ECG  of  a tetralogy  of  Fallot.  Notice  that  despite 
the  overloading  of  the  right  ventricle,  there  are  no  "ische- 
mic" T waves  over  the  right  ventricle. 


the  oxygen  demand  of  a hypertrophic  and 
hypertensive  left  ventricle  and  an  insuf- 
ficient coronary  blood  flow,  which  is  dimin- 
ished by  virtue  of  the  hypotensive  status  of 
the  aorta  and  in  some  cases  by  a direct  ob- 
stacle around  the  coronary  ostia. 

Any  of  these  conditions  are  capable  of 
causing  the  following  symptoms:  decreased 
tolerance  to  exercise,  transient  light-headed- 
ness, lypothymic  episodes,  oppressive  pre- 
cordial pain,  especially  on  effort,  i.e.,  true 
anginal  pain  and  sudden  death. 

Indirect  evidence  supporting  the  ischemic 
nature  of  cardiac  pain  is  given  in  this  elec- 
trocardiogram showing  deep  negative  and 
symmetrical  T waves  (Fig.  6). 


Other  Malformations 


Septal  defects  and  patent  ductus  arteri- 
osus.— Any  of  these  malformations  are  ca- 
pable of  causing  the  type  of  pain  under  dis- 
cussion, that  is,  oppressive,  retrosternal, 
radiating  pain  of  anginal  nature,  provided 
there  is  pulmonary  hypertension  of  high  de- 
gree, enough  to  cause  the  imbalance  between 
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Fig.  6.  The  tracing  to  the  left  (a)  shows  the  great  over- 
loading of  the  left  ventricle  in  a case  of  aortic  stenosis; 
notice  the  deeply  inverted  symmetric  "ischemic"  T waves 
over  leads  I,  VL,  V5  and  V6.  The  tracing  on  the  right 
(b)  is  another  case  of  aortic  stenosis  also  with  overload- 
ing but  not  with  ischemic  T waves  over  the  same  leads. 
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blood  supply  to  the  right  ventricle  and  the 
oxygen  demand  of  this  overloaded  chamber. 
This  may  be  seen  in  cases  with  excessive 
blood  flow  to  the  lungs,  but  it  is  more  com- 
monly encountered  in  cases  with  high  pres- 
sure, high  pulmonary  resistance,  a small 
heart,  and  reduced  flow  to  the  lungs. 

This  behavior  is  such  that  cases  with  this 
hemodynamic  pattern  may  adequately  be  in- 
cluded among  the  group  of  patients  with  pri- 
mary pulmonary  hypertension.  In  these 
cases,  the  presence  of  a septal  defect  or  of 
the  ductus  is  no  more  than  a coincidence  as 
many  of  the  features  exhibited  by  these  pa- 
tients are  not  satisfactorily  explained  by  the 
presence  of  the  septal  malformation  alone. 
The  electrocardiogram  of  a case  of  patent 
ductus  arteriosus  is  seen  in  Fig.  7.  Notice 
the  high  overloading  of  the  right  ventricle. 

Wolf f -Parkinson-  White  syndrome. — An- 
ginal pain  was  noted  very  commonly  in  pa- 


III 


Fig.  7.  ECG  of  a case  of  patent  ductus  arteriosus  with 
"primory"  pulmonary  hypertension.  Notice  the  greet  over- 
loading of  the  right  ventricle  and  the  ischemic  T waves. 


tients  with  this  syndrome.  It  was  always 
precipitated  by  bouts  of  paroxysmal  tachy- 
cardia. 

While  it  is  true  that  tachycardia  per  se 
is  capable  of  causing  anginal  pain,  even  in 
normal  hearts,  the  Wolff -Parkinson -White 
syndrome  is  a congenital  condition  which 
frequently  gives  rise  to  arrhythmic  disor- 
ders and  which  is  often  associated  with  Eb- 
stein’s malformation  of  the  tricuspid  valve. 

We  would  finally  like  to  mention  the  theo- 
retical possibility  of  seeing  patients  with 
anginal  pain  whose  malformation  consists  of 
a marked  dilatation  of  the  aortic  valve  ring, 
the  so-called  idiopathic  dilatation  of  the 
aorta  with  marked  regurgitation.  Although 
this  has  not  been  reported,  anginal  pain,  if 
present,  should  be  explained  on  the  basis  of 
insufficient  coronary  blood  flow  related  to 
the  incompetence  of  the  aortic  valves,  and 
the  high  demand  of  coronary  blood  supply 
by  the  dilated  left  ventricle. 

Summary 

Chest  pain  in  congenital  heart  disease  is 
seen  in  several  types  of  malformations.  This 
is  not  a common  symptom.  It  is  the  author’s 
belief  that  pain  is  of  true  anginal  nature 
and  that  both  the  right  and  the  left  ventri- 
cle, when  poorly  supplied  by  the  coronary 
arteries  may  give  rise  to  this  pain.  This 
poor  supply  may  be  the  result  of  abnormal 
origin  of  the  coronary  arteries  from  the  pul- 
monary artery  or  of  an  imbalance  between 
the  demand  of  an  overloaded  ventricle  and 
the  supply  of  inadequate  amounts  of  blood 
to  it. 
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Hashimoto's  Disease 

Henry  Goodwin  Glass,  M.D.;  George  W.  Waldron,  M.D.; 
Wilson  G.  Brown,' M.D.;  and  Thomas  J.  Kyle 


At  Hermann  Hospital,  Houston,  incidence  of 
Hashimoto's  disease  is  one  of  the  highest  in 
the  country.  Is  this  true  because  of  the  hos- 
pital's special  interest  in  this  disease,  or  is 
it  because  of  the  sea  coast  location?  What 
effect  do  diet  and  bacteria,  fungi,  and  viruses 
have  on  the  occurrence  of  this  form  of  chronic 
thyroiditis?  The  authors  report  results  of  an 
etiologic  study  carried  on  for  six  months. 


HASHIMOTO’S  DISEASE  is 
RESEARCH  s INVESTIGATION  a fomi  of  chroiiic  thyroiditis 

■ which  was  first  described  by 
Hashimoto  in  1912  in  his  mono- 
graph on  struma  lymphomatosa.  The  re- 
ported clinical  and  pathologic  characteristics 
of  the  disease  have  not  changed  much  since 
that  time.  In  Hashimoto’s  original  study^ 
which  included  only  four  cases,  the  clinical 
criteria  were  not  as  well  established  as  the 
histologic  criteria,  but  both  stand  today  as 
the  basis  for  the  definitive  diagnosis  of  this 
form  of  thyroiditis. 

The  diagnosis  of  Hashimoto’s  disease  has 
been  established  in  many  different  ways  in 
various  sections  of  the  United  States  and 
other  countries.  Some  investigators  have 
not  used  Hashimoto’s  criteria  but  have  set 
up  their  own.  In  the  studies  presented  here 
we  have  used  the  basic  criteria  in  Hashi- 
moto’s original  description  of  the  disease. 
They  are  (1)  rich  formation  of  lymphoid 
follicles,  (2)  a striking  change  in  the  epi- 
thelium of  the  vesicles  and  their  contents, 
(the  vesicles  vary  in  size  depending  upon 
the  infiltration  of  the  lymphoid  tissue,  the 
more  the  lymphoid  infiltration,  the  smaller 
the  vesicles  and  vice  versa),  (3)  extensive 
connective  tissue  growth,  and  (4)  diffuse 
round  cell  infiltration-lymphocytes  and  plas- 
ma cells. 


During  a 30-year  period,  252,225  patients 
were  hospitalized  at  Hermann  Hospital, 
Houston.  In  this  30-year  period,  1,409  pa- 
tients were  subjected  to  thyroid  surgery.  Of 
this  group,  186  or  13.2  percent  were  diag- 
nosed as  having  chronic  thyroiditis  (Table  1) . 

Hashimoto’s  disease  accounted  for  137 
patients  or  73.7  percent  of  the  thyroiditis, 
9.7  percent  of  the  thyroid  surgery  cases,  and 
.05  percent  of  the  total  hospital  admissions 
(Table  2). 

A comparison  of  the  incidence  of  Hashi- 
moto’s disease  at  the  Hermann  Hospital  with 
that  reported  by  investigators  in  other  cen- 
ters has  shown  the  incidence  of  9.7  percent 
found  at  Hermann  Hospital  to  be  one  of  the 
highest  in  this  country.  Lindsay  and  Daily^ 
in  San  Francisco  have  reported  an  incidence 
of  3.0  percent  in  7,263  specimens,  Heptinstall 
and  EastcotU  in  London,  England,  have  re- 
ported an  incidence  of  2.7  percent  in  600 
specimens,  and  Chesky  and  others^  in  Hal- 
stead, Kan.,  have  reported  an  incidence  of 


Table  1. — l,h09  Cases  of  Thyroid  Surgery  in  a 
30-Year  Period. 


Nontoxic  nodular  goiter 

724  51.3% 

Nontoxic  diffuse  goiter 

28  2.0 

Toxic  diffuse  goiter 

366  26.0 

Toxic  nodular  goiter 

101  7.2 

Metastatic  tumor  to  the  thyroid  gland 

4 0.3 

Chronic  thyroiditis 

186  13.2 

1,409  100.0% 

Table  2. — 186  Cases  of  Chronic  Thyroiditis 

in  a 30-Year 

-Period. 

Hashimoto’s  disease 

137 

73.7% 

Nonspecific  thyroiditis 

34 

18.3 

Riedel’s  struma 

14 

7.5 

Tuberculous  thyi’oiditis 

1 

0.5 

186 

100.0% 
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HASHIMOTO'S  DISEASE — Glass  et  al. — continued 

7.1  percent  in  2,031  thyroid  specimens.  It 
was  first  thought  that  the  high  incidence  of 
Hashimoto’s  disease  reported  from  Her- 
mann Hospital  was  due,  in  part,  to  a special 
interest  in  the  subject.  However,  a com- 
parable increase  of  Hashimoto’s  disease  was 
found  at  other  major  hospitals  in  Houston. 

The  higher  incidences  of  this  disease  have 
been  found  in  the  sea  coast  regions  except 
for  the  report  from  Halstead,  Kan.  Recent 
reports  have  indicated,  however,  that  Hashi- 
moto’s disease  has  been  reported  with  in- 
creasing frequency  at  the  inland  centers. 
Gandy  and  James®  found  an  incidence  of  2.0 
percent  of  Hashimoto’s  disease  in  a series 
of  100  consecutive  thyroidectomies  from  the 
Southern  Pacific  Hospital,  Houston,  done  on 
patients  from  all  parts  of  Texas  and  Louisi- 
ana. They  found  an  incidence  of  16  percent 
of  Hashimoto’s  disease  in  a series  of  100 
consecutive  thyroidectomies  from  their  pri- 
vate surgical  practice  composed  of  patients 
from  Houston  and  its  immediate  vicinity. 
Although  this  is  a limited  study  it  is  signifi- 
cant enough  to  partially  incriminate  locality 
as  a factor.  In  1952,  Pruitrt  checked  all  the 
patients  with  a diagnosis  of  Hashimoto’s 
disease  who  had  had  thyroidectomies  at  the 
Hermann  Hospital  and  who  were  still  living, 
and  found  that  the  majority  of  these  pa- 
tients had  lived  on  the  Gulf  Coast  area  of 
Texas  for  at  least  ten  years.  The  reason  for 
locality  being  a factor  in  the  production  of 
this  disease  process  has  not  been  successful- 
ly established. 

Diet  has  been  pinpointed  as  a factor  in  the 
production  of  the  thyroiditis  by  several  in- 
vestigators. In  1929,  McCarrison'  in  Eng- 
land, produced  a disease  in  rats  similar  to 
Hashimoto’s  disease  by  feeding  them  a diet 
of  white  flour,  meat  residue,  olive  oil,  salt, 
and  potassium  iodide.  When  Pruitt'*  ques- 
tioned the  Hermann  Hospital  patients,  in 
1952,  he  could  not  determine  that  diet  was 
a factor  in  the  production  of  this  process. 

Witebsky  and  others*  have  advanced  the 
thesis,  with  excellent  experimental  and  clini- 
cal evidence,  that  extracts  of  the  thyroid 
gland  can  become  antigenic  within  the  same 
species.  This  antigenic  influence  can  result 
in  an  autoimmunization  within  the  body  and 
chronic  thyroiditis  can  develop.  The  basis  of 
the  theory  is  that  thyroglobulin,  slowly  re- 
leased into  the  blood  stream,  can  act  as  the 
constant  antigenic  stimulus  to  cause  a his- 


tologic response  within  the  thyroid  gland 
that  is  consistent  with  chronic  thyroiditis. 

Hashimoto  was  the  first  person  to  suspect 
that  Hashimoto’s  disease  could  be  caused  by 
bacteria,  fungi,  or  viruses.  He  made  exten- 
sive stains  of  tissue  preparations  and  cul- 
tures in  an  effort  to  designate  any  one  of  a 
number  of  organisms  as  a causative  agent, 
but  he  was  never  able  to  produce  a real  sus- 
pect. Others  have  attempted  to  incriminate 
various  bacteria,  but  the  results  have  been 
totally  inconclusive. 

In  an  effort  to  add  to  the  present  informa- 
tion regarding  the  etiology  of  Hashimoto’s 
disease,  the  following  project  was  carried 
out  for  six  months  at  the  Hermann  Hospital. 
A portion  of  113  consecutive  thyroid  glands 
removed  at  surgery  was  bisected  under  asep- 
tic conditions,  placed  in  a sterile  collection 
bottle,  and  immediately  placed  under  refrig- 
eration. Each  portion  of  thyroid  tissue  was 
comminuted  completely  with  sterile  physio- 
logical saline  in  a mechanical  blender  for  a 
period  of  five  minutes.  The  homogenate  was 
mixed  with  several  volumes  of  sterile  nutri- 
ent broth  and  then  gently  centrifuged  to 
settle  heavy  tissue  particles.  The  supernat- 
ant fluid  was  divided  into  two  parts  for  cul- 
ture procedures.  Aerobic  and  anaerobic  rou- 
tine cultures  were  made  in  thioglycollate 
broth  and  brain-heart  infusion.  All  cultures 
were  plated  after  48  hours’  incubation  on 
blood  and  agar  and  aerobic  and  anaerobic 
cultures  were  made.  All  cultures  were  read 
and  discarded  after  48  hours’  incubation. 
Fungus  cultures  were  made  in  duplicate  on 
Sabouraud’s  agar,  Littman- Oxgall  medium, 
and  blood  agar  slants.  These  were  incubated 
at  both  25  C and  37  C,  and  held  four  weeks 
before  they  were  read  and  discarded.  Acid- 
fast  cultures  were  made  from  concentrated 
specimens  on  Peizer  TB  medium  and  Dubos’ 
oleic  acid  agar  and  incubated  for  eight  weeks 
before  they  were  read  and  discarded. 

A portion  of  the  supernatant  fluid  was 
treated  with  streptomycin  in  a concentration 
of  25  mg.  per  cc.  of  tissue  extract  for  viral 
studies.  The  streptomycin  aided  in  the  iso- 
lation of  virus  free  from  contamination  and 
helped  to  avoid  the  negative  results  so  fre- 
quently obtained  with  the  filtration  method 
of  removing  contaminating  micro-organisms. 
Exactly  0.3  percent  of  the  streptomycin- 
treated  tissue  extract  of  each  specimen  was 
inoculated  into  each  of  three  ten -day-old 
embryonating  chicken  eggs  via  the  allantoid 
cavity  and  three  eggs  were  also  inoculated 
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Table  3. — Culture  Studies  on  113  Consecutive  Cases  of  Surgically  Removed  Thyroid  Glands. 


Diagnosis 

No.  of 
Specimens 
Studied 

Positive 

AFB 

Cultures 

Positive 

Fungus 

Cultures 

Positive 
Cultures  for 
Filterable 
Agents  (Virus) 

Positive 

Routine 

Bacterial  Cultures 
(All  Contaminants) 

Toxic  goiter 

34 

0 

0 

0 

8 

Nodular  goiter 

52 

0 

0 

0 

11 

Thyroiditis 

15 

0 

0 

0 

1 

Carcinoma 

11 

0 

0 

0 

5 

Sarcoma 

1 

0 

0 

0 

1 

Total 

113 

0 

0 

0 

26 

via  the  chorioallantoic  membrane.  All  eggs 
were  incubated  an  additional  six  days  before 
they  were  considered  negative.  The  results 
are  shown  in  Table  3. 

It  can  be  concluded  that  for  all  practical 
purposes  bacteria,  fungi,  and  filterable  agents 
(virus)  cannot  be  considered  etiologic  fac- 
tors in  Hashimoto’s  disease. 

Anderson  has  suggested  that  the  etiology 
of  Hashimoto’s  disease  might  be  on  the  basis 
of  a metabolic,  constitutional,  or  retrogres- 
sive change  in  the  thyroid  rather  than  in  the 
nature  of  a chronic  inflammation.  Levitt 
has  proposed  a theory  that  practically  all  of 
the  thyroid  disease  processes  can  be  ex- 
plained on  a metabolic  basis.  The  authors 
do  not  adhere  to  these  concepts  and  do  not 
believe  that  they  have  been  generally  ac- 
cepted. It  is  noted  with  interest  that  Lind- 
say and  Dailey’s  work  in  San  Francisco  prior 
to  1950  showed  a 3 percent  incidence  of 
Hashimoto’s  disease  in  Graves’  disease. 
After  1950  they  found  an  incidence  of  39 
percent  in  Graves’  disease  that  had  been 
therapeutically  treated  with  Lsi.  It  is  sig- 
nificant that  Ii3i  causes  a moderate  degree 


of  thyroiditis  but  not  to  the  extent  seen  in 
Hashimoto’s  disease.  Although  recent  inves- 
tigations by  Witebsky  and  others,®  in  the 
field  of  autoimmunization,  seem  to  hold  much 
promise,  it  is  believed  that  the  basic  cause 
of  Hashimoto’s  disease  remains  unknown. 
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Emphysema  on  the  Rise 

Deaths  from  emphysema  and  bronchitis  are  reported  to  have 
quadrupled  between  1952  and  1962,  according  to  Medical  Tribune 
(May  15-16).  Chronic  respiratory  diseases  are  now  the  fastest- 
growing  cause  of  death  in  the  U.  S.,  the  U.  S.  Public  Health  Service 
warns. 
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Herniated  Intervertebral  Lumbar  Disc 

Current  Concepts  in  Diagnosis  and  Management 


MOST  PHYSICIANS  must  some- 

cLiNicAL  MEDICINE  time  evuluate  the  complaint  of  low 

■ back  pain.  Among  its  causes,  rup- 
ture of  a lumbar  intervertebral 
disc  occupies  a prominent  position.  A “typi- 
cal disc  syndrome”  usually  presents  little 
diagnostic  difficulty.  All  too  often  only  mea- 
ger parts  of  the  syndrome  present  them- 
selves and  the  diagnosis  and  proper  course 
of  action  are  anything  but  clear-cut. 


History 

As  recently  as  50  years  ago  the  explana- 
tion for  sciatic  pain  by  Dejerine  and  other 
famous  neurologists  was  syphilis.^^  As  the 
science  of  pathology  developed  and  postmor- 
tem examinations  were  performed  more  fre- 
quently, it  became  possible  to  differentiate 
a number  of  clinical  entities  in  which  there 
was  involvement  of  the  nerve  roots,  the  lum- 
bosacral plexus,  or  the  sciatic  nerve  itself. 
As  specific  tests  for  syphilis  were  developed 
and  as  more  specific  means  of  its  treatment 
evolved,  it  was  eliminated  as  an  important 
cause  of  sciatic  nerve  pain. 

The  development  of  roentgenology  was  a 
further  step  toward  diagnostic  precision  for 
it  made  possible  during  life  the  diagnosis  of 
many  skeletal  disorders  producing  pain  in 
the  distribution  of  the  sciatic  nerve  which 
formerly  had  been  loosely  grouped  as  “sci- 
atica.” The  introduction  of  iodized  poppy 
seed  oil  (Lipiodol)  in  1922  as  an  intraspinal 
contrast  medium  permitted  accurate  locali- 
zation of  tumors  and  other  pathologic  proc- 
esses of  the  spine. 

When  small  localized  tumefactions  were 
found  extending  into  the  ventral  portion  of 
the  spinal  canal  opposite  the  intervertebral 
disc,  the  lesions  were  considered  true  neo- 
plasms and  were  designated  by  such  terms 
as  chondroma,  fibroma,  and  fibrochondroma. 
Several  autopsied  cases  of  complete  extru- 
sion of  the  nucleus  pulposus  into  the  spinal 
canal  are  reported  as  far  back  as  1911,  the 
patients  having  become  paraplegic,  anesthet- 
ic in  their  lower  limbs  and  incontinent  in 


both  sphincters  before  they  died.  These  iso- 
lated instances  were  recognized  as  their  true 
pathologic  entities.  In  1934,  two  collaborat- 
ing distinguished  surgeons,  W.  Jason  Mixter, 
a neurosurgeon,  and  Joseph  S.  Barr,  an  or- 
thopedic surgeon,  concluded  that  nerve  root 
compression  resulting  from  pathologic 
changes  in  the  intervertebral  disc  is  a com- 
mon cause  of  sciatic  pain.-®  They  were  the 
first  to  stress  the  true  nature  of  the  intra- 
spinal masses,  which  previously  had  been 
regarded  as  neoplastic  even  when  they  were 
observed  at  operation.  Unfortunately,  the 
pendulum  swung  far  toward  the  belief  that 
the  cause  of  almost  all  instances  of  low  back 
pain  with  or  without  sciatica  was  a herni- 
ated disc.  In  more  recent  years  this  opinion 
has  been  modified  greatly  and  the  concept  of 
a “concealed  disc”  as  the  chief  cause  for  low 
back  and  sciatic  pain  no  longer  is  tenable. 

Pathophysiology 

The  lumbar  intervertebral  disc  is  funda- 
mentally composed  of  the  nucleus  pulposus, 
a semifluid  matrix,  surrounded  and  enclosed 
by  a tough  and  elastic  annulus  fibrosus.  The 
annulus  is  in  intimate  contact  with  the  carti- 
lage plates  on  the  adjacent  vertebral  sur- 
faces. The  primary  function  of  the  inter- 
vertebral disc  is  to  equalize  and  to  uniformly 
distribute  pressure  over  the  entire  surface 
of  each  vertebral  body,  which  it  is  equipped 
to  do  so  long  as  it  contains  a fluid  medium. 
The  nucleus  pulposus  represents  the  vestige 
of  the  embryonal  notochord.  Throughout  life 
it  is  invaded  by  fibroblasts  from  the  sur- 
rounding annulus  fibrosus.  In  the  senile  disc 
the  mucoid  material  originally  present  is  al- 
most entirely  replaced  by  fibrocartilage  as 
its  water  content  has  progressively  lessened. 
Perhaps  no  structure  in  the  body  reflects  the 
aging  process  so  early,  so  often  or  to  such 
a degree  as  does  the  intervertebral  disc.  This 
premature  senescence,  often  evident  by  the 
end  of  the  third  decade,  together  with  the 
tremendous  forces  which  bear  upon  the  in- 
tervertebral disc,  may  result  in  the  hemia- 
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Among  causes  for  low  back  pain  is 
rupture  of  a lumbar  intervertebral  disc. 
The  author  discusses  diagnosis 
and  presents  an  outline  of  treatment. 


tion  of  the  nucleus  pulposus  through  its  con- 
fining structures.  As  the  nucleus  pulposus 
progressively  lessens  as  a fluid  medium  it 
can  no  longer  carry  out  its  function  of  dis- 
tributing transmitted  forces.  The  annulus 
fibrosus  is  subjected  to  the  effect  of  forces 
which  it  is  not  constructed  to  withstand  and 
it  is  consequently  weakened.  A tear  is  apt 
to  occur  in  the  posterior  lateral  portion  of 
the  annulus  fibrosus,  with  herniation  of  the 
nucleus  pulposus  into  the  spinal  canal  and 
impingement  of  a nerve  root  at  its  point  of 
exit  from  the  inter\^ertebral  foramen.  Much 
less  commonly,  disc  herniation  may  occur 
near  the  midline,  producing  compression  of 
the  sacral  nerve  roots. 

Approximately  95  percent  of  all  ruptures 
of  the  intervertebral  lumbar  disc  occur  at 
either  the  level  between  the  fourth  and  fifth 
lumbar  vertebrae  or  between  the  fifth  lum- 
bar vertebra  and  the  sacrum.  Of  these  two 
sites,  the  frequency  of  rupture  is  approxi- 
mately equal.  Pregnancy  and  labor  appear 
to  be  responsible  factors  in  the  cause  of  disc 
protrusion  in  a significant  percentage  of 
women. 23  It  has  been  suggested  that  the 
corpus  luteum  hormone,  which  facilitates  re- 
laxation of  the  pelvic  ligaments,  may  simi- 
larly affect  the  lumbar  intervertebral  joints 
and  thus  be  a causative  factor  in  disc  herni- 
ation. The  incidence  of  multiple  herniation 
has  been  variously  reported  from  1.5  per- 
cent^ to  14  percent.22 

Diagnosis 

There  are  few  clinical  entities  in  which  a 
carefully  obtained  history  is  so  essential  in 
arriving  at  an  accurate  diagnosis  as  it  is  in 
the  rupture  of  a lumbar  intervertebral  disc. 
The  disorder  occurs  three  times  as  common- 
ly in  men,  probably  due  to  the  influence  of 
repeated  minor  trauma  in  occupations  which 
require  heavy  lifting  and  bending.  The  con- 
stant wear  and  tear  upon  the  lumbar  spine 
predisposes  intervertebral  disc  rupture  at 
the  points  of  greatest  flexibility  in  the  spine, 
the  lower  two  lumbar  vertebrae. 
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With  rare  exception,  the  first  symptom  of 
a ruptured  lumbar  disc  is  back  pain,  char- 
acteristically beginning  as  a catching  sensa- 
tion as  the  patient  bends  forward  to  lift  a 
heavy  object.  The  attempt  to  straighten  the 
back  is  usually  attended  by  even  more  severe 
lumbar  pain.  The  acute  episode  is  succeeded 
by  dull  aching  pain  in  the  same  region.  Oc- 
casionally the  pain  initially  is  relatively 
slight  and  worsens  several  hours  or  even  a 
day  or  two  later.  In  an  occasional  case,  pain 
in  the  back  and  sciatic  pain  occur  simultane- 
ously, but  as  a rule  there  are  several  attacks 
of  lumbar  pain  before  sciatic  pain  occurs. 
Pain  is  intensified  by  movement,  weight  bear- 
ing, coughing,  sneezing,  or  straining  at  stool. 
Relief  is  obtained  by  resting  on  a hard  sur- 
face (the  history  often  includes  the  patient’s 
having  slept  on  the  floor)  and  by  flexing  the 
thigh  and  leg  to  relax  the  pull  on  the  sciatic 
nerve. 

The  distribution  of  the  pain  may  assist  in 
localizing  the  level  at  which  disc  herniation 
has  occurred.  Numbness  and  tingling  have 
the  same  localizing  significance  as  pain. 
Thus,  involvement  of  the  heel,  sole,  and  outer 
foot  is  characteristic  of  disc  lesions  at  the 
lumbosacral  level.  A distribution  of  pain, 
numbness,  or  tingling  affecting  the  dorsum 
of  the  foot  and  hallux  is  characteristic  of  a 
herniated  disc  at  the  L-4  to  5 level.  Pain  radi- 
ating along  the  anterior  thigh,  across  the  pa- 
tella and  anteromedial  leg  may  occur  with 
disc  protrusions  at  either  L-3  to  4 or  L-2  to  3. 

The  findings  upon  examination  may  be 
broken  down  into  back  signs,  sciatic  signs 
and  localizing  neurologic  signs.  The  back 
signs  include  spasm  of  the  paravertebral 
muscles  with  loss  of  the  usual  lordotic  cur- 
vature and  commonly  a scoliosis  which  may 
have  a convexity  toward  or  away  from  the 
side  of  sciatic  pain.  There  may  be  a tilt  of 
the  pelvis,  which  is  usually  higher  on  the 
affected  side.  Movements  of  the  back,  espe- 
cially flexion,  are  limited,  and  bending  to- 
ward the  side  of  the  lesion  is  likely  to  be 
more  painful  then  bending  away  from  it. 


Volume  61,  JUNE,  1965 


483 


HERNIATED  LUMBAR  D\SC— Hardy— continued 


Digital  pressure  of  the  spinous  process  at 
the  level  of  involvement,  especially  when  the 
patient  has  bent  forward  to  the  point  of  in- 
tensification of  the  usual  pain,  causes  sharp 
pain  or  electric  shock  sensations  to  radiate 
into  the  hip,  back  of  the  thigh  and  leg. 

Sciatic  signs  include  tenderness  of  the 
nerve  and  the  occurrence  of  pain  on  straight 
leg  raising.  The  Lasegue  test  is  perfoiTned 
by  flexing  the  thigh  at  right  angles  to  the 
trunk  and  then  extending  the  leg  upon  the 
thigh  while  the  patient  is  recumbent.  It  is 
considered  positive  if  pain  is  thereby  pro- 
duced. Sudden  dorsiflexion  of  the  foot  at  this 
point  should  intensify  the  pain  if  there  is  root 
compression.  The  jugular  compression  test 
is  performed  by  simultaneous  compression 
of  the  internal  and  external  jugular  veins 
for  two  minutes  or  more.  It  is  positive  if 
the  patient  complains  of  having  increased 
pain  in  the  back,  progressing  into  the  hip 
and  thigh,  and  finally  into  the  leg.  Flexion 
of  the  neck  may  also  cause  leg  pain  in  the 
presence  of  nerve  root  compression. 

Neurologic  signs  include  motor  findings, 
reflex  alterations  and  sensory  changes.  The 
involvement  of  one  nerve  root  produces 
weakness  usually  so  mild  that  it  cannot  be 
detected  by  manual  examination ; testing  of 
the  leg  muscles  under  weight  bearing  is  far 
more  revealing.^^  The  Achilles  group  of  mus- 
cles is  tested  by  having  the  patient  walk 
briskly  on  his  toes.  A tendency  to  drop  the 
heel  to  the  floor  is  obvious  evidence  of  weak- 
ness. It  occurs  among  most  patients  with 
an  absent  ankle  jerk.  Weakness  of  the  an- 
terior tibial  muscle  group  may  manifest 
itself  by  toe  slapping  while  walking  and  dif- 
ficulty in  walking  on  the  heels.  Perhaps 
most  important  of  the  tests  of  muscle  func- 
tion is  that  of  evaluating  strength  of  the 
long  extensors  of  the  toes.  It  is  best  done  by 
having  the  patient  stand  and  dorsiflex  both 
great  toes  as  forcibly  as  possible  against  the 
counter  pressure  of  the  examiner.  Weak- 
ness is  frequently  associated  with  a disc 
lesion  between  the  fourth  and  fifth  lumbar 
vertebrae. 

Reflex  alterations  may  provide  reliable 
clues  in  the  diagnosis  and  localization  of 
disc  lesions.  They  have  been  reported  in  up 
to  80  percent  of  large  series  of  verified  lum- 
bar disc  herniations.^^  A decreased  knee 
jerk  occurs  relatively  uncommonly  and  sug- 
gests a lesion  of  the  fourth  lumbar  neiwe  or 
the  third  and  fourth  lumbar  nerves  (at  the 


L-3  to  4 level).  The  ankle  jerk,  because  of 
its  lower  segmental  innervation,  is  of  much 
more  importance  in  disc  lesions  than  the 
knee  jerk.  It  may  be  diminished  or  absent 
in  lesions  at  the  lumbosacral  interspace 
which  involve  the  first  sacral  nerve. 

Laboratory  aids  in  the  diagnosis  of  a her- 
niated lumbar  disc  include  plain  roentgeno- 
grams, spinal  fluid  analysis,  myelography, 
discography  and  electromyography.  Plain 
x-rays  may  confirm  alterations  of  spinal 
curvature  coincident  with  a disc  protrusion 
but  their  chief  value  is  in  the  consideration 
of  spinal  disorders  masquerading  as  disc 
lesions.  In  the  spinal  puncture,  manometries 
are  observed  and  the  spinal  fluid  protein  de- 
termination is  important.  Less  than  10  per- 
cent of  disc  cases  have  elevated  cerebrospinal 
fluid  protein ; only  a rare  case  of  spinal  cord 
tumor  fails  to  have  it.-^  Myelography,  dis- 
cography and  electromyography  each  carried 
a positive  correlation  with  operative  find- 
ings of  approximately  80  percent,^’ 
whereas  the  accuracy  of  clinical  diagnosis 
has  been  reported  at  40  percent.'*-  ® 

There  is  a wide  range  of  opinion  regard- 
ing the  indications  for  myelography.  Some, 
following  Dandy’s  recommendation  of  rou- 
tine exploration  of  both  the  L-4,  5 and  L-5, 
S-1  levels,  consider  myelography  unnecessary 
so  long  as  the  signs  and  symptoms  are  uni- 
lateral and  relate  to  a disc  protrusion  at  one 
of  these  levels.  Love*'  and  Ray,^^  pointing 
to  the  occasional  mimicry  of  intraspinal  neo- 
plasms, suggest  routine  spinal  fluid  protein 
determinations.  An  elevation,  particularly 
in  excess  of  100  mg.  per  100  ml.,  points 
strongly  toward  neoplasm,  and  myelography 
would  be  in  order.  Ford  and  Key*  recom- 
mended that  myelography  be  reseiwed  for 
those  cases  in  which  the  diagnosis  or  locali- 
zation of  the  lesion  is  not  sufficiently  clear 
to  enable  the  surgeon  to  operate  with  confi- 
dence. Lansche,^  Gurdjian--  and  others  have 
recommended  that  myelography  routinely 
precede  surgery  for  lumbar  disc  lesions. 
There  is  general  agreement  that  myelogra- 
phy should  not  be  done  when  a ruptured 
disc  is  suspected  unless  surgical  interven- 
tion is  being  considered.  There  are  four 
typical  myelographic  defects  related  to  a 
lumbar  disc  protrusion.  The  commonest  is 
a lateral  indentation  of  the  dye  column  as 
seen  on  the  anteroposterior  projection  (Fig. 
1) . It  occurs  with  a laterally  protruding  disc 
and  its  size  is  not  necessarily  indicative  of 
the  true  size  of  the  lesion.  An  hour-glass  de- 
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formity  of  the  dye  column  occurs  in  midline 
herniations  (Fig.  2).  It  is  thought  to  result 
from  a crowding  of  the  intradural  nerve  roots 
at  that  level  to  each  side,  leaving  a narrow 
channel  in  the  midline  over  the  dome  of  the 
protrusion.  The  most  subtle  and  often  over- 
looked defect  is  one  in  which  there  is  asym- 
metry, elevation  or  nonfilling  of  the  nerve 
root  sleeve  on  one  side  (Fig.  3).  It  is  most 
commonly  encountered  at  the  lumbosacral 
level.  Finally  a block-type  defect  due  to  a 
disc  extrusion  characteristically  presents  a 
shaggy  outline,  usually  over  a disc  space  but 
occasionally  over  a vertebral  body  (Fig.  4). 

A false  positive  myelogram  may  be  the 
result  of  arachnoidal  adhesions,  hypertrophic 
bony  changes,  a needle  defect,  extra-arach- 
noidal injection  of  dye,  the  occurrence  of 
varices  and  an  unusually  large  ligamentum 
flavum.  A false  negative  myelogram  may 
occur  when  the  lesion  is  too  far  lateral  to 
produce  a defect  in  the  column  of  dye,  when 
there  is  an  unusually  short  cul-de-sac  (which 
normally  ends  at  the  level  of  the  first  sacral 
vertebra)  and  when  an  insufficient  quantity 
of  contrast  material  has  been  used.  The 
highest  incidence  of  myelographic  failure  is 
in  the  patient  having  multiple  disc  protru- 
sions. Gurdjian--  reported  positive  myelo- 
graphic findings  at  both  levels  in  only  40 
percent  of  patients  having  disc  protrusions 
at  the  fourth  to  the  fifth  lumbar  vertebrae 
and  from  the  fifth  lumbar  vertebra  to  the 
first  sacral  vertebra.  He  emphasized  the 


Fig.  1.  Lateral  indentation  of  the  dye  column  as  seen  on 
the  anteroposterior  projection. 


need  for  routinely  exploring  both  levels  ir- 
respective of  the  myelographic  findings. 

There  are  numerous  conditions  which  can 
mimic  the  syndrome  of  a herniated  lumbar 
intervertebral  disc.  Usually  they  are  disor- 
ders of  the  spine,  but  they  include  such  wide- 
spread and  non-neurologic  entities  as  tumors 
of  the  femur,  twisted  ovarian  cyst,  glomus 


Fig.  2.  Hour-glass  deformity  of  the  dye  column  occurring 
in  midline  herniations. 




Fig.  3.  Poor  filling  and  elevation  of  the  nerve  root  sleeve. 
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Fig.  4.  Block-type  defect  due  to  a disc  extrusion. 


tumor  of  the  leg  and  eosinophilic  granuloma 
of  the  pelvis/'*'  Perhaps  the  disease  which 
most  commonly  must  be  differentiated  is 
rheumatoid  spondylitis  ( Marie- Striimpell 
disease) . It  is  an  inflammatory  reaction  be- 
ginning in  the  lumbosacral  spine  and  sacro- 
iliac joints  and  its  symptoms  characteris- 
tically are  low  back  pain  with  unilateral  or 
bilateral  sciatic  radiation.  It  differs  mainly 
from  the  disc  syndrome  in  that  the  onset  of 
pain  is  not  abrupt  and  severe  and  the  course 
often  is  not  characterized  by  remissions  and 
exacerbations. 

Hypertrophic  osteoarthritic  spurring  in 
and  around  the  intervertebral  foramen  may 
cause  nerve  root  compression  and  a pro- 
truded disc-like  clinical  picture.  Usually 
there  is  simultaneous  involvement  of  several 
joints,  and  remissions  are  seldom  so  clearly 
defined.  Anomalies  include  spondylolysis 
and  spondylolisthesis. 

Tumors  may  be  primary  or  secondary.  Of 
the  former,  the  commonest  lesions  of  the 
cauda  equina  are  neurofibroma,  meningioma, 
ependymoma,  and  chordoma.  The  associated 
symptoms  and  signs  may  be  almost  identical 
with  those  caused  by  a herniated  nucleus 
pulposus.  Features  of  differentiation  include 
the  fact  that  pain  caused  by  a tumor  is  char- 
acteristically exaggerated  by  rest  and  re- 
lieved by  exercise;  the  neurologic  signs  of  a 
tumor  are  more  widespread  and  such  “back 
signs”  as  muscle  spasm  and  altered  spinal 
curvature  usually  are  absent.  Metastatic  dis- 
ease of  the  spine  should  be  considered  par- 
ticularly when  there  is  a recognized  primary 
malignancy  of  the  prostate,  rectum,  pelvic 
viscera,  adrenals,  thyroid,  or  lungs. 


Chronic  infections  of  the  spine,  notably 
tuberculosis,  may  closely  simulate  the  herni- 
ated disc  syndrome.  Herpes  zoster  is  thought 
in  all  probability  to  affect  sometimes  the 
nerve  roots  without  affecting  the  ganglia, 
in  which  cases  there  would  be  no  eruption. 
The  disease  runs  its  course  in  six  weeks, 
which  might  represent  a reasonable  mini- 
mum time  to  allow  before  considering  ex- 
ploration. 

Treatment 

Except  for  specific  and  well-defined  in- 
stances in  which  emergency  surgical  inter- 
vention is  indicated,  all  patients  diagnosed 
as  having  a herniated  intervertebral  disc 
should  have  conservative  treatment.  It  should 
include  two  weeks  of  strict  bed  rest  except 
for  bathroom  purposes  twice  daily,  in  com- 
bination with  physiotherapy,  muscle  relax- 
ing drugs,  tranquilizing  medicines  and  anal- 
gesics. When  symptoms  and  signs  persist 
or  recur  despite  a properly  supervised  con- 
servative regimen,  operative  intervention 
may  be  indicated.  The  only  indication  for 
immediate  surgery  in  these  cases  is  the  sud- 
den appearance  of  severe  neurologic  disturb- 
ances resulting  from  involvement  of  the 
cauda  equina  by  a large  herniation  into  the 
spinal  canal.  The  result  may  be  disturb- 
ances of  the  bladder  or  rectal  sphincter, 
paralysis  of  the  quadriceps  femoris,  a foot 
drop  or  paralysis  of  the  gastrocnemius  mus- 
cles. Under  any  of  these  circumstances  in- 
dications for  prompt  surgery  are  imperative 
if  permanent  damage  is  to  be  prevented. 

Whether  spinal  fusion  should  be  performed 
with  disc  surgery  is  a question  still  being  de- 
bated. Most  neurosurgeons  and  some  ortho- 
pedic surgeons  contend  that  spinal  fusion  is 
not  indicated  as  a routine  adjunct  to  disc  sur- 
gery. Indications  for  a combined  operation 
have  been  suggested  to  include  sciatic  pain 
in  association  with  spondylolysis,  spondylo- 
listhesis, or  lumbosacral  arthritis,  as  well  as 
joint  instability  demonstrated  roentgenolog- 
ically.  Even  under  these  circumstances  a 
spinal  fusion  combined  with  the  removal  of 
a herniated  disc  adds  so  little  to  the  clinical 
result  that  the  combined  procedure  is  I’arely 
if  ever  indicated.-'* 

The  results  of  surgeiy  as  reported  in  sev- 
eral large  series,*^' *-•’**'--• -**  was  satisfactory 
in  approximately  80  to  90  percent  of  cases. 
There  is  seemingly  no  correlation  between 
the  patient’s  age  and  the  operative  result.’** 
A significant  consideration,  however,  per- 
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tains  to  compensation  cases.  Thus,  of  211 
operative  patients  in  this  category,  Aitkin^® 
reported  a satisfactory  result  in  only  35  per- 
cent; 25  percent  of  the  patients  had  not  re- 
sumed working  two  to  eight  years  later. 

Complications  and  Failures 

One  of  the  most  dreaded  complications  to 
disc  surgery  is  interbody  infection.  It  may 
represent  an  aseptic  necrosis  or  there  may 
occur  an  osteomyelitis  of  the  spine.  In  any 
event,  convalescence  is  greatly  prolonged 
and  pain  and  disability  may  be  considerable. 
Treatment  consists  of  immobilization,  anti- 
biotics, and  general  supportive  care  until 
solid  fusion  of  the  contiguous  vertebral 
bodies  is  achieved.  Fortunately,  the  ultimate 
result  is  almost  invariably  good.-“  A more 
serious  complication  occurs  with  damage  to 
the  iliac  vein  or  aorta  during  the  course  of 
disc  removal.  The  result  may  be  a fatal 
hemorrhage  or  an  arteriovenous  fistula  and 
cardiac  failure.  When  the  complication  is 
recognized  early  it  may  be  effectively  dealt 
with.  A postoperative  foot  drop  may  result 
from  excessive  nerve  root  retraction  for  the 
exposure  of  the  disc  at  L-4,  5 ; recovery  usu- 
ally is  complete.^® 

Probably  the  commonest  cause  for  opera- 
tive failure  is  an  incorrect  preoperative  di- 
agnosis. Other  causes  include  the  failure  to 
locate  the  lesion  through  exposure  at  the 
wrong  level,  obscuration  of  the  disc  due  to 
poor  exposure  or  hemorrhage,  and  the  fail- 
ure to  recognize  a double  lesion.  Undue  dam- 
age to  the  nerve  root  and  unnecessary  dam- 
age to  the  articular  facets  may  contribute 
to  nonsalutary  operative  results.^'^ 

Summary 

1.  The  progressive  changes  which  occur 
in  the  intervertebral  disc  throughout  life 
were  reviewed.  In  the  cause  of  disc  hernia- 
tion, the  relationship  was  considered  between 
premature  senescence  of  the  disc  and  the  un- 
due stresses  exerted  upon  the  lower  lumbar 
region. 

2.  Reference  was  made  to  pertinent  fea- 
tures of  the  history  and  the  findings  upon 
examination  in  the  diagnosis  of  a herniated 
lumbar  disc.  The  salient  laboratory  aids 
were  defined. 

3.  Disorders  mimicking  lumbar  disc  pro- 
trusion were  listed  with  their  essential  dif- 
ferentiating features. 

4.  An  outline  of  treatment  was  proposed. 


Complications  and  causes  for  case  failure 
were  discussed. 
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Asking  the  Psychiatrist  for  Help 

...  Helpful  Hints  to  the  Referring  Physician 


A GREAT  DEAL  has  been  said 
CLINICAL  MEDICINE  about  the  prevention  of  emotional 

■ disorders  through  good  emotional 
hygiene,  and  the  need  for  early  de- 
tection and  treatment.  So  much  has  been 
said,  in  fact,  that  we  may  tend  to  lose  sight 
of  the  fact  that  in  dealing  with  various  emo- 
tional disorders  there  are  both  indications 
and  contraindications  to  direct  psychiatric 
intervention  with  the  patient.  It  is  precisely 
this  point  that  has  caused  much  of  the  mis- 
understanding between  psychiatrists  and 
physicians  in  other  fields.  The  presence  of 
psychiatric  illness  or  emotional  problems 
does  not  always  constitute  adequate  or  nec- 
essary grounds  for  direct  contact  between 
psychiatrist  and  patient. 

These  conclusions,  which  appear  to  run 
counter  to  current  thought,  are  based  on  the 
author’s  experiences  as  a psychiatric  con- 
sultant in  three  large  hospitals — a military 
general  hospital,  a VA  hospital,  and  a city- 
county  hospital.  I tabulated  my  consultation 
requests  from  the  latter  two  hospitals  for  a 
period  of  six  months,  and  will  present  the 
data  from  the  following  standpoints: 

1.  Under  what  circumstances  do  physi- 
cians request  psychiatric  consultation  in  a 
general  hospital  setting? 

2.  How  can  the  referring  physician  tell 
if  psychiatric  consultation  is  indicated,  or 
will  be  useful  in  a given  case? 

During  this  time,  86  patients  were  seen. 
One-fourth  of  the  referrals  (23  cases)  were 
seen  for  evaluation  of  suicide  attempts.  The 
next  most  common  reason  for  referral  (20 
cases)  was  for  the  investigation  of  emotion- 
al factors  in  purely  functional  symptoms 
(such  as  headache,  backache,  unilateral 
numbness,  and  “nervousness”),  and  for  the 
investigation  of  the  role  of  emotional  fac- 
tors in  producing,  aggravating  the  course  of. 


and  exaggerating  the  effects  of  physical  dis- 
ease. In  the  latter  category  were  such  prob- 
lems as  paroxysmal  auricular  tachycardia, 
diabetic  acidosis,  retinitis  pigmentosa,  and 
post-traumatic  states.  The  third  most  com- 
mon category  (18  cases)  was  referral  for 
evaluation  of  mental  state.  This  was  usually 
a symptom  or  sign  incidental  to  the  patient’s 
chief  complaint  or  major  presenting  prob- 
lem. In  this  category  were  persons  with 
wide  mood  swings,  depression,  disorienta- 
tion, and  peculiar  thinking,  which  were  often 
of  far  greater  concern  to  the  physician  than 
to  the  patient.  Ten  patients  were  referred 
because  they  were  management  problems  on 
the  ward.  Several  were  threatening  suicide. 
One  refused  to  eat,  and  four  were  referred 
because  they  were  suspicious  and  refused  to 
cooperate  with  the  physician  and  the  ward 
staff.  Three  patients  were  seen  because  they 
specifically  requested  psychiatric  consulta- 
tion. Two  were  seen  because  they  refused 
surgery ; in  both  of  these  cases  the  referring 
physician  hoped  that  the  consulting  psychia- 
trist could  influence  the  patient  to  undergo 
the  indicated  procedure. 


Attempted  Suicide 

All  of  the  referrals  for  attempted  suicide 
were  from  the  city-county  hospital,  and  con- 
stituted nearly  half  of  the  referrals  seen 
there.  At  this  hospital,  it  is  the  policy  that 
all  patients  who  attempt  suicide  be  evalu- 
ated by  a psychiatrist  prior  to  discharge.  Of 
these  23  patients,  I felt  that  4 required  psy- 
chiatric inpatient  care ; in  other  words,  about 
20  percent  of  persons  whose  suicide  attempt 
was  serious  enough  to  warrant  inpatient 
medical  observation  continued  to  be  in  great 
danger  beyond  the  actual  suicide  attempt. 
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For  many  people,  psychiatric  treatment  has 
been  of  great  value.  For  some  patients,  how- 
ever, direct  psychiatric  intervention  is  useless 
or  even  harmful.  And  sometimes  a psychia- 
trist can  do  more  for  the  mental  outlook  of 
the  referring  physician  than  for  the  patient. 
The  author  explains  these  cases,  and  pro- 
vides basic  "ground  rules"  for  seeking  and 
not  seeking  psychiatric  consultation. 


This  number,  I feel,  warrants  the  conclusion 
that  any  suicide  attempt  of  sufficient  mag- 
nitude to  require  inpatient  medical  observa- 
tion makes  psychiatric  consultation  manda- 
tory, What  about  the  other  end  of  the  spec- 
trum? What  about  a 17-year-old  girl  who 
has  difficulty  getting  along  at  home  and  in 
school,  but  feels  that  it  is  the  rest  of  the 
world  that  is  to  blame  for  her  own  unhappi- 
ness? She  was  brought  to  the  emergency 
room  one  night  because  she  had  swallowed 
20  aspirin  tablets  in  a fit  of  pique  after  dis- 
covering that  her  steady  had  taken  up  with 
another  girl.  Here  the  indications  are  less 
clear.  This  sort  of  person  is  usually  trying 
to  hurt  someone  other  than  herself.  She 
wants  to  live,  if  for  no  other  reason  than  to 
be  certain  that  she  really  does  hurt  this  per- 
son by  making  him  feel  responsible  for  her 
plight.  The  indications  for  consultation  in 
such  cases  hinge  on  a number  of  variables. 
The  chief  variables  are  motivation  for  change 
in  behavior,  the  individual’s  awareness  of 
his  behavior,  the  success  of  his  manipula- 
tions, and  the  attitude  of  the  important  per- 
sons in  the  individual’s  environment.  If  the 
girl  in  this  case  sees  her  action  as  justified; 
if  the  boyfriend  comes  back  by  virtue  of  the 
guilt  she  has  aroused  in  him ; and  if  the  par- 
ents see  psychiatric  treatment  as  a form  of 
punishment  for  this  “bad’’  behavior,  there 
is  little  point  in  going  any  further  than  mak- 
ing the  girl  and  the  family  aware  that  psy- 
chiatric consultation  is  available  if  they  de- 
sire it — leaving  it  up  to  them  to  arrange  the 
consultation.  This  will  serve  as  a further 
test  of  their  motivation,  and  will  also  tend 
to  reinforce  the  fact  that  alleviating  the  situ- 
ation is  primarily  their  responsibility.  How- 
ever, if  the  patient  recognizes  the  inappro- 
priateness of  her  behavior,  if  her  behavior 
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fails  to  secure  her  desired  aim;  and  if  her 
parents  or  other  important  people  in  her 
environment  see  this  as  a remedial  action 
that  must  be  looked  into  for  the  patient’s 
sake,  it  is  worth  investing  the  time  to  be 
certain  that  the  family  seeks  help. 

There  is  one  other  point  relevant  to  the 
evaluation  of  a patient  who  attempts  sui- 
cide. In  order  to  make  a valid  assessment 
of  a patient’s  psychological  state,  it  is  neces- 
sary that  his  sensorium  be  moderately  clear. 
In  the  case  of  an  overdose  of  a drug  such  as 
a barbiturate,  it  may  be  necessary  to  wait 
several  days  before  the  patient  is  in  suf- 
ficiently good  contact  with  his  environment 
to  obtain  a valid  history  or  mental  status 
examination.  Therefore,  if  the  patient  is  not 
a management  problem  on  the  ward,  it  is 
wise  to  postpone  psychiatric  consultation 
until  he  is  lucid.  This  will  also  prevent  pre- 
mature transfer  to  an  inpatient  psychiatric 
service  in  which  sufficient  care  cannot  be 
given  to  bed  patients  who  require  frequent 
observation  of  vital  signs. 


Functional  Symptoms 

Consultations  requested  for  the  investiga- 
tion of  emotional  factors  in  purely  func- 
tional symptoms  were  more  common  at  the 
VA  facility  than  at  the  city-county  hospital. 
Cases  of  this  sort  tended  to  fall  into  two 
categories — patients  in  whom  the  complaints 
appeared  to  be  simply  an  extension  of  their 
life  style  of  chronic  incapacitation,  and  pa- 
tients in  whom  the  symptoms  caused  or  rep- 
resented a change  in  the  person’s  life  style 
from  one  of  productivity  to  one  of  acute  or 
chronic  incapacity. 
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ASKING  PSYCHIATRIST  FOR  HELP— Weiner— continued 

The  following  case  illustrates  symptoms 
that  are  an  extension  of  a life  style  of  in- 
capacity. 

Case  1. — The  patient  was  a 36-year-old  married 
white  man,  who  had  been  unemployed  for  the  pre- 
vious three  years  because  he  tired  easily,  had  “black- 
outs,” headaches,  felt  his  heart  skipping  beats  and 
throbbing,  and  had  shortness  of  breath  on  exertion. 
He  felt  that  his  joints  were  “loose”  and  that  they 
“slipped”  easily.  He  occasionally  experienced  spots 
before  his  eyes,  and  he  had  had  one  episode  of 
blurred  vision.  A complete  physical  examination  re- 
vealed no  evidence  of  organic  disease.  A review  of 
his  adult  patterns  of  adjustment  revealed  that  he 
had  always  had  difficulty  in  holding  a job  because 
of  limited  intelligence,  a fourth -grade  education, 
and  attempts  to  hold  jobs  beyond  his  capacity.  He 
projected  his  difficulty  in  adjustment  on  his  em- 
ployers, a back  injury,  and  “the  way  things  are.” 
A typical  example  of  his  life  style  was  that  he  at- 
tributed his  childless  marriage  to  a physician  who 
“lanced  a venereal  infection”  he  had  suffered  when 
a young  adult.  It  did  not  occur  to  him  that  he  was 
the  one  responsible  for  becoming  infected  in  the 
first  place.  This  man’s  basic  mistrust  of  people 
made  it  unlikely  that  he  would  follow  any  regimen 
of  treatment.  He  certainly  'did  not  seem  willing  to 
face  his  limitations.  My  recommendation  in  this 
case  was  that  he  be  continued  on  a tranquilizer  and 
that  no  further  attempt  at  psychiatric  intervention 
be  made  unless  his  symptoms  worsened. 

The  next  case  represents  an  alteration  in 
life  style. 

Case  2. — The  patient  was  a 40-year-old  married, 
white  man,  a paint  foreman  with  a one-year  history 
of  headache,  “memory  lapse,”  diplopia,  irritability, 
terrifying  dreams,  and  nervousness.  Physical  ex- 
amination was  within  normal  limits.  There  was  no 
apparent  external  precipitating  stress.  The  patient 
had  been  gainfully  employed  throughout  his  adult 
life.  He  related  no  major  marital  or  interpersonal 
difficulty.  He  was,  however,  concerned  with  his 
ability  to  provide  for  his  family,  and  seemed  to 
feel  that  he  was  obligated  to  bring  in  a better-than- 
average  income  so  that  his  children  might  go  to 
college  and  rise  socially  to  a higher  level  than  he 
had  achieved.  The  only  obvious  threat  to  his  ability 
to  provide  for  his  family  was  severe  cold  sensitivity 
of  both  lower  extremities.  Both  feet  had  been  frozen 
on  a campaign  in  Italy  in  World  War  II,  but  he 
recovered  without  serious  physical  impairment  other 
than  an  exquisite  sensitivity  to  cold  which  invaria- 
bly led  to  severe  pain  and  a serosanguineous  ooze 
from  both  feet  if  he  did  not  take  the  utmost  pre- 
cautions to  protect  them  during  winter.  It  had  been 
suggested  to  him  a number  of  years  previously  that 
both  feet  might  ultimately  need  to  be  amputated. 

Here,  then,  was  a man  with  a genuine  threat  to 
his  own  value  system,  whose  fear  of  ultimate  in- 
ability to  look  after  himself  and  his  family  had  been 
directed  away  from  the  real  anxiety-provoking  dif- 
ficulty and  had  manifested  in  the  form  of  disabling 
functional  symptoms.  Because  his  symptoms  repre- 
sented a challenge  to  his  way  of  life  rather  than  an 
extension  of  it,  his  potential  for  response  to  treat- 


ment was  good,  and  therefore  justified  a trial  of 
psychiatric  treatment.  This  was  a man  who,  given 
a chance,  would  fight  to  return  to  health  because 
his  sense  of  values  made  it  imperative  that  he  re- 
spond to  life  in  an  aggressive  way,  if  he  could  begin 
to  face  his  fears. 

Physical  Disease 

The  most  fascinating  and  challenging 
group  of  patients  were  those  with  “real”  ill- 
nesses. Three  diabetics  with  recurrent  aci- 
dosis and  no  obvious  physical  cause  were 
referred.  In  each  case,  it  was  evident  to  the 
referring  physician  that  the  patient  was  not 
complying  with  his  orders.  Two  patients  had 
immature  personalities,  seemed  unable  to 
grasp  the  magnitude  of  their  illnesses,  and 
reacted  to  their  diabetes  in  the  same  imma- 
ture way  that  they  dealt  with  their  life  situ- 
ations generally.  It  was  impossible  for  me 
to  deal  directly  with  either  of  these  patients. 
My  work  in  these  instances  was  with  the 
referring  physician.  My  job  was  to  prevent 
the  doctor  from  taking  his  patient’s  actions 
as  a personal  affront  rather  than  as  the  pa- 
tient’s way  of  life.  This  is  the  whole  task 
in  dealing  with  the  immature  personality — 
to  keep  one’s  perspective  and  conquer  the 
urge  to  “beat  sense  into  them.”  These  peo- 
ple usually  respond  best  to  a moderately  au- 
thoritarian approach,  but  they  really  get  un- 
der the  skin  of  the  physician  who  feels  that 
his  patients  must  follow  his  orders.  The 
third  patient  had  been  in  relatively  good 
control  for  the  first  16  of  the  17  years  of  his 
illness.  Divorce,  return  to  his  mother’s  home, 
and  an  ensuing  depression  with  loss  of  in- 
terest in  controlling  his  diabetes  seemed  to 
be  the  cause  of  his  recurrent  acidosis.  It 
was  felt  that  this  man  could  be  worked  with 
directly  in  terms  of  helping  him  out  of  his 
depression,  and  he  was  given  an  appoint- 
ment to  a psychiatric  outpatient  clinic. 

Mental  Disorders 

The  next  category  is  the  group  of  patients 
in  whom  an  obvious  emotional  or  mental  de- 
rangement was  present  in  addition  to  the 
primary  difficulties  for  which  they  were 
hospitalized.  Consultations  in  this  group 
were  fairly  straightforward,  and  consisted 
of  explaining  why  a patient  was  hallucinat- 
ing or  confabulating.  The  most  common  dif- 
ferential diagnosis  in  this  group  was  between 
schizophrenia  and  the  acute  and  chronic 
brain  syndromes  resulting  from  cerebrovas- 
cular disease  or  alcohol. 
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Difficult-To-Manage  Patients 

The  ward  management  problems  were  the 
most  difficult  both  for  me  and  for  the  hos- 
pital staff.  With  the  other  patients,  psychi- 
atric consultation  could  be  regarded  as  a 
matter  of  academic  curiosity.  In  the  case  of 
the  ward  management  problems,  the  physi- 
cian was  not  expressing  mere  academic  curi- 
osity. He  was  expressing  inability  to  deal 
with  problems  out  of  his  usual  realm — prob- 
lems in  the  realm  of  disordered  thinking  and 
behavior  rather  than  of  physical  symptoms. 
These  consultations  often  carried  the  impli- 
cation that  the  requesting  physician  and  his 
ward  staff  felt  put  upon  by  having  to  deal 
outside  of  their  primary  area  of  competency. 
For  example: 

Case  3. — A cachectic  33-year-old  man  with  cere- 
bral palsy  had  been  admitted  for  treatment  of  bron- 
chopneumonia. He  was  alert  and  oriented,  but  re- 
fused to  eat  or  to  cough  up  his  bronchial  secretions. 
He  was  referred  as  a possible  case  of  anorexia  ner- 
vosa, and  the  primary  concern  of  the  physician  was 
his  patient’s  refusal  to  eat.  A review  of  the  pa- 
tient’s history  revealed  that  he  had  made  a fairly 
adequate  adjustment  in  his  earlier  life.  He  finished 
high  school,  had  finished  a short  business  course, 
and  had  done  bookkeeping  at  home.  After  the  death 
of  his  father,  nine  years  previously,  he  became  in- 
creasingly apathetic,  disinterested  in  his  environ- 
ment, showed  poor  appetite,  and  was  preoccupied 
with  his  bowel  function.  Seven  years  prior  to  ad- 
mission he  gave  up  walking  in  favor  of  a wheel 
chair.  His  symptoms  intensified  after  the  death  of 
his  grandmother,  two  years  prior  to  his  admission. 
Further  exploration  revealed  that  his  father  and 
grandmother  were  people  who  encouraged  him  to 
look  after  himself,  and  supported  him  in  his  striv- 
ings to  get  along  in  the  world.  Following  the  death 
of  these  two  people,  he  was  pulled  closer  and  closer 
to  his  mother,  who  demanded  that  he  play  a pas- 
sive, helpless  role  in  order  to  satisfy  her  need  to 
take  care  of  him,  which  was  grossly  distorted  by 
her  concomitant  need  to  control  him.  Along  with 
his  increasing  helplessness,  he  had  sunk  into  a state 
of  despair  and  felt  that  life  was  simply  no  longer 
worth  living.  After  evaluating  the  patient  and  his 
family,  I felt  that  there  was  little  chance  of  alter- 
ing the  pathological  interaction  between  mother  and 
son  in  any  permanent  way.  I elected  to  deal  only 
with  the  present  symptoms  of  anorexia  and  depres- 
sion. An  antidepressant  was  prescribed  and  the  pa- 
tient was  offered  a choice  of  eating  by  himself  or 
receiving  his  nourishment  by  gavage.  After  several 
gavage  feedings,  he  began  to  understand  that  he 
was  going  to  be  fed  one  way  or  another,  and  re- 
sumed eating.  No  treatment  was  attempted  beyond 
alleviation  of  this  crisis  situation. 

Patients  Who  Request  Consultation 

The  three  individuals  who  requested  con- 
sultation were  all  men,  but  presented  no 


findings  worthy  of  report.  It  has  been  my 
experience,  however,  that  physicians  will 
often  discourage  their  patients’  attempts  to 
secure  psychiatric  help.  There  are  cases  in 
which  a patient  should  be  discouraged  from 
seeking  psychiatric  treatment.  This  is  espe- 
cially true  in  the  case  of  the  patient  who  is 
seeking  a magical  change  in  himself  or  his 
environment.  On  the  other  hand,  a person 
who  voices  interest  in  examining  himself  and 
changing  his  ways  of  relating  to  people  has 
a chance  of  profiting  from  psychotherapeutic 
treatment.  Physicians  often  tend  to  refer 
only  those  patients  who  demand  it  or  those 
whose  presence  or  symptoms  can  no  longer 
be  tolerated.  However,  when  a patient  gets 
the  message  that  he  is  being  referred  be- 
cause he  is  distasteful  to  his  doctor,  his 
chances  of  success  with  a psychiatrist  are 
diminished.  He  will  tend  to  see  himself  as 
human  rubbish,  and  the  psychiatrist’s  office 
as  a dumping  ground,  and  will  direct  most 
of  his  efforts  to  proving  that  he  really  didn’t 
need  to  see  the  psychiatrist  in  the  first  place 
rather  than  examining  his  feelings  and  be- 
havior. It  is  better  to  refer  a patient  to  a 
psychiatrist  when  one  has  a positive  rela- 
tionship with  him,  rather  than  wait  until  he 
gets  the  implication  that  referral  is  an  ef- 
fort to  get  rid  of  him. 

The  appropriateness  of  a referral  also  de- 
pends on  the  psychiatrist  to  whom  a patient 
is  referred.  A patient  who  thinks  in  terms 
of  somatic  symptoms  and  symptom  relief 
via  medications  or  some  procedure  done  to 
him  will  do  well  with  a psychiatrist  whose 
orientation  is  in  terms  of  relief  of  symp- 
toms with  medication  or  somatic  treatment. 
On  the  other  hand,  a person  who  sees  his 
symptoms  as  related  to  disturbances  in  his 
emotional  life,  such  as  reactions  to  changes 
in  important  relationships  in  his  life,  is  more 
likely  to  be  able  to  use  the  services  of  a psy- 
chotherapist, who  can  explore  and  help  the 
patient  to  understand  the  ways  in  which  his 
life  style  or  attitudes  produce  his  symptoms, 
and  ultimately  encourage  him  to  change  to 
the  point  that  he  no  longer  gets  into  symp- 
tom-producing situations. 

On  "Selling"  Surgery 

To  the  last  category  of  patients,  I was 
asked  to  “sell"  a surgical  procedure.  I failed 
on  both  occasions.  All  I was  able  to  do  was 
to  suggest  to  the  referring  doctor  the  reason 
for  the  patient’s  refusal.  In  both  cases,  in- 
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sistence  only  ser\^ed  to  compound  the  pa- 
tients’ resistance.  I suggested  that  they  be 
allowed  to  sign  out  on  friendly  terms  in  the 
hope  that  they  would  see  the  hospital  as  a 
friendly,  helping  place  and  would  be  likely 
to  return  in  the  event  of  further  difficulty. 


When  Can  Psychiatry  Help? 

To  summarize,  I consider  the  following  to 
be  the  contraindications  and  indications  for 
direct  psychiatric  intervention. 

Co7it vindications. — 1.  An  attempt  by  the 
patient’s  family  to  punish  or  embarrass  him, 
with  the  main  object  being  to  label  him  as 
“crazy”  rather  than  to  help  him. 

2.  An  attempt  by  the  physician  to  “sell” 
an  unwanted  medical  or  surgical  procedure. 

3.  An  attempt  by  the  physician  to  rid 
himself  of  a patient  whose  presence  or  symp- 
toms he  no  longer  feels  able  to  tolerate. 

hidications  for  Delay. — 1.  Intoxication  due 
to  drugs  of  any  sort,  if  the  patient  is  not  a 
management  problem.  Wait  until  the  sen- 
sorium  clears. 

2.  In  attempting  to  do  a “complete  work- 
up,” psychiatric  evaluation  should  be  de- 
ferred until  last  if  an  organic  illness  is 
strongly  suspected.  In  my  own  experience, 
premature  attempts  at  psychiatric  diagnosis 
resulted  in  my  labeling  two  cases  of  hyper- 


thyroidism as  anxiety  reaction  and  psychotic 
depressive  reaction. 

Indications. — 1.  If  any  of  the  items  listed 
under  contraindications  can  be  altered,  in 
other  words,  if  the  family  can  be  led  to  seek 
psychiatric  treatment  as  help  rather  than 
punishment;  if  the  physician  wants  to  un- 
derstand his  negativistic  patient  rather  than 
“sell”  him ; and  if  the  physician  is  able  to 
come  to  grips  with  his  own  anger  and  make 
the  referral  an  appeal  for  help  rather  than 
a condemnation  of  the  patient. 

2.  As  preventive  treatment  in  the  patient 
who  will  require  long-term  hospitalization. 
An  examination  of  the  patient’s  personality 
may  bring  to  light  significant  factors  that 
will  help  prevent  episodes  of  uncooperative- 
ness or  significant  depression  and  feelings 
of  helplessness  that  will  be  damaging  beyond 
the  period  of  hospitalization. 

3.  Suicide  attempts  that  require  hospitali- 
zation for  medical  observation. 

4.  Symptoms  of  severe  anxiety  or  depres- 
sion out  of  proportion  to  any  apparent  phys- 
ical or  environmental  stress,  especially  if 
they  are  of  sufficient  degree  to  interfere 
with  vegetative  functioning  to  the  point  of 
producing  sleeplessness  or  anorexia. 

5.  The  patient  who  wants  to  examine  him- 
self, his  feelings,  and  his  way  of  life,  in  an 
attempt  to  understand  himself  and  to  alter 
his  pattern  of  functioning  so  as  to  become 
more  efficient,  useful,  and  tolerant  of  him- 
self. 

I Dr.  Weiner,  360,3  Lemmon,  Dallas. 


Wonderful  World  of  Serendipity 

Serendipity  has  always  provided  some  of  the  greatest  discov- 
eries. Search  for  a seasickness  remedy  produced  the  antihistamines. 
Investigation  of  a hiccough  remedy  yielded  a potent  analgesic.  Sub- 
sequently, the  antihistamines  were  discovered  to  be  antinauseants ; 
then  tranquilizers.  Snake  venoms,  studied  for  the  treatment  of  arth- 
ritis, were  found  to  be  anticoagulants  and  fungicides.  The  combined 
study  of  antibacterial  drugs  and  cabbage  feeding  led  to  the  antithy- 
roid drugs.  From  these,  it  can  be  seen  that  the  ultimate  destiny  of 
a new  drug  is  not  always  predictable  until  its  use  is  widespread. — 
A.  Lee  Lichtman,  M.D.,  in  Experimental  Medicine  and  Surgery,  22:2 
(June-Sept.)  1964. 
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Case  of  Acute  Intermittent  Porphyria 

HARRY  RUCHELMAN,  M.D. 


BEYOND  THE  FACT  that  por- 

CASE  REPORTS  phyria  is  said  to  be  an  “inborn  er- 

■ ror  of  metabolism,”  little  is  known 
of  the  pathogenesis  of  this  disease. 
In  1892,  Garrod  first  reported  the  presence 
of  small  amounts  of  porphyrins  in  the  urine 
in  healthy  persons  and  larger  amounts  in 
those  diseased.!  Since  that  time,  our  under- 
standing of  these  interesting  pigments  and 
their  function  in  health  and  disease  has 
made  meager  progress  beyond  the  descrip- 
tive stage. 

Gunther  in  1911  originally  classified  as- 
pects of  the  disease  as  porphyria  congenita, 
porphyria  acuta,  and  porphyria  chronica.^ 
This  nomenclature  was  largely  replaced  by 
Watson’s  classification:  porphyria  erythro- 
poietica  (Gunther’s  congenital  porphyria) 
and  porphyria  hepatica  (embracing  acute  in- 
termittent porphyria,  cutanea  tarda,  and 
mixed  porphyria) 

This  was  an  important  contribution  be- 
cause it  distinguished  the  various  forms  of 
porphyria  by  the  site  of  the  abnormal  pig- 
ment. 


The  Porphyrias 

The  relatively  rare  erythropoietic  form  of 
porphyria  occurs  in  childhood.^  Excessive 
quantities  of  uroporphyrins  are  formed  in 
the  bone  marrow  and  excreted  in  the  urine, 
turning  the  urine  dark,  particularly  when 
exposed  to  sunlight.  Erythropoietic  function 
is  also  disturbed  due  to  failure  of  protopor- 
phyrin formation,  and  a severe  anemia  is 
usually  present.  Hemolytic  anemia  due  to 
hypersplenism  may  play  a role.  There  is  a 
deposition  of  pigment  in  the  teeth  and  bones. 
However,  the  outstanding  clinical  feature  is 
severe  skin  lesions  on  those  portions  of  the 
body  exposed  to  sunlight. 


The  hepatic  form  of  porphyria  is  due  to 
excessive  porphyrin  production  in  the  liver. 
A variety  of  disease  states  may  occur.  The 
most  common  and  severe  disorder  is  referred 
to  as  acute  intermittent  porphyria  (AIP). 
It  is  seen  between  the  ages  of  10  and  40  with 
a slight  predilection  for  young  women. 
There  is  a definite  familial  incidence.  Wal- 
denstrom reported  131  cases  in  the  same 
family.® 

Abdominal  colic  is  the  most  common  ini- 
tial symptom  of  the  disease.®  These  patients 
are  often  subjected  to  multiple  abdominal 
operations  before  a diagnosis  is  made.  The 
patient  may  have  vague  neurotic  complaints 
or  become  frankly  psychotic.  Neurologic 
complications  may  resemble  the  Guillain- 
Barre  syndrome  and  indicate  a poor  prog- 
nosis.^ An  attack  may  be  precipitated  by 
any  substance  which  increases  the  excretion 
or  porphyrins,  such  as  alcohol,  lead,  or  bar- 
biturates. The  abnormality  in  AIP  is  an  in- 
creased production  of  porphobilinogen 
(PBG)  which  is  not  a porphyrin  but  a pre- 
cursor of  these  pigments.  The  diagnosis  is 
made  by  demonstrating  PBG  in  the  urine  by 
the  Watson-Schwartz  test. 

Cutanea  tarda  generally  occurs  in  adult 
males  over  the  age  of  40,  and  is  usually  asso- 
ciated with  chronic  alcoholism.  During  an 
exacerbation  of  cutanea  tarda,  urinary  ex- 
cretion of  uroporphyrins  increases.  It  is  im- 
portant to  remember  that  as  long  as  liver 
function  is  maintained,  porphyrins  may  be 
excreted  in  the  bile  and  the  patient  suffers 
no  ill  effects.  However,  when  hepatic  insuf- 


Little  is  known  about  porphyrins,  basic  ele- 
ments of  respiratory  pigments  in  animals  and 
plants.  The  metabolic  disorder  porphyria,  an 
inborn  error,  remains  largely  unexplored  since 
its  identification  in  1892. 
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ficiency  supervenes,  jaundice,  bilirubinuria, 
and  porphyrinuria  occur.^-  ® There  is  light 
sensitivity,  and  skin  lesions  may  occur  as  in 
erjThropoietic  porphyria,  but  to  a lesser  ex- 
tent. 

The  diagnosis  of  mixed  porphyria  is  made 
when  the  clinical  picture  of  AIP  and  cutanea 
tarda  coexist. 

Discussion 

Little  progress  has  been  made  in  coping 
with  this  disease.  In  1955  a startling  event 
occurred  in  southeast  Turkey.  An  epidemic 
of  porphyria  involving  400  people,  princi- 
pally children,  and  described  as  porphyria 
cutanea  tarda,  was  reported.®  The  cases  de- 
scribed were  attributed  to  the  consumption 
of  seed  wheat  that  had  been  treated  with  the 
fungicide  hexachlorobenzene.  It  is  believed 
that  5,000  cases  eventually  developed  during 
the  next  five  years.^ 

Apparently  the  only  tangible  result  of  this 
rare  and  challenging  event  was  that  Dr. 
Watson  expanded  his  classification  of  por- 
phyria accordingly 

I.  Porphyria  erythropoietica  (recessive) 

II.  Porphyria  hepatica 

A.  Hereditary  AIP  (dominant) 

1.  Manifest 

2.  Latent 

B.  Hereditary,  mixed,  or  “variegate”  group 

(dominant) 

1.  Cutaneous  with  little  or  no  mani- 
festations 

2.  AIP  without  cutaneous  symptoms 

3.  Various  combinations 

4.  Regular 

C.  Hereditary  cutaneous 

D.  Constitutional  or  idiosyncratic  (porphyria 

cutanea  tarda) 

1.  Chemicals  (especially  alcohol) 

2.  Idiopathic 

.3.  With  systemic  disease 

E.  Acquired 

1.  Secondary  to  hepatoma 

2.  Secondary  to  fungicide  (Turkish 
epidemic) 

Despite  this  new,  lengthy,  and  detailed 
classification,  the  clinician  is  likely  to  see 
cases  of  porphyria  which  cannot  be  forced 
into  any  of  the  pigeonholes  provided.  A typi- 
cal case  history  illustrates  this  point. 

Case  History 

A 59-year-old  Latin  American  truck  driver  was 
admitted  to  the  St.  Joseph’s  Hospital  in  Houston 
on  Nov.  18,  1964,  complaining  of  epigastric  pain 
of  24  hours’  duration  which  radiated  to  the  back. 


The  pain  was  sharp  in  character  and  severe  in  in- 
tensity. There  was  no  nausea,  vomiting,  constipa- 
tion, or  diarrhea.  He  gave  a history  of  having  had 
several  similar  episodes  beginning  five  years  pre- 
viously, but  none  in  the  past  three  years.  He  had 
noted  no  dark  urine.  He  admitted  being  a heavy 
drinker.  There  was  no  history  suggestive  of  psy- 
choneurosis or  sensitivity  to  sunlight.  There  was 
no  family  history  suggestive  of  porphyria. 

The  physical  examination  revealed  a well-devel- 
oped and  well-nourished  Latin-American  man.  His 
temperature  was  98,  the  pulse  76,  and  the  blood 
pressure  160/100  mm.  of  mercury.  The  skin  was 
not  excessively  pigmented.  There  was  no  hyper- 
trichosis and  no  skin  lesions.  There  was  some 
generalized  tenderness  over  the  abdomen,  but  no 
rigidity  and  no  palpable  organs.  Bowel  sounds  were 
not  increased.  The  neurologic  examination  was 
negative. 

The  urine  was  positive  for  porphobilinogen  (PBG) , 
bile,  and  urobilinogen.  There  was  no  uroporphyrin 
detected  in  the  urine.  The  alkaline  phosphatase 
was  2.9  Bodansky  units.  The  total  bilirubin  was 
4.5  mg.  per  100  cc.  The  serum  amylase  was  640 
Somogyi  units.  The  hemoglobin  was  16  gm.,  the 
white  blood  cell  count  was  12,000  with  a normal 
differential.  With  the  finding  of  PBG  in  the  urine, 
Thorazine  was  prescribed,  as  well  as  Demerol  PRN. 
He  improved  rapidly.  At  the  time  of  discharge, 
Nov.  24,  1964,  the  serum  bilirubin  was  0.4  mg.  per 
100  cc. ; amylase,  170  Somogyi  units;  and  the  pa- 
tient was  asymptomatic.  He  was  given  a high  car- 
bohydrate, high  protein,  moderate  fat  diet,  and  in- 
structed to  abstain  from  alcohol,  barbiturates,  and 
sulfa  drugs. 

This  patient  might  have  been  considered  as  a 
routine  case  of  chronic  alcoholism  with  liver  dam- 
age and  probably  acute  pancreatitis.  There  was  not 
too  much  to  suggest  AIP,  inasmuch  as  there  were 
no  headaches,  neurosis,  or  neurologic  symptoms. 
There  was  no  constipation,  and  bowel  sounds  were 
not  increased.  He  certainly  was  not  the  typical 
case  of  AIP,  thought  of  as  occurring  in  a young 
woman  with  a family  history  of  porphyria.  Actual- 
ly, he  appeared  a more  likely  candidate  for  cutanea 
tarda  since  he  was  a chronic  alcoholic  man  over  40. 
This  diagnosis  was  definitely  ruled  out.  There  was 
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Fig.  2.  Uroporphyrin  type  I,  left;  uroporphyrin  type  III,  right.  A is  acetic  acid.  P is  propionic  acid. 


no  dark  urine,  light  sensitivity,  or  skin  lesions. 
Finally,  he  had  no  increase  in  urinary  uroporphyrins. 


Chemistry  of  Porphyria 

The  basic  structure  of  the  porphyrins  con- 
sists of  a porphin  skeleton  of  four  pyrrole 
nuclei  joined  by  four  methene  bridges^'* 
(Fig.  1). 

In  naturally  occurring  porphyrins  the  beta 
carbons  of  the  pyrrole  ring  (those  not  ad- 
jacent to  the  nitrogen)  always  contain  a sub- 
stituent group.  The  individual  porphyrins 
differ  from  each  other  according  to  the  na- 
ture of  these  side  chains  and  their  stereo- 
isomers. 

Uroporphyrin  contains  an  acetic  acid  and 
a propionic  acid  group  on  each  pyrrole  nu- 
cleus and  occurs  in  type  I and  type  III  isom- 
ers (Fig.  2). 

It  will  be  noted  that  in  uroporphyrin  I the 
side  chains  occur  in  a regularly  alternating 
pattern.  It  is  possible  that  an  isomerase 
may,  in  the  synthesis  of  porphyrin,  form 
uroporphyrin  III  by  the  rotation  of  the 
fourth  pyrrole  nucleus  180  degrees  placing 
the  substituent  group  in  an  asymmetric  po- 
sition. 

Similarly,  coproporphyrins  contain  a 
methyl  and  a propionic  acid  group  on  each 
pyrrole  nucleus  and  occur  in  the  type  I and 
type  III  isomers.  Protoporphyrins  contain 
four  methyl,  two  vinyl,  and  two  propionic 
acid  groups  and  occur  only  in  the  type  III 
isomer.  This  is  the  only  porphyrin  capable 
of  combining  with  iron  to  form  heme  (Fig. 
3). 

The  synthesis  of  porphyrins  in  the  body 


M 


Fig.  3.  Heme.  M is  methyl.  V is  vinyl.  P is  propionic  acid. 

0 0 NH,  0 

11  n I 1 II 

HO-C-CH2-CHo-C-OH+H'CH-C-OH 


Succinic  Acid 


Glycine 


V 


0 0 NHo  0 

HO-C-CH.-CHo-C-CH-C-OH  + HoO 

Succinoglycine 

Fig.  4.  Synthesis  of  succinoglycine  from  succinic  acid  and 
glycine. 

is  believed  to  begin  with  the  condensation 
of  succinic  acid  on  the  alpha  carbon  atom  of 
glycine  to  yield  succinoglycine  (Fig.  4). 
Decarboxylation  of  succinoglycine  yields 
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Fig.  5.  Synthesis  of  Delta  ALA  from  succinoglycine. 
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delta  aminolevulinic  acid  (Delta  ALA)  (Fig. 
5). 

Two  moles  of  Delta  ALA  condense  to  form 
PEG  (Fig.  6). 

Four  moles  of  PEG  condense  to  form  uro- 
porphyrin III  which  by  successive  decarbo- 
xylation and  dehydrogenation  forms  copro- 
porphyrin III,  and  finally  protoporphyrin 
III,  which  may  then  form  heme.^- 

An  interesting  possibility  in  the  patho- 
genesis of  porphyria  is  that  a deficiency  of 
isomerase  which  rotates  the  side  chains  on 
the  fourth  pyrrole  nucleus  to  the  type  III 
structure  may  cause  an  overproduction  of 
uroporphyrin  I and  coproporphyrin  1.  Since 
these  substances  cannot  form  protoporphy- 
rin III  necessary  in  the  synthesis  of  heme, 
they  merely  accumulate,  resulting  in  por- 
phyria^--!^  (Fig.  7). 
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Fig.  6.  Synthesis  of  PBG  from  two  moles  of  Delta  ALA.  Note  the  acetic  acid  and  propionic  acid  side  chains. 
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Fig.  7.  Suggested  schema  for  development  of  porphyria  in  the  absence  of  isomerase. 
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Similarly,  AIP  may  be  due  to  a defect 
further  back  causing  an  overaccumulation 
of  PEG  and  Delta  ALA.  The  fault  in  this 
“inborn  error  of  metabolism”  is  likely  an 
enzymatic  disorder.  However,  where  many 
enzymes  are  involved  in  multiple  and  ex- 
ceedingly complex  reactions,  it  is  under- 
standably difficult  to  pinpoint  the  “inborn 
error.”  Thus  the  meager  fruits  of  the  Turk- 
ish epidemic  are  not  too  surprising.  It  has 
long  been  known  that  chemicals  such  as 
phenylhydrazine,  griseofulvin,  lead,  barbi- 
turates, and  Sedormid  may  produce  por- 
phyria.'*'’^'*'^^  To  this  list,  we  may  now  add 
hexachlorobenzene. 


Conclusion 

The  recent  classification  of  porphyria  is 
helpful,  but  cannot  be  relied  upon  altogether. 
An  increased  awareness  of  the  prevalence 
and  protean  manifestations  of  porphyria  is 
essential.  Urinary  uroporphyrins  and  por- 
phobilinogen should  be  checked  in  every  case 
of  abdominal  pain  which  is  not  obviously  an 
acute  emergency,  and  wherever  there  is  a 
history  of  ingestion  of  barbiturates,  sulfa 
drugs  or  alcohol.  By  the  same  token,  these 
precipitating  agents  should  be  avoided  in 
any  case  of  porphyria.  Where  light  sensi- 


tivity exists,  the  patient  should  not  be  ex- 
posed to  sunlight.  In  acute  intermittent  por- 
phyria, Thorazine  and  Demerol  are  the  drugs 
of  choice.  Supportive  therapy  for  the  main- 
tenance of  fluid  and  electrolyte  balance  may 
be  a decisive  factor  in  the  patient’s  recovery. 
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Texas  High  School  Senior 
Wins  Washington  Summer  Job 

A Henrietta,  Tex.,  girl  has  been  awarded  a summer  job  at  the 
Armed  Forces  Institute  of  Pathology  in  Washington,  D.  C.,  together 
with  travel  expenses,  for  the  best  exhibit  related  to  pathology  and 
medical  technology  at  the  Science-Fair  International.  She  is  18-year- 
old  Margaret  Janssen. 

Her  exhibit  was  entitled  “Zone  Electrophoresis — Relationship  of 
Physical  Variables  to  the  Rate  of  Migration,”  and  included  a hand- 
made instrument  she  devised  herself  to  test  the  rate  of  spread  of 
serum  on  paper  strips  when  constant  current  was  applied.  The  lab- 
oratory medicine  award,  presented  for  the  fifth  consecutive  year,  is 
sponsored  by  the  Intersociety  Committee  on  Pathology  Information 
and  the  National  Committee  for  Careers  in  Medical  Technology. 

The  winner,  who  is  the  daughter  of  Mr.  and  Mrs.  Louis  Janssen, 
R.F.D.  1,  Henrietta,  is  a senior  at  Henrietta  High  School  and  plans 
to  enter  Austin  College,  Sherman,  in  the  fall.  She  hopes  to  pursue  a 
science  career,  combining  technology,  research  and  writing. 
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Clinicopathologic  Conference 

Raleigh  R.  White,  M.D.;  Edward  B.  Best,  M.D.;  and  Robert  E.  Myers,  M.D. 


An  apparently  normal  newborn  passed  two 
mucous  plugs  rectally  during  his  first  24 
hours  of  life.  Afterward,  abdominal  disten- 
tion developed,  but  x-rays  were  within  nor- 
mal limits.  Distention  continued;  the  baby 
vomited,  but  there  was  no  bile.  A barium 
enema  for  further  roentgenologic  studies  re- 
sulted in  expulsion  of  malodorous  dark  me- 
conium. Distention  and  vomiting  stopped; 
the  baby  tolerated  normal  feedings,  and  was 
dismissed.  A hand  plate  test  for  cystic  fibro- 
sis was  negative,  as  it  was  again  at  two 
months,  when  the  baby  seemed  well  although 
his  weight  gain  was  less  than  normal.  At 
three  months  he  was  hospitalized  because  of 
a fever,  and  a diagnosis  was  not  apparent. 


A WHITE  BOY  was  delivered 
c p c after  a pregnancy  of  nine  months 

■ during  which  the  mother  had 
gained  57  lb.  Labor  and  delivery 
were  uneventful,  and  the  child  was  bom  by 
cephalic  presentation.  Birth  weight  was  7 
lb.  9 oz.,  length  21  inches,  head  circumfer- 
ence 36  cm.  Initial  physical  examination  at 
six  hours  after  birth  revealed  a normal  new- 
born infant. 

The  child  was  kept  in  a fasting  state  for 
the  first  12  hours  of  life,  then  feedings  of 
5 percent  glucose  in  water  were  begun.  Dur- 
ing the  first  24  hours,  he  passed  two  small 
mucous  plugs  rectally.  At  30  hours,  abdom- 
inal distention  developed.  Physical  examina- 


This  is  the  second  in  a series  of  clinicopathologic 
conferences  from  Scott  and  White  Clinic,  Temple. 
Serving  as  guest  editor  is  Dr.  Robert  E.  Myers  of 
the  Department  of  Pediatrics.  Other  participants 
are  Dr.  Raleigh  R.  White,  Department  of  General 
Surgery,  and  Dr.  Edward  B.  Best,  Department  of 
Radiology  and  Radioactive  Isotopes  and  the  Depart- 
ment of  Clinical  Research. 


tion  at  this  time  revealed  a soft  distended 
abdomen  with  normal  bowel  sounds.  Digital 
examination  showed  absence  of  fecal  ma- 
terial in  the  rectum. 

In  spite  of  saline  enemas,  the  abdominal 
distention  persisted.  A flat  plate  roentgeno- 
gram of  the  abdomen*  was  obtained.  This 
was  interpreted  by  the  radiologist  as  show- 
ing a moderate  amount  of  gas  scattered 
throughout  the  intestinal  tract  with  no  un- 
usually dilated  segments  suggesting  obstruc- 
tion. On  the  following  morning,  the  child 
developed  vomiting  without  bile.  He  also  de- 
veloped what  appeared  to  be  colicky  pain 
with  distention  of  the  intestines  visible 
through  the  abdominal  wall.  He  had  been 
passing  flatus  during  the  past  24  hours. 

The  baby  was  returned  to  the  radiology 
department  for  further  roentgenologic  stud- 
ies employing  the  barium  enema.f  While  in 
this  department,  he  began  to  expel  foul- 
smelling dark  meconium,  following  which 
the  distention  decreased  and  the  vomiting 
stopped.  Routine  feedings,  which  he  toler- 
ated without  difficulty,  were  then  started, 
and  he  was  dismissed  three  days  later  to  be 
followed  in  the  outpatient  department.  Re- 
sults of  a hand  plate  test  for  cystic  fibrosis 
were  negative. 

Because  his  mother  was  unable  to  keep 
appointments,  the  child  was  followed  spo- 
radically as  an  outpatient.  When  he  was 
observed  at  two  months  of  age,  his  mother 
said  he  had  done  well ; he  was  taking  ap- 
proximately 36  oz.  of  standard  formula  per 
day  and  cereal  three  times  daily.  She  said 
his  bowels  moved  six  to  eight  times  daily. 


*Supine  view  of  the  abdomen. 
fA  roentgenogram  of  the  colon  was  followed  by 
an  upper  gastrointestinal  series. 
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and  that  the  excretion  was  not  considered 
excessive  or  very  foul  smelling.  He  did  not 
taste  salty  when  she  kissed  him.  To  her,  he 
seemed  to  be  developing  normally. 

Physical  examination  at  this  time  showed 
a well  developed,  well  nourished,  alert  boy. 
The  child  would  smile  and  follow  with  his 
eyes.  His  weight  was  8 lb.  li/^  oz.,  a gain 
of  81/^  oz.  since  birth;  length  22  inches;  and 
head  circumference  36.5  cm.  His  tempera- 
ture was  99.8  F.  When  the  hand  plate  test 
was  repeated,  the  results  again  were  nega- 
tive for  cystic  fibrosis.  His  routine  immuni- 
zations were  begun,  and  he  was  scheduled  to 
be  observed  again  in  one  month.  However, 
prior  to  this  checkup  at  three  months  of  age, 
a fever  developed  and  the  infant  was  hos- 
pitalized. 


Differential  Diagnosis 

DR.  RALEIGH  R.  WHITE : To  establish 
the  diagnosis,  the  following  points  of  the 
protocol  are  considered  pertinent. 

This  case  concerns  an  infant  whose  birth 
was  apparently  normal  and  who,  during  the 
first  24  hours  of  life,  passed  two  mucous 
plugs  rectally.  These  evacuations  were  not 
recorded  as  feces.  At  30  hours  postpartum, 
the  infant  developed  abdominal  distention. 
Digital  examination  failed  to  reveal  any 
fecal  material  in  the  rectum.  Roentgeno- 
grams of  the  abdomen  were  made,  and  they 
were  interpreted  as  “negative.”  The  amount 
of  intestinal  gas  observed  was  considered 
normal  for  a newborn  of  this  age.  On  the 
second  day  of  life,  however,  the  distention 
progressed,  and  there  was  vomiting  without 
bile.  The  infant  developed  colicky  pain  and, 
presumably,  the  small  bowel  became  ob- 
structed because  distended  loops  of  the  bowel 
were  visible  and  could  be  palpated  through 
the  thin  abdominal  wall. 

Vomitus  with  or  without  bile  is  an  ex- 
tremely important  diagnostic  point  in  an 
infant.  Of  course,  in  the  typical  case  of 
pyloric  obstruction,  the  vomitus  never  has 
bile;  whereas,  in  upper  gastrointestinal  ob- 
struction below  the  ampulla  of  Vater,  the 
vomitus  contains  bile.  However,  be  reminded 
that  in  an  early  intestinal  obstruction  the 
first  vomitus  is  merely  a reflex  mechanism 
of  emptying  the  stomach,  and,  therefore,  the 
absence  of  bile  is  not  very  important.  As 
the  distention  progresses,  regurgitation  of 
fluid  with  reversed  peristalsis  proceeding 


into  the  stomach  produces  the  foul,  odorous, 
fecal  vomitus  with  bile  which  is  typical  of 
obstruction  of  the  small  bowel.  Therefore, 
I think  we  can  assume  that  this  first  vomit- 
ing of  bile-free  fluid  is  neither  very  signifi- 
cant nor  of  great  diagnostic  value.  If  the 
baby’s  small  bowel  was  obstructed,  the  ob- 
struction was  partial  because  he  continued 
to  pass  flatus. 

The  baby  was  taken  to  the  radiology  de- 
partment where  a barium  enema  was  given. 
Fortunately,  following  this  procedure,  a spon- 
taneous evacuation  of  foul-smelling  meconi- 
um relieved  the  distention  and  obstruction. 
The  infant  was  hospitalized  for  only  three 
days  following  this  fortuitous  relief  of  in- 
testinal obstruction,  then  he  was  dismissed 
from  the  hospital  for  home  care. 

The  thought  evidently  was  entertained  by 
the  physician  in  charge  that  this  might  be 
an  instance  of  meconium  ileus  with  cystic 
fibrosis,  but  results  of  hand  plate  tests  were 
negative  on  more  than  one  occasion.  At  two 
months,  the  child’s  development  was  fairly 
good  except  for  the  deficiency  in  the  ex- 
pected gain  in  weight.  Prior  to  his  sched- 
uled checkup  at  three  months  of  age,  the 
baby  was  hospitalized  because  of  fever. 

I would  like  to  inquire  at  this  point,  are 
there  siblings  in  this  family? 

ANSWER:  Yes. 

Are  these  siblings  normal? 

ANSWER : At  this  time,  I cannot  say. 

Cystic  fibrosis  tends  to  be  more  prevalent 
among  siblings,  and  if  other  children  in  the 
family  have  the  disease,  this  information 
would  lend  a bit  more  credence  to  the  diag- 
nosis of  cystic  fibrosis  in  this  infant.  At 
this  point,  I do  not  believe  that  we  have 
enough  information  to  rule  out  meconium 
ileus  or,  at  least,  the  meconium  plug  syn- 
drome. There  are  all  different  types  and 
degrees  of  meconium  ileus.  Sometimes  the 
patient  will  have  meconium  ileus  to  a very 
mild  degree,  such  as  this  patient  perhaps 
had,  and  the  obstruction  may  be  incomplete 
so  that  with  the  evacuation  of  meconium,  the 
symptoms  are  relieved.  This  baby’s  condi- 
tion might  be  termed  the  meconium  plug 
syndrome,  and  its  relationship  to  pancreatic 
deficiency  has  not  been  established  positive- 
ly. Other  infants  have  been  treated  conserv- 
atively for  meconium  ileus.  In  fortuitous 
but  unfortunately  rare  instances,  these  pa- 
tients have  been  relieved  of  their  obstruc- 
tion without  operation.  However,  although 
the  great  majority  of  patients  with  full- 
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blown  cases  of  meconium  ileus  do  require 
surgical  treatment,  we  must  remember  that 
instances  of  successful  surgical  treatment  of 
meconium  ileus  were  not  recorded  prior  to 
1940-1945. 

Infants  with  meconium  ileus  are  faced 
early  in  life  with  three  significant  hazards : 

1.  They  have  intestinal  obstruction  due  to 
the  presence  of  the  thick,  tenacious  meconi- 
um usually  located  in  the  ileum. 

2.  They  have  the  pancreatic  deficiency 
which  is  typical  in  patients  with  cystic  fi- 
brosis. 

3.  Also,  they  have  the  complication  of 
mucoviscidosis  which  is  part  of  the  picture 
of  cystic  fibrosis.  The  resulting  stasis  and 
infection  are  principally  in  the  pulmonary 
tree. 

One  wonders  if  this  infant’s  readmission 
to  the  hospital  was  not  precipitated  by  pneu- 
monitis. If  so,  this  might  be  a point  in  favor 
of  the  diagnosis  of  cystic  fibrosis.  How  ef- 
fective the  hand  plate  tests  are  in  ruling  out 
cystic  fibrosis,  I cannot  venture  to  say. 
Whereas  the  hand  plate  tests  were  reported 
to  be  negative  for  cystic  fibrosis,  perhaps 
their  validity  should  be  questioned.  As  stated 
previously,  I think  that  degrees  of  this  syn- 
drome or  condition  do  exist.  To  establish 
the  diagnosis  of  cystic  fibrosis,  more  infor- 
mation is  needed  about  the  baby’s  pancre- 
atic function.  This  information  might  be 
obtained  from  duodenal  intubation  with  the 
study  of  pancreatic  enzymes,  and  from  other 
sweating  and  salt  tests. 

In  reviewing  all  of  the  available  evidence, 
I would  presume  that  this  baby  had  rather 
mild  and  fortunately  transient  meconium 
ileus  or  meconium  plug  syndrome.  The  asso- 
ciated intestinal  obstruction  was  incomplete 
and  was  relieved  spontaneously  following  a 
barium  enema. 

In  the  differential  diagnosis  of  intestinal 
obstruction  in  the  newborn  infant,  ten  con- 
ditions should  be  considered  (Table  1). 

1.  Congenital  hypertrophic  pyloric  steno- 
sis is  the  first  and  most  common  cause  for 
intestinal  obstruction  in  an  infant.  The  in- 
fant usually  seems  normal  for  the  first  ten 
days  to  two  weeks;  obstructive  symptoms 
rarely  occur  before  the  infant  is  two  weeks 
of  age.  Typically,  the  obstruction  occurs  dur- 
ing the  third  to  the  fifth  week  after  birth. 
Other  symptoms  of  the  syndrome  include 
projectile  vomitus  without  bile.  Of  course, 
diagnosis  is  made  from  the  abdominal  dis- 


Tablb  1. — Intestinal  Obstruction  in  the  Newborn 
Infant;  Differential  Diagnosis. 

1.  Congenital  hypertrophic  pyloric  stenosis. 

2.  Annular  pancreas. 

3.  Malrotation  of  the  intestines  with  duodenal 
obstruction.  (Associated  with  volvulus  of  the 
small  bowel  in  50  percent  of  the  cases.) 

4.  Atresia  of  the  intestinal  tract. 

5.  Stenosis  of  the  intestinal  tract. 

6.  Duplication  of  the  intestinal  tract. 

7.  Omental  and  mesenteric  cysts. 

8.  Internal  hernias,  including  diaphragmatic 
hernia. 

9.  Intussusception. 

10.  Obstruction  caused  by  complications  of  Mec- 
kel’s diverticulum  or  related  congenital  rem- 
nants. 


tention  with  peristaltic  waves  traveling  from 
left  to  right.  Careful  abdominal  palpation 
usually  reveals  the  small  tumor  of  the  py- 
lorus in  the  right  upper  quadrant. 

2.  Annular  pancreas  always  must  be  con- 
sidered in  the  differential  diagnosis  of  con- 
ditions causing  intestinal  obstruction  in  an 
infant.  Annular  pancreas  occurs  at  the  am- 
pulla of  Vater,  and  the  resulting  vomitus 
may  be  with  or  without  bile,  depending  on 
whether  the  obstruction  is  more  effective 
above  or  below  the  ampulla  of  Vater.  The 
obstruction  actually  may  block  the  bile  ducts, 
and  the  infant  may  be  jaundiced.  The  effect 
of  annular  pancreas  is  a matter  of  degree. 
The  intestines  of  infants  with  annular  pan- 
creas may  become  obstructed  during  the  first 
day  or  two  of  life,  as  in  this  patient,  or  an 
incomplete  obstruction  may  exist  for  months 
or  years  before  it  is  clinically  evident.  Roent- 
genographically,  annular  pancreas  is  fairly 
typical  with  distention  appearing  in  the  first 
and  second  portions  of  the  duodenum. 

3.  Malrotation  of  the  intestines  and  colon 
is  an  extremely  important  problem,  and  is 
of  interest  because  the  obstruction  usually 
is  in  the  second,  or  descending,  portion  of 
the  duodenum.  Due  to  the  pressure  of  the 
malrotated  segment  and  or  adhesive  bands 
running  from  the  cecum  to  the  right  pos- 
terior peritoneum,  the  duodenum  may  be  ob- 
structed. You  will  recall  that  during  the 
first  six  to  ten  weeks  of  intrauterine  fetal 
development,  the  gut  protrudes  into  the  um- 
bilical cord.  It  returns  at  about  ten  weeks, 
and  the  cecum  and  colon  then  lie  in  the  lower 
left  quadrant.  The  cecum  then  moves  up 
and  to  the  right  at  eleven  weeks,  and  it  lies 
in  the  epigastrium.  Development  may  be  ar- 
rested at  this  point  with  the  resulting  ob- 
struction of  the  duodenum  as  described. 
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Fifty  percent  of  these  cases  of  duodenal  ob- 
struction due  to  malrotation  also  have  vol- 
vulus of  the  midgut.  The  malrotations  usu- 
ally are  evident  during  the  first  month  of 
life,  or  they  have  been  reported  in  children 
up  to  15  years  of  age — rarely  in  the  absolute 
newborn.  Obstructions  associated  with  mal- 
rotation, complete  or  incomplete,  show  some 
milk  curds  and  meconium  in  the  feces.  Be- 
cause early  obstructions  usually  are  incom- 
plete, sometimes  the  vomitus  will  contain 
bile. 

4.  Atresia  of  the  intestinal  tract. 

5.  Stenosis  of  the  intestinal  tract. 

Atresia  and  stenosis  of  the  intestinal  tract 

may  be  considered  together,  and  these  are 
extremely  important  conditions.  Such  devel- 
opmental abnormalities  are  thought  to  be 
due  to  failure  of  vacuolization  of  a solid  in- 
testinal loop  during  fetal  development  which 
should  be  completed  by  the  12th  week  of 
gestation.  The  obstructions  created  by  atresia 
and  stenosis  are  a matter  of  degree.  Atresia 
and  stenosis  really  are  first  cousins,  one 
probably  causing  more  involvement  than  the 
other.  Obstruction  may  vary  from  a mem- 
brane or  veil  obstruction  of  the  lumen  with 
normal  bowel  segments  in  between,  or  atresia 
may  be  complete  with  adjacent  loops  con- 
nected only  by  fibrous  threads,  the  resulting 
gut  resembling  links  of  sausage.  These  ob- 
structions are  found  most  frequently  in  the 
terminal  ileum.  The  intestines  of  infants 
with  atresia  become  distended  after  birth 
just  as  they  do  in  infants  with  meconium 
ileus,  and  there  are  instances  in  which 
atresia  and  meconium  ileus  cannot  be  dif- 
ferentiated. These  babies  may  have  bowel 
movements,  such  as  those  with  meconium 
ileus  may  have,  but  these  represent  only 
evacuations  of  the  lower  dormant  gastroin- 
testinal tract  below  the  point  of  obstruction. 
Epithelial  cells  indicative  of  swallowing  am- 
niotic  fluid  with  vemix  caseosa  are  absent, 
and  curds  are  not  found  in  the  feces.  The 
bowel  movements  are  of  a gray  putty-like 
consistency.  Roentgenograms  are  of  great 
importance  in  differentiating  between  atresia 
and  meconium  ileus.  Typically,  babies  with 
atresia  will  have  large  dilated  loops  of  upper 
bowel ; whereas,  those  with  meconium  ileus 
may  have  many  distended  loops  which  are 
asymmetrical,  some  large,  some  small,  with 
a.^granular,  ground  glass  appearance  to  the 
meconium  impactions  in  the  right  lower 
quadrant  which  often  can  be  palpated.  These 


signs  are  absent  in  babies  with  atresia.  Dif- 
ferential diagnosis  is  not  too  important  ex- 
cept as  to  prognosis  because  both  conditions 
need  early  surgical  treatment. 

One  may  give  a passing  thought  that  this 
patient  may  have  had  stenosis  of  the  gut 
with  partial  obstruction.  I think  we  can  safe- 
ly assume,  however,  that  the  relatively  good 
health  or  at  least  the  activity  of  the  gastro- 
intestinal tract  at  three  months  of  age  should 
rule  out  stenosis  or  organic  obstruction. 

6.  Duplications  of  the  intestinal  tract  can 
cause  intestinal  obstruction  from  the  first 
day  of  life  on  up  to  13  years  of  age.  Dupli- 
cations are  organic,  however,  and  are  not  re- 
lieved spontaneously. 

7.  Omental  cysts  and  mesenteric  cysts  can 
cause  intestinal  obstruction  in  children.  These 
cysts  develop  gradually  and  are  due  to  ob- 
struction of  the  lymphatic  ducts.  Clinically, 
they  usually  become  evident  later  in  life  than 
in  the  newborn  infant. 

8.  Internal  hernia  should  be  considered  as 
a diagnostic  possibility.  One  of  the  most  im- 
portant forms  of  internal  hernia  is  due  to  a 
rent  in  the  mesentery  of  the  terminal  ileum 
with  incarceration  and  strangulation  of  a 
loop  of  small  bowel.  This  type  of  obstruc- 
tion would  not  have  been  relieved  spontane- 
ously as  it  was  in  this  baby. 

Diaphragmatic  hernia  is  a differential 
possibility.  The  herniation  occurs  through 
the  pleural  peritoneal  canal,  or  foramen  of 
Bochdalek,  located  almost  always  on  the  left. 
Diagnosis  by  roentgenogram  is  obvious. 

9.  Intussusception  is  an  extremely  impor- 
tant and  a relatively  common  cause  of  in- 
testinal obstruction  in  an  infant.  This  con- 
dition usually  occurs  when  the  child  is  from 
3 to  11  months  of  age,  or  even  older,  and  is 
rare  in  the  newborn.  I believe  of  702  cases 
reported  at  the  Children’s  Hospital  in  Bos- 
ton, only  2 patients  developed  intussuscep- 
tion at  one  month  or  less  of  age,  and  the 
youngest  patient  was  three  days  old.^  Intus- 
susception, once  it  does  occur,  usually  is  fatal 
if  it  is  not  relieved — and  relief  practically 
never  occurs  spontaneously.  One  should  be 
reminded,  however,  that  intussusception 
may  possibly  be  treated  conservatively  and 
reduced  by  the  pressure  of  retrograde  bari- 
um enemas  as  described  by  Ravitch  and  Mc- 
Cune.-  This  infant  apparently  was  relieved 
by  an  enema,  but  I would  not  be  of  the  opin- 
ion that  intussusception  produced  the  ob- 
struction. 
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10.  The  remaining  obstructions  of  impor- 
tance to  be  considered  are  related  to  rem- 
nants of  Meckel’s  diverticulum,  M'hich  may 
or  may  not  be  attached  to  the  umbilicus, 
with  resulting  obstruction,  volvulus,  or  in- 
tussusception, or  all  three.  One  would  not 
expect  such  an  obstruction  to  be  relieved 
spontaneously.  I suppose,  however,  it  is  cer- 
tainly possible  for  a twisted  loop  of  bowel 
or  volvulus  to  be  relieved  without  treatment. 
This  is  not  a likely  diagnosis  in  the  case 
being  discussed. 

In  conclusion,  I would  venture  the  prayer- 
ful hope  that  this  infant  probably  had  a mild 
degree  of  meconium  ileus  which  fortunately 
was  incomplete  and  was  relieved  by  con- 
servative therapy,  and  that  the  pneumonitis 
was  due  to  the  associated  mucoviscidosis 
which  occurs  in  infants  with  cystic  fibrosis. 
Of  course,  a definite  diagnosis  of  cystic  fi- 
brosis should  be  made  by  other  available 


tests,  but  this  information  was  not  included 
in  the  protocol. 

Radiologic  Findings 

DR.  EDWARD  B.  BEST : The  first  roent- 
genogram of  the  abdomen  (Fig.  1)  was  made 
30  hours  postpartum.  Please  note  that  some 
air  is  distributed  throughout  the  intestinal 
tract.  In  the  normal  infant  beyond  8 to  12 
hours  of  age,  we  would  expect  to  find  air  in 
both  the  small  and  the  large  bowel.  The  nor- 
mal pattern  is  for  a rather  formless  mass  of 
intestinal  air  to  spread  throughout  the  ab- 
domen without  producing  continuous  or  di- 
lated loops.  Occasionally,  the  air  in  the  colon 
may  be  continuous,  but  the  colon  should  not 
be  dilated  and  should  be  situated  at  the  mar- 
gins of  the  abdomen.  If  we  look  closely  at 
this  roentgenogram,  a small  amount  of  air 
can  be  seen  in  the  rectum  while  several  con- 
tinuous areas  of  air  in  the  intestines  in  the 
mid-abdomen  remain  unidentified.  I pre- 
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sume  that  initially  these  areas  were  inter- 
preted as  representing  the  colon. 

On  the  following  morning,  the  first  exami- 
nation employed  the  barium  enema  (Fig. 
2).  The  roentgenogram  demonstrates  that  a 
colon  of  small  caliber  is  present,  in  other 
words,  a microcolon.  Therefore,  the  contin- 
uity of  the  colon  can  be  traced  throughout 
the  abdomen  and,  thus,  we  can  demonstrate 
that  there  is  no  shortening  and  no  evidence 
I of  intussusception.  These  findings  represent 
a microcolon  of  disuse  which  could  be  due  to 
the  various  causes  of  small  bowel  obstruc- 
tion, meconium  ileus,  or  even  a high  meconi- 
um plug  syndrome. 

Immediately  following  the  barium  enema, 
the  patient  promptly  expelled  some  mucus 
and  meconium  from  his  colon,  demonstrated 
a brief  and  foul  diarrhea,  and  then  normal 
gastrointestinal  function  developed.  An  ex- 
amination of  the  upper  gastrointestinal  tract 
then  was  performed. 

At  this  point,  the  initial  roentgenogram 
of  the  abdomen  should  be  re-evaluated  be- 
cause we  now  realize  that  the  small  bowel 
was  slightly  dilated.  Dr.  White,  after  seeing 
the  roentgenograms,  do  you  have  any  com- 
ments regarding  your  diagnosis? 


DR.  WHITE : No.  I don’t  have  an  expert 
eye,  but  on  that  first  roentgenogram,  the 
small  bowel  appeared  obstructed  to  me. 

Clinical  Discussion 

DR.  ROBERT  E.  MYERS:  When  the 
child  was  two  months  of  age,  he  had  gained 
approximately  8I/2  oz.,  and  his  mother  stated 
that  he  was  eating  well.  He  reportedly  drank 
over  a quart  of  formula  a day  plus  eating 
cereal  three  times  daily.  We  would  expect  a 
child  of  this  age  to  gain  about  6 to  8 oz.  a 
week  after  the  initial  weight  loss;  and,  by 
this  time,  he  should  have  gained  about  3 lb. 
Such  a deficiency  in  gaining  weight  would 
make  us  think  more  about  a malabsorption 
syndrome,  and  this  certainly  is  what  the 
child  was  found  to  have. 

The  patient  was  hospitalized  prior  to  three 
months  of  age  with  pneumonia.  During  this 
period  of  hospitalization,  a definite  diag- 
nosis of  cystic  fibrosis  was  made.  A sweat 
test  showed  103.6  mEq.  of  chloride  per  liter. 
We  consider  any  level  over  60  mEq.  per  liter 
as  being  abnormal.  Radioiodinated  triolein 
absorption  studies  (Fig.  3)  showed  that  he 
excreted  98  percent  of  the  radioactive  fat 


in  Blood 
(%  of  Dose) 


in  Feces 
(%  of  Dose) 


Fig.  3.  Radioiodinated  tri- 
olein absorption  study. 


Collected  for  2 Days 


Malabsorption  in  infant  boy,  aged  3 months  12  days. 
Normal  absorption  in  boy  of  same  age. 
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in  the  feces.  The  normal  excretion  of  radio- 
iodinated  triolein  in  the  feces  is  less  than  20 
percent.  Absorption  of  radioactive  fat  in  the 
blood  was  1.7  percent  after  seven  hours. 
Normal  at  this  time  is  greater  than  5 per- 
cent. After  the  diagnosis  of  cystic  fibrosis 
was  made,  our  routine  cystic  fibrosis  regi- 
men was  stai’ted.-^'® 

Growth  of  this  child  can  be  followed  on 
the  “Infant  Boys”  growth  chart  which  is 
produced  by  the  Children’s  Medical  Center, 
Boston  (Fig.  4).  It  shows  the  normal  in- 
crease in  weight  by  months  of  age,  the  nor- 
mal length  by  months,  and  the  normal  cir- 
cumference of  the  child’s  head  by  weeks. 
We  can  see  that  the  patient  had  a normal 
birth  weight,  his  weight  then  decreases  ini- 


tially as  we  would  expect.  After  two  weeks, 
represented  by  the  first  mark  on  the  chart, 
we  can  see  that  he  hasn’t  regained  his  birth 
weight.  Following  this,  the  boy’s  grouTh  falls 
under  the  third  percentile  for  his  age  and 
remains  there.  The  arrows  marked  on  the 
growth  chart  represent  the  times  that  the 
child  has  been  hospitalized.  Teething  started 
at  about  six  months,  which  is  normal  devel- 
opment. He  started  sitting  at  nine  months, 
which  is  a little  slow;  he  started  walking 
with  support  at  14  months ; walking  alone  at 
19  months;  and  talking  at  20  months.  We 
can  see  that  his  development  is  a little  bit 
slow,  his  weight  is  under  the  third  percentile, 
he  is  a little  bit  smaller  than  he  should  be, 
but  his  head  circumference  has  grown  nor- 
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mally.  As  far  as  his  development  is  con- 
cerned, some  of  this  might  be  familial  be- 
cause the  child  has  two  siblings.  One  child 
is  approximately  five  years  old,  and  is  nor- 
mal in  every  respect.  The  other  sibling  is 
three  years  old,  and  is  mentally  retarded. 
This  particular  sibling  also  has  cystic  fibro- 
sis. I think  it  is  interesting  that  the  mother 
stated  the  patient’s  feces  did  not  smell  ab- 
normally foul  to  her.  Probably,  because  the 
other  child  with  cystic  fibrosis  had  stools 
with  an  abnormally  offensive  smell,  the 
mother  considered  the  patient’s  feces  to  have 
a normal  odor.  The  three-year-old  sibling  is 
only  mildly  affected  by  the  disease  and  his 
growth  and  development,  except  for  mental 
retardation,  have  been  good.  He  has  gained 
weight  well,  and  has  not  been  troubled  by 
infections.  He  was  hospitalized  once  for  a 
severe  bum,  and  another  time  for  diarrhea. 
During  the  hospitalization  period  for  diar- 
rhea, his  sweat  chloride  level  was  59.2  mEq. 
per  liter;  excretion  of  radioactive  fat  in  the 
feces  was  38.8  percent  of  the  administered 
dosage,  and  absorption  of  radioactive  fat  in 
the  blood  was  6.6  percent.  All  of  these  find- 
ings are  borderline  values  for  cystic  fibro- 
sis, and  they  indicate  the  mildness  of  the 
child’s  disease. 

The  child  in  the  case  presented  is  now  seen 
monthly.  He  has  been  hospitalized  five  times 
— four  for  pneumonia  and  one  for  diarrhea. 
Presentation  of  this  case  emphasizes  that 
cystic  fibrosis  is  an  expensive  disease.  Treat- 
ment requires  frequent  periods  of  hospitali- 
zation, almost  continuous  antibiotic  therapy, 
and  the  equipment  needed  for  the  therapeutic 
regimen  is  costly. 

Diagnostic  Procedures 

DR.  BEST:  Cystic  fibrosis  is  a disease  of 
so-called  protean  manifestations,  capable  of 
involving  multiple  organs  in  varying  de- 
grees. The  classic  syndrome  involves  the 
sweat  glands,  the  gastrointestinal  tract  in- 
cluding pancreatic  function  and  absorption 
by  the  small  bowel,  and  the  respiratory  sys- 
tem. Therefore,  from  a practical  standpoint, 
cystic  fibrosis  is  diagnosed  if  any  two  of  the 
following  features  are  present:  (1)  a posi- 
tive family  history  (siblings  with  cystic  fi- 
brosis), (2)  pancreatic  deficiency,  (3)  ab- 
normally high  concentrations  of  electrolytes 
in  the  sweat,  and  (4)  chronic  respiratory 
disease.  An  early  diagnosis  is  important. 


particularly  in  terms  of  pancreatic  replace- 
ment therapy  because  this  is  a rapid  and  re- 
liable means  of  reversing  the  gastrointesti- 
nal manifestations.  In  the  series  of  children 
with  cystic  fibrosis  observed  at  Scott  and 
White,  some  beneficial  effects  on  the  pul- 
monary system  have  been  noted  following 
pancreatic  replacement  therapy  using  lipan- 
creatin  (Cotazym)  therapy ^ I believe  the 
good  results  are  related  to  improved  nutri- 
tion as  well  as  to  the  very  active  and  ener- 
getic therapeutic  regimen  employed  by  the 
pediatricians. 

The  most  useful  diagnostic  tests  concern 
the  detection  of  pancreatic  enzymes  and  the 
quantitative  determination  of  electrolytes  in 
the  sweat.  To  evaluate  pancreatic  lipase,  the 
radioiodinated  triolein  absorption  test  is  em- 
ployed. The  basic  feature  of  the  test  is  the 
administration  of  radioiodinated  triolein 
which,  in  the  presence  of  pancreatic  lipase, 
is  broken  down  into  fatty  acid  and  glycerol. 
The  labeled  fatty  acid  is  then  absorbed,  and 
the  pancreatic  function  is  determined  by  the 
rate  -this  radioactive  fat  is  absorbed  in  the 
blood  and  by  its  total  excretion  in  the  feces. 
In  an  adult,  radioiodinated  triolein  is  ad- 
ministered orally  in  a capsule  along  with  a 
small  amount  of  barium  which  serves  as  a 
radiologic  indicator  to  check  any  abnormal 
values,  in  other  words  to  detect  gastric  re- 
tention which  would  produce  an  erroneous 
positive  test.  The  normal  values  in  an  adult 
are  a peak  rate  of  absorption  of  10  percent 
or  more  of  the  radioiodinated  fat  in  the  blood 
between  three  and  six  hours  after  adminis- 
tration, and  a total  excretion  in  the  feces  of 
5 percent  or  less  in  72  hours.  Obviously,  in 
an  infant,  the  radioiodinated  triolein  test 
must  be  conducted  differently.  Over  the  past 
few  years,  I have  developed  the  technique  of 
injecting  a calculated  amount  of  radioiodi- 
nated triolein  in  a gum  acacia  suspension 
directly  into  the  infant’s  stomach  because  a 
capsule  cannot  be  used  and  a suspension  in 
a feeding  bottle  is  inaccurate  and  unreliable. 
I simply  intubate  the  stomach  with  a small 
plastic  tube  containing  a radiopaque  marker, 
using  fluoroscopic  image  intensification. 
Once  the  tip  of  the  tube  is  noted  to  lie  in  the 
stomach,  the  triolein  suspension  is  intro- 
duced along  with  a dilute  barium  sulphate 
suspension.  Blood  samples  are  drawn  at  ap- 
propriate intervals  and,  in  males,  the  urin- 
ary stream  is  diverted  and  all  feces  are  col- 
lected for  assay.  We  routinely  collect  all 
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feces  for  72  hours  in  adults,  but  a 48-hour 
collection  period  is  sufficient  in  children. 

The  normal  values  for  the  peak  rate  of  ab- 
sorption in  the  blood  and  the  total  excretion 
in  the  feces  are  somewhat  different  for  in- 
fants and  for  young  children.  In  infants  un- 
der six  months  of  age,  a peak  rate  of  absorp- 
tion of  4 percent  of  the  administered  dosage 
of  radioactive  fat  can  be  considered  normal, 
increasing  to  6 percent  at  two  years,  and  to 
adult  levels  by  four  years  of  age.  The  total 
excretion  in  the  feces  decreases  from  20  per- 
cent or  less  at  six  months  of  age  to  the  nor- 
mal adult  level  of  5 percent  or  less  at  four 
years  of  age. 

Several  methods  have  been  used  for  quan- 
titating the  electrolytes  in  sweat,  but  only 
one  is  recommended  currently.  The  so-called 
hand  print  or  plate  test  using  an  agar  plate 
or  filter  paper  impregnated  with  nitrate- 
chromate  found  brief  favor  as  a screening 
test,  but  the  results  are  unreliable.  The  gross 
collection  of  sweat  for  chemical  analysis  by 
placing  the  torso  or  a limb  in  an  air-tight 
plastic  bag  also  has  lost  favor  because  chil- 
dren with  cystic  fibrosis  excrete  abnormal 
amounts  of  sodium  and  chloride  in  their 
sweat.  Also,  their  total  body  fluid  is  small, 
and  it  is  easy  to  create  a water  and  electro- 
lyte deficiency  in  this  manner. 

Pilocarpine  iontophoresis  is  recommended 
currently  as  the  most  accurate  and  the  safest 
method  for  obtaining  sweat  for  analysis. 
The  practical  feature  is  that  the  pilocarpine 
will  induce  profuse  localized  sweating.  Pilo- 
carpine is  ionized  positively  and  can  be  made 
to  penetrate  the  intact  skin  by  means  of  a 
direct  current.  Briefly,  a dilute  solution  of 
pilocarpine  is  placed  on  a positive  electrode, 
2 by  2 inches,  which  is  applied  to  the  arm 
of  an  older  child  or  to  the  leg  of  an  infant. 
With  the  application  of  a weak  direct  cur- 
rent, the  pilocarpine  penetrates  the  skin  and 
produces  sweating  in  the  area  under  the  elec- 
trode. The  apparatus  is  disconnected,  the 
skin  is  washed,  and  the  sweat  from  the  area 
is  collected  for  analysis  on  a weighed  sponge. 
Studies  on  premature  and  normal  newborn 
infants  show  that  many  will  exhibit  a high 
but  temporary  concentration  of  electrolytes 
in  their  sweat  during  the  first  week  of  life. 
Therefore,  any  infant  over  one  week  of  age 
with  a chloride  level  of  60  or  more  mEq.  per 
liter  of  sweat  is  considered  to  have  cystic 
fibrosis. 

The  manifestations  of  pulmonary  involve- 


ment in  cystic  fibrosis  are  diverse,  and  an 
extensive  discussion  of  the  roentgenograph- 
ically  demonstrable  changes  which  may  vary 
from  no  involvement  to  extensive  and  severe 
alterations  resulting  in  death  will  not  be  at- 
tempted. Progressive  pulmonary  lesions  may 
present  the  various  stages  of  emphysema, 
chronic  pneumonitis,  bronchiectasis,  fibrosis, 
and  eventually  increased  pulmonary  arterial 
pressure  with  cor  pulmonale,  cyanosis,  and 
digital  clubbing. 

When  cystic  fibrosis  is  present  in  the  new- 
born infant,  the  first  clinical  signs  involve 
the  gastrointestinal  tract,  creating  meconi- 
um ileus,  peritonitis,  and  atresia.  Meconium 
ileus  can  occur  prior  to  birth  with  an  in- 
trauterine rupture  of  the  bowel  into  the  fetal 
peritoneum,  causing  antenatal  meconium 
peritonitis.  The  results  are  demonstrated 
later  as  peritoneal  calcifications.  Of  course, 
a meconium  ileus  with  perforation  can  occur 
at  or  shortly  after  birth,  and  such  a condi- 
tion will  appear  on  the  roentgenogram  only 
as  free  air  or  fluid  in  the  peritoneal  space 
without  telltale  calcifications.  If  these  in- 
fants live,  serial  views  will  show  the  rapid 
development  of  calcification  in  the  peritone- 
um or  bowel  wall.  Although  atresia  alone 
can  produce  a meconium  ileus  due  to  non- 
passage of  bowel  contents,  it  is  interesting 
to  note  that  recent  evidence  indicates  that 
the  mere  presence  of  meconium  ileus  can 
produce  apparent  atresia.  The  sequence  of 
events  seems  to  be  meconium  ileus  with  in- 
creased intraluminal  bowel  pressure  and 
transport  of  partially  digested  epithelial 
cells  into  the  bowel  wall,  resulting  in  an  in- 
tensive inflammatory  reaction  with  subse- 
quent fibrosis  and  contraction.  The  addi- 
tional gastrointestinal  complications  of  cys- 
tic fibrosis  usually  occur  in  older  children. 

Intussusception  of  the  ileocecal  region  or 
distal  small  bowel  usually  does  not  occur 
until  the  child  reaches  one  to  two  years  of 
age.  Rectal  prolapse  has  been  reported  in 
untreated  children,  but  I have  not  observed 
this  complication.  The  other  concurrent  dis- 
eases that  can  occur  include  pneumatosis  in- 
testinales,  cholelithiasis,  and  pancreatic  cal- 
cification. Some  correlation  exists  between 
pancreatic  calcification  and  the  subsequent 
development  of  clinical  diabetes. 

Although  osteoporosis  has  occurred  in  chil- 
dren with  cystic  fibrosis  who  were  untreated, 
or  prior  to  treatment,  distinct  changes  in  the 
skeleton  have  not  been  reported.  Several 
years  ago,  I started  a series  of  roentgeno- 
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grams  on  children  with  cystic  fibrosis  and 
digital  clubbing.  After  studying  the  first  12 
patients,  I discovered  Caffey’s  comments  re- 
garding his  radiologic  experience : He  states 
that  he  has  never  observed  any  bone  over- 
growth of  the  phalanges  in  children  with 
cystic  fibrosis.®  The  findings  in  my  brief 
series  concur  with  his  experience. 

In  summary,  cystic  fibrosis  is  a disease 
of  extremely  diverse  clinical,  laboratory,  and 
radiologic  manifestations.  In  the  group  of 
24  children  with  cystic  fibrosis  which  I have 
observed  personally,  20  had  definitely  ab- 
normal concentrations  of  electrolytes  in  their 
sweat,  17  had  pulmonary  disease  varying 
from  mild  to  severe,  and  23  had  pancreatic 
deficiency.  The  children  with  the  more  se- 
vere degrees  of  pancreatic  deficiency  often 
had  reduced  absorption  by  the  small  bowel. 
This  malabsorption  tended  to  improve  with 
pancreatic  replacement  therapy. 

An  incidental  observation  in  my  series  of 
patients  was  that  the  boys  with  moderate 
to  severe  pancreatic  deficiency  frequently 
had  undescended  testicles.  The  significance 
of  this  observation  has  not  been  determined. 


Therapeutic  Regimen 

DR.  MYERS : Therapy  for  children  with 
cystic  fibrosis  is  aimed  at  three  defective 
body  systems.  First,  the  altered  digestive 
system  requires  pancreatic  substitution  ther- 
apy. At  this  institution,  we  consider  lipan- 
creatin  (Cotazym  capsules)  to  offer  advan- 
tages over  other  pancreatic  replacement 
drugs.^-^  Also,  a high  protein,  high  carbo- 
hydrate, low  fat  diet  is  stressed,  and  a water 
soluble  vitamin  supplement  is  given  twice 
daily.  The  second  defect  is  in  the  sweat 
glands.  If  the  child  can  season  his  food  with 
salt  to  taste,  this  will  provide  adequate  com- 
pensation for  the  electrolytes  lost  through 
perspiration  except  during  the  summertime. 
The  third  defect  which,  of  course,  produces 
the  greatest  morbidity  and  mortality  is  in 
the  respiratory  system.  If  the  lungs  can  be 
kept  clear  of  infection,  these  children  will 
go  ahead  and  develop  normally  and  do  very 
well. 

The  primary  pulmonary  lesion  in  cystic 
fibrosis  is  thought  to  be  an  accumulation  of 
abnormally  viscous  mucus  in  the  tracheo- 
bronchial tree.  This  mucus  is  probably  ge- 
netically determined;  and,  therefore,  it  is 
with  the  patient  all  his  life.  The  abnormally 


viscous  mucus  is  not  harmful  in  itself,  but 
it  impairs  the  cleansing  mechanism  of  the 
lungs.  If  the  lungs  are  not  cleared,  the  stag- 
nated secretions  create  obstruction,  and  the 
bacteria  that  are  inhaled  start  multiplying 
in  these  stagnated  areas  to  produce  infec- 
tion. The  infection  then  causes  more  edema 
which  will  create  more  viscous  mucus.  If 
this  process  is  not  stopped,  the  tissues  lining 
the  tracheobronchial  tree  will  be  destroyed 
and  bronchiectasis  and  emphysema  will  re- 
sult. 

At  present,  to  cure  the  basic  defects  pro- 
ducing the  abnormal  mucus  in  the  respira- 
tory system  is  impossible ; therefore,  therapy 
must  be  aimed  at  clearing  the  obstructing 
lesion  of  the  pulmonary  tree.  If  the  obstruc- 
tion can  be  eliminated,  the  infection  which 
is  secondary  to  the  obstruction  will  clear. 
Hence,  therapy  for  the  pulmonary  defect  is 
aimed  (1)  at  thinning  and  removing  the  ab- 
normally viscous  mucus  and  (2)  at  control- 
ling the  pulmonary  infection  (Table  2). 

To  decrease  the  viscosity  of  the  pulmonary 
secretions,  inhalation  therapy  is  recommend- 
ed. The  primary  purpose  of  inhalation  ther- 
apy is  to  wet  and  thin  the  mucus  in  the  res- 
piratory tract.  Also,  locally  effective  topical 
agents  such  as  bronchodilators,  deconges- 
tants, mucolytic  agents,  and  antibiotics  can 


Table  2. — Treatment  of  the  Pulmonary  Defect  in 
Children  with  Cystic  Fibrosis. 

I.  Therapy  aimed  at  obstructive  pulmonary  lesion : 

A.  Decreasing  the  viscosity  of  the  pulmonary 
secretion  (inhalation  therapy). 

1.  General  considerations. 

2.  Mist  tent  therapy. 

3.  Intermittent  inhalation  therapy. 

a.  Aerosol  therapy. 

b.  Intermittent  positive  pressure  breath- 
ing therapy  (IPPB). 

4.  Environmental  factors. 

B.  Improving  drainage  of  the  pulmonary 
secretions. 

1.  Postural  drainage. 

2.  Breathing  exercises. 

3.  Physical  activity. 

4.  Expectorants  and  bronchodilator  drugs. 

5.  Treatment  of  associated  respiratory 
tract  disease. 

II.  Therapy  aimed  at  the  control  of  pulmonary  in- 
fection. 

A.  General. 

B.  Frequent  clinical  and  bacteriologic  evalu- 
ation. 

C.  Initial  antibiotic  therapy. 

1.  Systemic  antibiotic  therapy. 

2.  Aerosol  antibiotic  therapy. 

D.  Follow-up  antibiotic  therapy. 
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CPC — continued 

be  inhaled  when  indicated.  In  inhalation 
therapy,  the  size  of  the  mist  particle  is  of 
utmost  importance.  If  particles  of  inade- 
quate size  are  employed,  the  mist  does  not 
go  down  into  the  tracheobronchial  tree  far 
enough  to  thin  the  stagnated  mucus.  Be- 
cause the  object  of  inhalation  therapy  is  to 
get  the  mist  into  the  terminal  bronchi  and 
the  bronchioles,  sprayed  mist  with  particle 
sizes  between  1 and  10  pc.  in  diameter  is 
needed.  If  water  is  used  alone  as  an  aerosol 
mist,  it  will  evaporate  and  will  be  deposited 
in  the  upper  air  passages.  For  this  reason, 
propylene  glycol  is  nebulized  in  a 10  percent 
solution.  This  will  stabilize  the  mist  par- 
ticle, and  it  will  also  decrease  evaporation. 
Compressed  air  is  used  to  propel  the  mist 
because  oxygen  in  high  concentrations  will 
cause  vasomotor  changes  of  the  mucous  mem- 
brane, and  oxygen  also  has  some  drying  ef- 
fects. 

Several  types  of  inhalation  therapy  are  in- 
cluded in  our  regimen  for  combatting  cystic 
fibrosis : 

1.  The  children  should  sleep  under  a mist 
tentt  every  night.  Therapy  employing  the 
mist  tent  should  begin  in  the  hospital.  When 
a child  with  cystic  fibrosis  is  placed  under 
the  tent  for  the  first  time,  secretions  may 
increase  profusely ; and  if  he  is  not  observed 
carefully  until  he  overcomes  this  extensive 
production  of  mucus,  he  may  drown  in  his 
own  fluid.  If  the  infection  in  his  chest  is 
severe,  he  should  remain  under  the  mist  tent 
almost  continuously  throughout  the  day  as 
well  as  sleep  in  it  at  night.  Even  when  the 
initial  pulmonary  improvement  is  slight,  the 
mist  tent  offers  good  prophylaxis. 

2.  Intermittent  inhalation  therapy  is  used 
three  to  four  times  daily.  Bronchodilators, 
decongestants,  mucolytic  agents,  and  antibi- 
otics are  incorporated  in  the  aerosol  mist. 
This  treatment  is  given  before  meals,  and  is 
followed  by  rotary  postural  drainage.  The 
purpose  of  the  intermittent  therapy  is  to 


:|:To  pi-ovide  the  mist  for  hospitalized  patients,  a 
solution  of  10  percent  propylene  glycol  in  3 percent 
sodium  chloride  (0.5  molar  sodium  chloride)  is  neb- 
ulized. When  at  home,  a nebulized  solution  of  10 
percent  propylene  glycol  in  distilled  water  is  em- 
ployed in  the  tent.  The  solution  containing  distilled 
water  instead  of  3 percent  sodium  chloride  is  used 
in  the  home  because  salt  tends  to  cause  rusting  and 
deterioration  of  almost  everything  in  the  house. 
Also,  an  occasional  child  may  develop  hemoptysis 
with  prolonged  use  of  the  salt  solution. 


carry  medication  into  the  tracheobronchial 
tree. 

3.  Intermittent  positive  pressure  therapy 
is  used  for  selected  patients.  This  form  of 
therapy  should  be  used  only  by  physicians 
who  are  adequately  trained  in  the  use  of 
the  pressurized  equipment. 

In  the  child  with  cystic  fibrosis,  many  fac- 
tors are  important  for  creating  and  main- 
taining the  decreased  viscosity  of  his  mucus. 
A mild  climate  with  relative  humidity  of 
about  50  percent  may  be  beneficial. 

Rotary  postural  drainage  is  recommended 
to  follow  the  aerosol  treatments  to  remove 
the  fluid  from  the  lungs.  We  try  to  drain 
all  lobes  of  the  lungs  by  positioning  the  child 
and  vibrating  his  chest  with  a cupped  hand. 
Although  production  of  mucus  becomes  min- 
imal with  treatment,  postural  drainage  is 
continued  routinely. 

Physical  activities  are  encouraged.  We  be- 
lieve that  as  long  as  a child  is  active,  when 
he  is  swimming,  running,  and  engaged  in 
other  exercises,  he  can  expectorate  a lot 
more  mucus  than  we  can  make  him  eliminate. 
Breathing  exercises  are  taught  to  older  chil- 
dren to  develop  the  diaphragmatic  muscles. 

Expectorant  drugs  are  used  only  occasion- 
ally. Cough  syrups  or  any  medications  con- 
taining codeine  derivatives  are  avoided  be- 
cause we  do  not  want  to  suppress  the  cough 
reflex.  Associated  infections  of  the  respira- 
tory tract  such  as  allergies,  chronic  sinusitis, 
adenoiditis  or  tonsillitis  are  treated  as  they 
would  be  in  any  child. 

Along  with  trying  to  rid  the  lungs  of  the 
abnormally  viscous  mucus,  pulmonary  infec- 
tion must  be  controlled.  In  general,  four 
main  types  of  bacteria  (Staphylococcus  au- 
reus, Pseudomonas  aeruginosa,  the  Proteus 
bacilli,  and  Escherichia  coli)  grow  in  the 
respiratory  tract  of  the  child  with  cystic  fi- 
brosis. These  bacteria  often  are  seen  in  pa- 
tients with  chi’onic  infection,  and  they  easily 
become  resistant  to  antibiotic  drugs.  Most 
of  these  organisms,  except  the  Pseudomonas, 
can  be  eliminated.  We  have  to  try  to  live 
with  this  bacillus. 

In  our  therapeutic  regimen,  we  tiy  not  to 
prescribe  continuous  antibiotic  therapy.  An- 
tibiotics usually  are  started  when  the  child 
is  in  the  hospital,  making  it  possible  to  iso- 
late the  organism  producing  infection  and 
to  perform  sensitivity  tests.  Also,  in  the  hos- 
pital, the  child  can  be  treated  with  higher 
doses  of  antibiotics  and  can  be  observed  for 
any  toxic  or  allergic  effects.  The  initial 
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treatment  is  continued  until  the  infection  is 
gone — which  might  be  for  weeks  or  months. 
Following  initial  treatment,  frequent  clini- 
cal investigation  and  bacteriologic  evalua- 
j tion  should  be  employed  to  determine  when 
j to  start  antibiotic  therapy  again. 

Aerosol  mists  containing  antibiotic  agents 
are  employed  in  the  regimen,  the  main  ad- 
vantage being  that  these  antibiotics  can  be 
applied  locally  in  higher  concentrations  than 
when  used  systemically.  It  has  been  shown 
that  the  antibiotic  agents  which  are  used  in 
' aerosol  mists  (except  penicillin,  chloramphe- 
nicol, tetracycline,  and  dimethoxy-penicillin) 
are  inactivated  by  the  desoxyribonuclease 
nucleic  acid  in  the  purulent  exudate  which 
! is  present  in  the  tracheobronchial  secretions. 
These  antibiotics,  therefore,  are  of  slight 
value  in  eradicating  infection ; however,  they 
may  stop  its  spread  into  the  unaffected 
! areas  of  the  lungs. 

Each  child  with  cystic  fibrosis  is  observed 


monthly  to  determine  how  he  is  getting 
along.  If  he  has  started  to  lose  weight  or 
has  developed  low  grade  fever,  increased 
cough,  or  other  symptoms,  he  is  treated  as 
is  necessary.  Roentgenograms  are  made 
when  they  are  needed ; or,  routinely,  every 
six  months  if  the  patient  is  doing  well. 
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Who  Carries  the  Insurance? 

From  time  to  time,  physicians  have  reported  that  employers  of 
injured  workers  refuse  to  disclose  the  name  of  the  carrier  of  work- 
men’s compensation  insurance.  The  Texas  Medical  Association’s 
Committee  on  Workmen’s  Compensation  Insurance  reports  that  on 
receipt  of  a simple  inquiry  from  the  attending  physician,  the  Indus- 
trial Accident  Board,  Land  Office  Building,  Capitol  Station,  Austin, 
will  supply  this  information  immediately. 

“Practically  all  of  the  problems  between  carriers  of  Workmen’s 
Compensation  Insurance  and  the  physician  can  be  ironed  out  once 
communication  is  established  between  the  two  interested  parties,” 
says  Dr.  Edward  T.  Smith,  Houston,  who  has  served  as  chairman  of 
the  TMA  committee  for  several  years.  ' 

“Many  times  the  patient  (employee)  does  not  know  the  insur- 
ance carrier,  and  his  boss  (employer)  may  not  know,  either.  The 
policy  may  have  been  bought  through  an  agent,  and  many  times  it  is 
complicated  trying  to  deal  with  the  insurance  carrier  through  the 
agent.  All  the  physician  needs  to  know  is  the  patient’s  name  and  his 
employer  and  the  Industrial  Accident  Board  can  furnish  the  other 
information  so  that  the  physician  can  contact  the  carrier  directly,” 
he  said. 
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Legislature  Passes  Bills  on  PKU,  TB, 
Mental  Health,  Battered  Child,  Thallium 


A TOTAL  of  789  bills— many  of 
interest  to  the  medical  pro- 
fession— were  passed  into  law  dur- 
ing the  59th  session  of  the  Texas 
Legislature.  Among  them  are  meas- 
ures concerning  the  battered  child 
syndrome,  PKU,  mental  health,  tu- 
berculosis, thallium,  and  others. 

The  new  battered  child  law  was 
sponsored  by  Texas  Medical  Asso- 
ciation and  other  interested  groups. 
It  provides  that  any  physician  who 
examines  or  treats  a child  under 
the  age  of  18  years  for  any  injury 
may  report  the  injury  to  govern- 
mental authorities  if  he  believes 
the  injury  is  other  than  accidental 
and  is  due  to  maltreatment  or  neg- 
lect. The  physician  may  make  an 
immediate  oral  report  and  follow 
it  with  a written  report  as  soon  as 
possible.  Physicians  reporting  such 
injuries  are  immune  from  civil 
and  criminal  liability  for  report- 
ing as  defined  by  the  Act. 

Under  the  PKU  bill  passed  by 
the  Legislature,  the  State  Health 
Department  is  authorized  to  com- 
bat mental  retardation  in  children 
suffering  from  phenylketonuria.  A 
physician  attending  a newborn 
child  will  now  be  required  to  have 
the  baby  tested  for  PKU.  TMA 
has  favored  an  educational  pro- 
gram to  promote  PKU  testing  but 
has  opposed  the  principle  of  man- 
datory testing. 

A Texas  Department  of  Mental 
Health  and  Mental  Retardation  has 
now  been  created,  based  on  recom- 
mendations of  the  Governor’s  Spe- 
cial Committee  on  Mental  Health. 
This  action  has  been  supported  by 
TMA  as  has  another  provision 


which  establishes  the  new  Tuber- 
culosis Code.  The  Code  resulted 
from  recommendations  of  the  Gov- 
ernor’s Special  Committee  on  Tu- 
berculosis Eradication. 

The  Texas  Dangerous  Drug  Law 
has  now  been  amended  to  include 
thallium.  Only  physicians  and  oth- 
ers listed  in  the  Law  may  now  be 
allowed  possession  of  thallium.  This 
action  is  one  long  sought  by  TMA. 

Eleven  state  constitutional 
amendments  are  to  be  voted  on  in 
1965  (Nov.  2)  and  16  in  1966  (Nov. 
8).  Of  interest  to  physicians  dur- 
ing the  1965  elections  will  be  a 
proposed  amendment  which  will 
enable  Texas  to  cooperate  with  the 
U.  S.  Government  in  providing  as- 
sistance and  medical  care  for  needy 
aged,  needy  blind,  needy  children, 
and  needy  totally  disabled.  Al- 
though in  1964  Texans  voted  for 
an  amendment  enabling  the  Legis- 
lature to  implement  the  MAA 
(Medical  Aid  for  the  Aged)  or 
second  phase  of  Kerr-Mills,  in  the 
light  of  pending  legislation  in 
Washington,  the  State  law-making 
body  took  no  action  on  this  during 
this  session.  In  essence,  this  new 
proposed  amendment  will  allow 
Texas  to  participate  in  whatever 
program  comes  out  of  Washington 
concerning  the  aged  and  others. 
To  participate  in  matching  Fed- 
eral-State programs,  each  state 
must  enact  the  appropriate  en- 
abling legislation  by  a specific 
time. 

In  addition  to  that  establishing 
the  Department  of  Mental  Health 
and  Mental  Retardation,  the  Leg- 
islature passed  other  mental  health 
bills.  These  provide  for  the  es- 


tablishment of  additional  state 
schools  for  the  mentally  retarded; 
the  establishment  of  the  Dallas 
Neuropsychiatric  Institute  for 
treatment,  teaching,  and  research; 
an  appropriation  for  a new  state 
mental  hospital  and  research  insti- 
tute in  Dallas  County  in  conjunc- 
tion with  the  University  of  Texas 
Southwestern  Medical  School;  care 
of  mentally  ill  and  retarded  per- 
sons with  TB;  and  others. 

One  law  passed  authorizes  the 
Texas  State  Board  of  Medical  Ex- 
aminers to  increase  the  annual 
license  renewal  fee  for  physicians 
from  $5  not  to  exceed  $10. 

Numerous  hospital  districts  were 
created  during  this  session  of  the 
Legislature.  Counties  affected  in- 
clude Wilbarger,  Eastland,  Parker, 
Matagorda,  Palo  Pinto,  Hunt,  Gray, 
Uvalde,  Swisher,  San  Patricio,  Mot- 
ley, Cooke,  DeWitt,  Atascosa,  La- 
vaca, Gonzales,  Maverick,  Haskell, 
Jones,  Presidio,  Wilson,  Childress, 
Harris,  and  Terry. 

The  child-placing  agencies  act 
was  amended  to  allow  the  agencies 
to  make  a charge  for  staff  and 
other  services  rendered  on  behalf 
of  the  mother.  Another  law  makes 
provision  for  the  protection  of  the 
confidential  nature  of  the  adop- 
tion records  filed  with  the  State 
Department  of  Public  Welfare  and 
licensed  child-placing  agencies. 
Similar  records  filed  in  the  courts 
were  protected,  but  tbe  Welfare 
Department  and  child-placing  agen- 
cies in  the  past  were  not. 

Many  bills  were  passed  concern- 
ing the  blind.  These  concern  keep- 
ing of  certain  records  relating 
to  the  visually  handicapped;  au- 
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thorizing  the  State  Board  of  Edu- 
cation to  supply  free  textbooks 
to  blind  and  visually  handicapped 
scholastics;  raising  the  age  limit 
for  an  education  program  for  to- 
tally deaf  and  blind  or  totally 
blind  and  non-speaking  children; 
authority,  responsibilities  and  rec- 
ords to  be  kept  by  the  State  Com- 
mission for  the  blind;  qualifica- 
tions of  the  superintendent  of  the 
Texas  School  for  the  Blind ; opera- 
tion of  vending  stands  on  state 
property  by  blind  persons;  and 
exemption  of  certain  deaf  and 
blind  students  from  payment  of 
tuition  at  State-supported  institu- 
tions of  collegiate  rank. 


7,911  Physicians  Licensed 

In  1964,  AMA  Reports 

A total  of  7,911  physicians  were 
newly  added  to  the  licensed  medi- 
cal profession  in  the  U.  S.  in  1964, 
according  to  a report  by  the  AMA 
Council  on  Medical  Education. 

The  63rd  annual  report  on  med- 
ical licensure  statistics  appeared  in 
the  June  7 Journal  of  the  Ameri- 
can Medical  Association. 

There  were  6,605  newly  licensed 
U.  S.  and  Canadian  medical  school 
graduates  and  1,306  graduates  of 
medical  faculties  in  other  coun- 
tries. Newly  licensed  foreign  med- 
ical graduates  have  gradually  de- 
creased each  year  since  the  high 
of  1,626  in  1959.  In  recent  years, 
about  one  quarter  of  foreign- 
trained  graduates  issued  first  li- 
censes have  been  U.  S.  citizens 
who  attended  medical  schools  out- 
side the  U.  S.  and  Canada. 

A total  of  17,885  licenses  to 
practice  medicine  and  surgery  were 
issued  during  1964  by  55  author- 
ized boards  in  the  U.  S.  and  its 
territories.  This  total  included  first 
licenses  for  new  physicians,  li- 
censes for  physicians  moving  to 
other  states,  and  licenses  for  for- 
eign-trained physicians. 

Of  all  licenses  issued  during 
1964,  7,166  were  granted  after  suc- 
cessful written  examination  and 
10,719  by  reciprocity  and  endorse- 
ment of  state  licenses  or  the  cer- 
tificate of  the  National  Board  of 
Medical  Examiners. 

As  of  Dec.  31,  1964,  there  were 
284,271  physicians  in  the  U.  S. 
(excluding  1,740  temporarily  in 
other  countries). 

Licensing  board  examination 
failures  in  1964  totaled  1,181.  The 
percentage  of  failures  in  the  writ- 
ten examinations  of  graduates  of 
approved  U.  S.  medical  schools 


was  1.7 ; of  graduates  of  approved 
Canadian  medical  schools,  7.8  per- 
cent failed.  Graduates  of  schools 
of  osteopathy  admitted  to  medical 
licensure  examination  in  several 
states  had  9.4  percent  failures, 
and  31.8  percent  of  foreign-trained 
physicians  examined  for  medical 
licensure  failed.  The  total  percent- 
age of  failures  was  13.4  percent, 
about  the  same  as  1963. 


Pamphlets 


A newly  revised  directory  of  the 
545  poison  control  centers  now  op- 
erating in  the  United  States  and 
possessions  has  been  issued  by  the 
Public  Health  Service’s  Division  of 
Accident  Prevention,  U.  S.  Depart- 
ment of  Health,  Education,  and 
Welfare.  The  revised  directory. 
Public  Health  Service  Publication 
No.  1278,  replaces  the  directory 
published  in  August,  1962. 

The  new  “Directory  of  Poison 
Control  Centers,”  compiled  from 
information  furnished  to  the  Na- 
tional Clearinghouse  for  Poison 
Control  Centers  by  State  health 
departments,  lists  the  address,  tel- 
ephone number,  and  directing  per- 
sonnel of  poison  control  centers 
functioning  in  469  cities  in  48 
States,  and  in  the  Canal  Zone,  Dis- 
trict of  Columbia,  Guam,  Puerto 
Rico,  and  the  Virgin  Islands. 


Our  Face  Is  Red 


“Meet  the  Authors”  in  the  May 
Texas  Medicine  described  Dr.  Don- 
ald Motzkin,  author  of  “Radioac- 
tive Scintiscanning  in  Evaluation 
of  Renal  Disease,”  p.  401,  as  a for- 
mer associate  professor  at  Baylor 
University  College  of  Medicine. 
Actually,  one  of  the  junior  authors 
of  the  paper.  Dr.  Philip  C.  John- 
son, is  an  associate  professor  at 
the  Houston  medical  school.  Dr. 
Motzkin,  now  with  Ross-Loos  Med- 
ical Group  in  Los  Angeles,  served 
a residency  at  Baylor. 


Medical  Assistants 
To  Share  TMA  Facility 

Texas  Medical  Assistants  Asso- 
ciation has  been  granted  a perma- 
nent home  and  a mailing  address 
in  the  Headquarters  Building  of 
the  Texas  Medical  Association  in 
Austin.  Announcement  of  this  new 
permanent  base  of  operations  for 
the  medical  assistants  was  made 


at  a recent  meeting  of  their  asso- 
ciation in  Lubbock  by  Dr.  David 
Wade,  President  of  TMA. 

A check  for  $500  was  also  pre- 
sented the  medical  assistants  by 
the  TMA,  a renewal  of  the  educa- 
tional grant  first  given  last  year 
in  support  of  the  Traveling  Edu- 
cational Symposium. 


Changes  To  Be  Made 
In  Influenza  Vaccine 

A slight  change  in  the  composi- 
tion of  influenza  vaccine  for  the 
1965-1966  season  has  been  an- 
nounced by  Dr.  Luther  L.  Terry, 
Surgeon  General  of  the  Public 
Health  Service,  U.  S.  Department 
of  Health,  Education  and  Welfare. 

In  addition  to  the  representa- 
tives of  the  four  influenza  virus 
strains — A,  Ai,  A2,  and  B — which 
are  used  in  the  current  vaccine, 
next  season’s  formula  will  include 
another  A2  strain,  isolated  in  Tai- 
wan in  1964.  This  strain  is  close- 
ly related  to  the  A2  strain  which 
has  been  associated  with  epidemic 
influenza  during  the  past  season. 


Nurses'  Credentials 
Should  Be  Checked 


Texas  employers  of  registered 
nurses  have  been  urged  to  coop- 
erate with  the  Board  of  Nurse  Ex- 
aminers for  the  State  of  Texas  in 
checking  credentials  of  nurses. 

According  to  officers  of  the 
Board  of  Nurse  Examiners,  there 
are  many  persons  in  Texas  who 
claim  to  be  registered  nurses  in 
other  states  whose  professional 
status  is  questionable. 

If  the  nurse’s  Texas  certifica- 
tion of  registration  or  re-registra- 
tion does  not  bear  the  expiration 
date  of  March  31,  1966,  the  nurse 
should  contact  the  Board  relative 
to  reinstatement. 

If  the  nurse  is  registered  in  an- 
other state,  the  nurse  should  con- 
tact the  Board  relative  to  regis- 
tration by  endorsement  or  reci- 
procity. Registered  nurses  from 
other  states  can  secure  permits  to 
practice  professional  nursing  pend- 
ing completion  of  the  application 
for  registration  by  endorsement  or 
reciprocity  by  submitting  a cur- 
rent license  from  another  state 
and  a fee  of  $2.  Permits  expire 
at  the  end  of  three  months  and  are 
not  renewable. 

A nurse  registered  by  a foreign 
country  should  contact  the  Board. 
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L.  H.  Reeves  1939-1940 
B.  E.  Pickett,  Sr.  1947-1948 


Past 

Presidents 


Tate  Miller  1948-1949 
G.  V.  Brindley,  Sr.  1949-1950 


Allen  T.  Stewart  1951-1952 
Truman  C.  Terrell  1952-1953 


George  Turner  1953-1954 
F.  J.  L.  Blasingame  1954-1955 


J.  L.  Cochran  1955-1956 
Milford  O.  Rouse  1956-1957 


C.  Denton  Kerr  1957-1958 
Howard  0.  Smith  1958-1959 


Franklin  W.  Yeager  1959-1960 
May  Owen  1960-1961 


Harvey  Renger  1961-1962 
Robert  Mayo  Tenery  1963-1964 


Max  E.  Johnson  1964-1965 


Seventeen  past  Presidents  of 
Texas  Medical  Association  are  liv- 
ing today.  They  continue  to  take 
an  active  interest  in  the  affairs  of 
the  organization,  and  most  of  them 
get  together  each  year  at  Annual 
Session  for  a meeting  of  the  Past 
Presidents  Association.  This  year 
a table  was  reserved  for  them  and 
their  wives  at  the  Association 
Luncheon. 

The  man  who  served  as  Presi- 
dent the  longest  time  ago  is  Dr. 
L.  H.  Reeves  of  Fort  Worth.  He 
was  the  75th  President  and  his 
term  was  1939-1940.  During  his 
presidency,  the  Association  was  or- 
ganized into  129  county  medical 
societies,  each  with  elected  offi- 
cers. 

Dr.  B.  E.  Pickett,  Sr.,  Carrizo 
Springs,  was  President  during  the 
year  1947-1948,  the  time  when  the 
House  of  Delegates  voted  to  move 
the  Headquarters  of  the  TMA  to 
Austin. 

In  1948-1949,  when  Dr.  Tate  Mil- 
ler of  Dallas  was  President,  the 
Association  was  moved  to  Austin. 

A President  who  dedicated  his 
administration  to  informing  the 
public  was  Dr.  G.  V.  Brindley,  Sr., 
of  Temple.  During  his  tenure, 
1949-1950,  the  Public  Grievance 
Committee  was  established,  and 
Codes  of  Coo'peration  were  author- 
ized with  the  press  and  the  news 
media. 

Dr.  Allen  T.  Stewai’t,  Lubbock, 
President  in  1951-1952,  advocated 
better  public  relations  between  the 
patient  and  the  physician. 
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Past  Presidents  and  their  wives  gather  at  the  1965  Annual  Session.  Back  row  standing,  left  to  right:  Dr.  George 
Turner,  Dr.  G.  V.  Brindley,  Sr.,  Dr.  Robert  Mayo  Tenery,  Dr.  J.  L.  Cochran,  Dr.  Max  Johnson,  Dr.  T.  C.  Terrell,  Dr.  Howard 
0.  Smith,  and  Dr.  M.  0.  Rouse.  Seated,  left  to  right:  Mrs.  Brindley,  Dr.  B.  E.  Pickett,  Sr.,  Mrs.  Turner,  Mrs.  Terrell,  and 
a guest.  Dr.  T.  J.  W.  Shoemaker  of  Fort  Worth. 


In  his  presidential  address  at 
the  beginning  of  his  term  in  1952, 
Dr.  Truman  C.  Terrell,  Fort  Worth, 
said,  “I  believe  that  the  next  ten 
years  will  see  us  more  concerned 
with  the  encroachment  of  Social 
Security  upon  the  free  and  vigor- 
ous stream  of  American  enterprise 
than  at  any  other  time.  I believe 
that  in  the  unbridled  development 
of  Social  Security  probably  lies 
the  best  route  to  eventual  dicta- 
torship in  this  country.” 

The  Medical  Student  Day  was 
organized  during  Dr.  George  Tur- 
ner’s administration,  1953-1954. 
This  program  has  since  become  a 
traditional  feature,  and  it  is  pre- 
sented annually  at  each  of  the 
three  medical  schools  in  the  state. 
Dr.  Tuimer  is  from  El  Paso. 

The  Executive  Vice  President  of 
the  American  Medical  Association 
is  a former  TMA  President.  Dr. 
F.  J.  L.  Blasingame  of  Chicago, 
the  only  past  President  now  living 
out-of-state,  was  President  in  1954- 
1955.  During  his  term  programs 
of  the  county  medical  societies 
were  reorganized. 

As  the  highlight  of  Dr.  J.  L. 
Cochran’s  year,  the  House  of  Dele- 


gates voted  to  establish  an  orien- 
tation program  and  a provisional 
period  of  membership  for  all  new 
members  of  the  Association.  The 
San  Antonio  physician  was  Presi- 
dent in  1955-1956. 

Dr.  Milford  0.  Rouse,  Dallas, 
1956-1957,  was  the  first  President 
to  initiate  a program  on  medicine 
and  religion. 

Dr.  Denton  Kerr  of  Houston  de- 
voted his  year,  1957-1958,  to  the 
objective  of  a better  informed  mem- 
bership, and  physician  participa- 
tion in  civic  affairs. 

The  administration  of  Dr.  How- 
ard 0.  Smith  of  Marlin,  1958-1959, 
was  noteworthy  for  the  establish- 
ment of  a code  for  physicians  and 
attorneys,  and  the  appointment  of 
committees  on  the  medical  aspects 
of  transportation  safety  and  to  en- 
courage hospitals  to  seek  accredi- 
tation. 

Dr.  Franklin  W.  Yeager,  Corpus 
Christi,  1959-1960,  is  responsible 
for  the  development  of  active  com- 
mittees within  the  Association.  He 
believed  that  physicians  who  ac- 
cepted appointment  should  be  will- 
ing to  work,  and  he  established  the 


present  rule  that  physicians  must 
attend  at  least  two-thirds  of  all 
meetings  to  retain  their  appoint- 
ments. 

The  only  woman  physician  to 
have  served  as  state  President  is 
Dr.  May  Owen  of  Fort  Worth.  In 
1960-1961,  she  established  a fund 
for  destitute  and  needy  physicians, 
and  then  contributed  her  entire 
travel  expenses  for  the  year  as  the 
first  gift  to  start  the  fund. 

Dr.  Harvey  Renger  of  Halletts- 
ville.  President  in  1961-1962,  asked 
each  Texas  physician  to  become  a 
one-man  committee  for  public  re- 
lations. The  Association’s  present 
Committee  structure  resulted  from 
his  leadership  in  reorganization. 

Dr.  Robert  Mayo  Tenery,  Wax- 
ahachie,  is  recognized  as  one  of 
the  nation’s  leading  authorities  on 
iTiedical  ethics  and  etiquette.  It 
was  appropriate  that  he  dedicate 
his  year,  1963-1964,  to  medical 
ethics  and  the  responsibilities  of 
the  physician. 

Dr.  Max  E.  Johnson,  San  An- 
tonio, is  the  most  recent  to  join 
the  membership  of  the  Past  Presi- 
dents Association.  He  was  Presi- 
dent in  1964-1965. 
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Biomedical  Sciences  School 

Gets  Advisory  Council 

Appointment  of  an  advisory 
council  to  The  University  of  Tex- 
as Graduate  School  of  Biomedical 
Sciences  at  Houston  has  been  ap- 
proved by  the  Board  of  Regents. 
The  council  is  composed  of  14  na- 
tionally distinguished  scientists 
and  persons  concerned  with  the 
advancement  of  science. 

Chancellor  Harry  Ransom  said 
the  council  was  proposed  by  Dr. 
Paul  Weiss,  dean  of  the  biomedi- 
cal school,  to  advise  Dr.  Weiss,  the 
administration,  and  the  regents 
concerning  progress  and  future 
plans  for  the  school. 

Members  of  the  council  are: 

Dr.  Robert  A.  Aldrich,  professor 
and  past  chairman  of  the  depart- 
ment of  pediatrics.  University  of 
Washington  Medical  School;  and 
past  director  of  the  National  In- 
stitute of  Child  Health  and  Hu- 
man Development. 

Dr.  Philip  Bard,  professor  of 
physiology  and  former  dean  of  the 
medical  faculty,  Johns  Hopkins 
University  School  of  Medicine,  and 
member  of  the  National  Academy 
of  Sciences. 

Dr.  Detlev  W.  Bronk,  president 
of  the  Rockefeller  Institute,  past 
president  of  the  National  Acade- 
my of  Sciences,  past  chairman  of 
the  board  of  the  National  Science 
Foundation,  and  member  of  the 
National  Academy  of  Sciences. 

Dr.  R.  Keith  Cannan,  chairman 
of  the  division  of  medical  sciences. 
National  Research  Council. 

Dr.  Carl  Cori,  Nobel  Laureate, 
professor  of  biochemistry  at  Wash- 
ington University  and  member  of 
the  National  Academy  of  Sciences. 

Dr.  Michael  E.  DeBakey,  chair- 
man of  the  department  of  surgery, 
Baylor  University  College  of  Med- 
icine. 

Dr.  Rene  J.  Dubos,  professor  at 
the  Rockefeller  Institute  and  mem- 
ber of  the  National  Academy  of 
Sciences. 

Mrs.  Oveta  Culp  Hobby,  pub- 
lisher of  The  Houston  Post  and 
past  secretary  of  the  U.  S.  De- 
partment of  Health,  Education  and 
Welfare. 

Boisfeuillet  Jones,  president  of 
the  Emily  and  Ernest  Woodruff 
Foundation,  Atlanta,  and  past  spe- 
cial assistant  to  the  secretary  of 
the  U.  S.  Department  of  Health, 
Education  and  Welfare. 

Dr.  Horace  W.  Magoun,  dean  of 
the  graduate  division  and  pi’ofes- 
sor  of  anatomy  at  the  University 
of  California  School  of  Medicine, 


Los  Angeles,  and  member  of  the 
National  Academy  of  Sciences. 

Dr.  Neal  Miller,  chairman  of  the 
department  of  psychology,  Yale 
University,  past  chairman  of  the 
division  of  behavioral  sciences  of 
the  National  Research  Council, 
and  member  of  the  National  Acad- 
emy of  Sciences. 

Dr.  Gerard  Piel,  publisher  of 
Scientific  American. 

Dr.  S.  Dillon  Ripley,  secretary 
of  the  Smithsonian  Institution  and 
past  director  of  the  Peabody  Muse- 
um, Yale  University. 

Wales  Madden,  Jr.,  attorney,  for- 
mer UT  regent,  Amarillo. 

The  Graduate  School  of  Bio- 
medical Sciences  was  activated  in 
September,  1963.  Dr.  Weiss,  for- 
merly with  the  Rockefeller  Insti- 
tute in  New  York,  assumed  the 
deanship  last  October. 


Trinity  To  Offer  Studies 
In  Hospital  Administration 

Trinity  University,  San  Antonio, 
will  conduct  the  Southwest’s  first 
university-based  graduate  program 
in  hospital  administration,  it  was 
announced  by  James  W.  Laurie, 
president  of  the  University. 

The  two-year  program  leading 
to  the  degree  of  Master  of  Science 
in  Hospital  Administration  will  be 
offered  in  the  fall  term  beginning 
in  September. 

Trinity  thus  joins  20  other  uni- 
versities now  offering  graduate 
programs  in  hospital  administra- 
tion. It  is  the  first  university  in  a 
region  extending  from  Iowa  and 
Missouri  to  the  West  Coast  to  of- 
fer such  a course  for  civilians. 
Baylor  University,  in  conjunction 
with  the  Medical  Field  Service 
School  at  Fort  Sam  Houston,  has 
offered  a program  for  military 
personnel  since  1951. 


"She  hasn't  been  able  to  show  her  face 
since  she  found  out  that  her  hemor- 
rhoidectomy was  televised." 


Summer  GP  Clinic  To  Be 
In  Ruidoso,  N.  Mex. 

A faculty  from  the  University 
of  Kansas  School  of  Medicine  will 
conduct  the  eighth  annual  Ruidoso 
Summer  Clinic  in  Ruidoso,  N.  Mex., 
July  19-22.  Sponsored  by  the  New 
Mexico  Chapter  of  the  American 
Academy  of  General  Practice,  12 
hours  category  one  credit  will  be 
offered. 

Headquarters  will  be  the  Chap- 
arral Motel.  Additional  informa- 
tion may  be  obtained  by  writing 
the  secretary.  Dr.  Herschel  L. 
Douglas,  121  South  2nd  St.,  Lov- 
ington,  N.  Mex. 


Texas  Boys  Win  AMA  Honors 
At  National  Science  Fair 


Three  Texas  high  school  boys 
are  winners  of  Awards  of  Merit 
certificates  from  the  American 
Medical  Association  for  their  med- 
ical exhibits  at  the  16th  National 
Science  Fair- International  in  St. 
Louis  May  5-8. 

They  are  Robert  James  Brock, 
18,  a senior  at  Arlington  Heights 
High  School  in  Fort  Worth,  for 
his  work  with  “Synthesis  of  Anti- 
body in  Vitro";  Arthur  Edward 
Frankel,  17,  a senior  at  Stephen 
F.  Austin  High  School,  Austin, 
for  his  study  on  “Sodium- Amino 
Acid-Linked  Transport”;  and 
Gregory  Gilbert  Marchand,  18,  a 
senior  at  Longview  High  School, 
Longview,  for  his  exhibit  on  “Al- 
gae, Man,  and  the  Future.” 

They  were  selected  for  the 
honors  from  among  418  finalists 
from  46  states,  the  District  of 
Columbia,  Puerto  Rico,  Canada, 
Japan,  Sweden,  Israel,  and  El  Sal- 
vador. AMA  judges,  members  of 
the  AMA  Council  on  Postgraduate 
Programs,  were  Drs.  Gilson  Colby 
Engel,  chairman,  Philadelphia;  J. 
Arnold  Bargen,  Temple;  Eugene 
1.  Baumgartner,  Oakland,  Md.; 
Charles  D.  Bussey,  Dallas;  James 
L.  Dennis,  Oklahoma  City;  Fay  A. 
LeFevre,  Cleveland ; and  Patrick 
B.  Storey,  Chicago. 

Robert  Brock  was  a finalist 
from  the  14th  Fort  Worth  Re- 
gional Science  Fair;  Arthur  Fran- 
kel was  a finalist  from  the  ninth 
Austin  Area  Math- Science  Fair 
sponsored  by  the  Austin  Inde- 
pendent School  District  and  the 
Woman’s  Auxiliary  to  the  Travis 
County  Medical  Society,  and  Greg- 
ory Marchand  was  a finalist  from 
the  tenth  East  Texas  Regional  Sci- 
ence Fair,  Kilgore. 


514 


Texas  State  Journal  of  Medicine 


Shamrock  Hilton  To  Headquarter 
South  Texas  Postgraduate  Assembly 


The  Postgraduate  Medical  As- 
sembly of  South  Texas  will  hold 
its  31st  annual  session  July  12-14 
at  the  Shamrock  Hilton  Hotel, 
Houston. 

The  program  which  is  accepta- 
ble for  16  accredited  hours  by  the 
American  Academy  of  General 
Practice  has  this  year  more  than 
ever  been  arranged  for  interests  of 
those  in  general  practice.  This  year 
the  general  section  includes  de- 
tailed presentations  on  medicine, 
surgery,  pathology,  pediatrics,  psy- 
chiatry, urology,  radiology,  and 
orthopedics. 

Special  sections  are  scheduled 
for  obstetrics  and  gynecology  and 
for  ophthalmology  and  otolaryng- 
ology. All  sections  will  combine 
for  luncheon  meetings.  Also,  there 
will  be  scientific  exhibits,  techni- 
cal exhibits,  and  continuous  medi- 
cal motion  pictures. 

Relaxation  time  will  include  a 
reception-cocktail  party  and  a tour 
of  the  domed  stadium. 

Registration  fee  is  $25  and 
should  be  sent  in  advance  to  Post- 
graduate Medical  Assembly  of 
South  Texas,  209  Jesse  H.  Jones 
Library  Bldg.,  Houston,  Texas 
77025.  Hotel  reservations  should 
be  made  directly  to  the  hotel  of 
choice. 

Luncheon  speakers  are  Dr.  Isi- 
dor  S.  Ravdin,  professor  of  sur- 
gery, University  of  Pennsylvania 
School  of  Medicine,  Philadelphia, 
whose  subject  is  “Two  Hundred 
Years  in  Medicine”;  Kenneth  Mc- 
Farland, Ph.D.,  Topeka,  Kan., 
“Words  To  Live  By”;  and  Preston 
Smith,  lieutenant  governor  of  Tex- 
as, Austin,  “The  Importance  of  the 
Office  of  Lieutenant  Governor.” 

Twenty-one  scientific  speakers 
have  been  announced.  They  are 
Drs.  Saul  B.  Gusberg,  New  York; 
Rudolf  J.  Noer,  Louisville,  Ky. ; 
B.  W.  Haynes,  Jr.,  Richmond,  Va. ; 
Roy  T.  Parker,  Durham;  L.  L. 
Hester,  Jr.,  Charleston;  J.  A.  Ri- 
der, San  Francisco;  Frank  Hin- 
man,  Jr.,  San  Francisco;  Richard 
P.  Schmidt,  Gainesville,  Fla.;  Ed- 
gar Hull,  New  Orleans;  William 
W.  Shingleton,  Durham,  N.  C.; 
Robert  A.  Aldrich,  Bethesda,  Md. ; 
M.  Ralph  Kaufman,  New  York; 
William  S.  Smith,  Ann  Arbor; 
Edwin  W.  Cocke,  Jr.,  Memphis, 
Tenn. ; Albert  N.  Lemoine,  Jr., 
Kansas  City;  Richard  W.  TeLinde, 
Baltimore;  David  G.  Cogan,  Bos- 


ton; Richard  G.  Lester,  Richmond, 
Va. ; Lyle  A.  Weed,  Rochester; 
George  Crile,  Jr.,  Cleveland,  Ohio; 
T.  Manford  McGee,  Detroit. 


TMA  Files  Statements 
Against  SS,  Medicare 


A statement  opposing  compulsory 
Social  Security  coverage  for  self- 
employed  physicians  and  for  in- 
terns and  residents  and  a state- 
ment expressing  opposition  to  Med- 
icare have  been  filed  by  Texas 
Medical  Association  with  the  Sen- 
ate Finance  Committee. 

Three  recommendations  about 
specific  parts  of  H.R.  6675,  the 
Medicare  bill,  have  been  made  by 
the  Texas  Medical  Association. 

These  are  (1)  that  carriers 
should  be  used  to  administer  bene- 
fits, (2)  that  hospital  services 
should  not  include  work  done  by 
pathologists,  anesthesiologists,  ra- 
diologists, and  physiatrists,  and 
(3)  that  a provision  should  be  de- 
leted that  would  allow  certain  dis- 
abled persons  to  draw  both  Social 
Security  disability  benefits  and 
Workmen’s  Compensation. 

Use  of  carriers  to  administer 
Medicare  benefits  will  insure  maxi- 
mum freedom  of  the  physician  in 
his  relationships  with  private  car- 
riers and  with  the  Department  of 
Health,  Education  and  Welfare,  the 
statement  reads. 

An  amendment  to  Section  1 of 
the  Medicare  bill  would  place  the 
services  of  pathologists,  anesthesi- 
ologists, radiologists,  and  physiat- 
rists under  hospital  services.  The 
TMA  statement  emphasizes  that 
while  these  services  are  part  of  the 
practice  of  medicine,  they  are  not 
hospital  services  and  do  not  belong 
in  that  portion  of  the  bill  solely  de- 
signed to  offer  hospital  benefits. 

Section  303  of  H.R.  6657  would 
make  it  possible  for  an  individual 
who  is  out  of  work  for  six  months 
by  reason  of  any  medically  deter- 
minable mental  or  physical  im- 
pairment to  draw  double  benefits. 
Many  disabled  individuals  could 
draw  more  in  combined  tax-free 
Social  Security  disability  benefits 
and  Workmen’s  Compensation  than 
they  could  hope  to  earn  in  wages. 
The  TMA  statement  expresses  op- 
position to  this  inequity. 


Personals 


Dr.  Charles  W.  Castner  is  re- 
tiring June  30  as  superintendent 
of  the  Rusk  State  Hospital  in  Rusk. 

Dr.  Erwin  O.  Strassman,  Hous- 
ton, has  been  awarded  the  Com- 
mander’s Cross  of  the  Order  of 
Merit  of  the  Federal  Republic  of 
Germany.  The  presentation  was 
made  May  18  at  Baylor  Univer- 
sity College  of  Medicine,  where  Dr. 
Strassman  is  clinical  professor  of 
obstetrics  and  gynecology,  by  the 
German  Consul  Dr.  Ludwig  A.  Fa- 
bel  on  behalf  of  German  President 
Heinrich  Luebke.  The  award  hon- 
ors Dr.  Strassman’s  professional 
work  and  his  efforts  to  foster 
medical  and  cultural  relations  be- 
tween the  U.  S.  and  Germany. 

Dr.  G.  D.  Meador  of  Bandera 
has  been  appointed  city  health  of- 
ficer by  the  Bandera  City  Council. 

Dr.  Donald  H.  McDonald  of  Abi- 
lene is  president  of  the  Texas 
Chapter,  American  Academy  of 
Pediatrics.  Secretary  is  Dr.  G.  K. 
Womack,  Austin,  who  may  be  ad- 
dressed at  Baptist  Memorial  Hos- 
pital, San  Antonio,  during  the  com- 
ing year.  Dr.  Dorothy  Wyvell  of 
Midland  is  state  chainnan. 

Dr.  N.  C.  Hightower,  Temple, 
has  been  cited  as  a distinguished 
alumnus  by  North  Texas  State 
University. 

Dr.  John  P.  McGovern,  Houston, 
has  been  elected  first  vice  presi- 
dent and  to  the  board  of  directors 
of  the  Amercian  College  of  Al- 
lergists. 

Dr.  Mark  H.  Rottner  of  Waco 
presented  a program  entitled  “The 
Effect  of  Steroids,  Tranquilizers, 
Thiazides,  and  Antihypertensive 
Drugs  on  Anesthetic  Agents”  at 
the  May  meeting  of  the  Hill  Coun- 
ty Medical  Society. 


£nJocrinolo^j{  ClinLC 


"it's  an  interesting  manuscript,  but  hasn't 
the  title  Little  Women  been  used?" 
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Medical  Groups 
Report  Officers 


New  officers  of  the  following 
medical  groups  are: 

Texas  Public  Health  Association. 
— Dr.  W.  V.  Bradshaw,  Jr.,  Fort 
Worth,  president;  Dr.  Albert  G. 
Randall,  McAllen,  president-elect; 
and  Joseph  N.  Murphy,  Jr.,  Aus- 
tin, secretai’y-treasurer. 

Texas  Society  of  Ophthalmology 
and  Otolaryngology.  — Dr.  Alfred 
A.  Nisbet,  San  Antonio,  president; 
Di'.  Thomas  J.  VanZant,  vice  pres- 
ident, Houston;  Dr.  Jack  B.  Lee, 
San  Antonio,  secretary;  Dr.  C.  C. 
Cody,  III,  Houston,  treasurer. 

Texas  Dermatological  Society. — 
Dr.  M.  Allen  Forbes,  Jr.,  Austin, 
president;  Dr.  John  Knox,  Hous- 
ton, vice  president;  Dr.  A.  C.  Ress- 
mann,  San  Antonio,  secretary;  and 
Dr.  Mac  Brannen,  Austin,  treas- 
urer. 

Texas  Orthopaedic  Association. 
— Jack  Maxfield,  Wichita  Falls, 
president;  E.  Burke  Evans,  Galves- 
ton, vice  president;  Margaret  Wat- 
kins, Dallas,  secretary  - treasurer ; 
Robert  Dennison,  Austin,  program 
chairman;  and  G.  S.  Ahern,  Cor- 
pus Christi,  president-elect. 

Texas  Air-Medics  Association.- — 
Dr.  R.  Courtney  Suttle,  Dallas, 
president;  Dr.  J.  M.  Kent,  Dallas, 
president-elect;  and  Dr.  C.  F.  Mil- 
ler, Waco,  secretary. 

Texas  Diabetes  Association. — C. 
W.  Daeschner,  Galveston,  presi- 
dent; Dr.  Abbe  Ledbetter,  Hous- 
ton, president-elect;  Dr.  Alfred 
Leiser,  Houston,  first  vice  presi- 
dent; Dr.  Hugo  Engelhardt,  Hous- 
ton, second  vice  president;  and  Dr. 
L.  R.  Robbins,  Houston,  secretary- 
treasurer. 

Texas  Society  of  Plastic  Sur- 
geons.— Dr.  Willard  C.  Sellman, 
Dallas,  president;  Dr.  Dean  C. 
Kipp,  Dallas,  vice  president;  and 
Dr.  John  P.  Gannon,  Houston,  sec- 
retary-treasurer. 

Texas  Division,  International 
College  of  Surgeons. — Dr.  Harvey 
Renger,  Hallettsville,  president; 
Dr.  Robert  G.  McCorkle,  Houston, 
president-elect  and  secretary;  and 
Dr.  Jack  A.  Crow,  Abilene,  treas- 
urer. 


New  Books 
In  TMA  Library 


Benson,  C.  D.:  Pediatric  Surgery, 
2 vol.,  Chicago,  Year  Book  Med- 
ical Publishers,  Inc.,  1962. 


Berry,  T.  J.:  The  Hand  as  a Mir- 
ror of  Systemic  Disease,  Phila- 
delphia, F.  A.  Davis  Co.,  1963. 

Carson,  R.:  Silent  Spring,  Green- 
wich, Conn.,  Crest  Book,  1962. 

Ciba  Foundation  Symposium:  Cel- 
lular Biology  of  Myxovirus  In- 
fections, Boston,  Little,  Brown 
& Co.,  1964. 

Harvey  Lectures,  Series  59,  1965, 
New  York,  Academic  Press, 
1965. 

Hattery,  L.  H.,  and  Bush,  G.  P. : 
Reprography  and  Copyright 
Law,  Baltimore,  Md.,  Port  City 
Press,  Inc.,  1964. 

Illingworth,  R.  S.:  The  Normal 
Child,  3rd  ed.,  Boston,  Little, 
Brown  & Co.,  1964. 

Kistner,  R.  W.:  Gynecology,  Prin- 
ciples and  Practice,  Chicago, 
Year  Book  Medical  Publishers, 
1964. 

Lewis,  H.  R. : With  Every  Breath 
You  Take,  New  York,  Crown 
Publishers,  Inc.,  1965. 

Lipman,  B.  S.,  and  Massie,  E.: 
Clinical  Scalar  Electrocardiog- 
raphy, 5th  ed.,  Chicago,  Year 
Book  Medical  Publishers,  1965. 

Madding,  G.  F.,  and  Kennedy,  P. 
A.:  Trauma  to  the  Liver  (vol. 
3 in  the  series  “Major  Prob- 
lems in  Clinical  Surgery”), 
Philadelphia,  W.  B.  Saunders 
Co.,  1965. 

Petrov,  1.  R.:  Plasma-Substituthig 
Solutions,  Jerusalem,  Israel, 
Program  for  Scientific  Trans- 
lations Ltd.,  1964. 

Poi’ter,  R.,  and  Wiltshaw,  E.: 
Methotrexate  in  the  Treatment 
of  Cancer,  Baltimore,  Williams 
and  Wilkins  Co.,  1962. 

Thomas,  K.  B.:  Curare,  Its  His- 
tory and  Usage,  Philadelphia, 
J.  B.  Lippincott  Co.,  1963. 

Vincent,  C.  E. : Unmarried  Moth- 
ers, New  York,  Free  Press  of 
Glencoe,  Inc.,  1964. 

Voorhorst,  R.:  Basic  Facts  of  Al- 
lergy, Leiden,  Holland,  H.  E. 
Stenfert  Kroese,  N.  V.,  1962. 

Year  Book  of  Ophthalmology,  1964- 
1965  series,  William  F.  Hughes, 
ed.,  Chicago,  Year  Book  Medi- 
cal Publishers,  1965. 

Year  Book  of  the  Ear,  Nose  and 
Throat,  John  R.  Lindsay,  ed., 
Chicago,  Year  Book  Medical 
Publishers,  1965. 

NEW  JOURNALS 

International  Anesthesiology  Clin- 
ics, vol.  3,  no.  1,  Nov.,  1964, 
“Geriatric  Anesthesia”  by  Paul 
H.  Lorhan  and  “The  Assisted 
Respiration  Unit”  by  William 
W.  Mushin  and  Geert  J.  van 
Weerden.  Boston,  Little,  Brown 
and  Company,  1964. 


Modemi  Treatment,  vol.  2,  no.  2, 
March,  1965.  “Treatment  of 
Heart  Failure”  by  Carleton  B. 
Chapman  and  “Treatment  of 
Intestinal  Malabsorption”  by 
H.  Marvin  Pollard.  New  York, 
Hoeber  Medical  Division  of 
Harper  & Row. 

Radiological  Clinics  of  North 
America,  vol.  3,  no.  1,  April, 
1965.  Symposium  on  the  Uri- 
nary Tract,  by  Isadore  Mes- 
chan.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1965. 


Book  Notes 


Books  reviewed  in  this  column  are 
available  from  the  TMA  Library. 

Cellular  Biology  of  Myxovirus  In- 
fections, Ciba  Foundation  Sym- 
posium, G.  E.  W.  Wolstenholme 
and  Julie  Knight,  eds.  368  pp. 
Boston,  Little,  Brown  and  Co., 
1964.  $12. 

An  IMPORTANT  contribution 
to  the  literature  of  virology,  this 
book  not  only  expands  our  present 
knowledge  of  myxoviruses  but  also 
brings  to  light  some  general  prin- 
ciples which  will  help  researchers 
in  this  field  understand  the  other 
viruses. 

Although  more  work  has  been 
done  on  myxoviruses  than  on  any 
other  group  of  viruses,  their  anat- 
omy and  physiology  still  remain  a 
mystery  to  virological  investiga- 
tors. 

Mitral  Valvular  Disease:  Hemody- 
namic Studies  of  the  Conse- 
quences for  the  Circulation. 
Lars  Werko.  27  pp.  Baltimore, 
Williams  and  Wilkins  Co.,  1964. 
$11.25. 

Dr.  werko  presents  in  this 
book  clinical  studies  on  250  pa- 
tients, most  with  mild  mitral  ste- 
nosis, whom  he  and  his  colleagues 
personally  studied  over  a 15-year- 
period  in  Sweden. 

This  book  discusses  several  hem- 
odynamics studies  of  patients, 
whei'e  a uniform  technique  has 
been  used  and  the  patients  have 
been  derived  from  a large  and 
varying  population  with  fairly  lit- 
tle rheumatic  fever.  The  interest 
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has  been  focused  more  on  the 
study  of  the  acute  changes  caused 
by  drugs  or  different  stressful 
procedures,  such  as  exercise,  than 
to  a correlation  between  clinical 
signs  and  hemodynamic  findings 
at  rest. 

The  book  will  be  of  value  to 
cardiologists,  particularly  cathe- 
terization teams. 


Current  Therapy  1964,  Howard  F. 
Conn,  ed.  797  pp.  Philadelphia, 
W.  B.  Saunders  Co.,  1964.  $13. 

In  this  edition,  “Current  Ther- 
apy” continues  to  offer  to  the 
busy  physician  a range  of  thera- 
peutic methods  for  those  diseases 
he  is  likely  to  encounter  in  his 
practice.  There  are  almost  300  ar- 
ticles which  comprise  this  edition. 

Aetiology  of  Diabetes  Mellitus  and 
Its  Complications,  Ciba  Foun- 
dation Colloquia  on  Endoctrin- 
ology,  vol.  15,  Margaret  P.  Cam- 
eron and  Maeve  O’Connor,  eds. 
405  pp.  Boston,  Little,  Brown 
and  Co.,  1964.  $12.50. 

The  ciba  foundation  felt 

that  the  time  was  ripe  for  an  in- 
formal meeting  on  diabetes  melli- 
tus, in  which  the  emphasis  would 
be  placed  on  the  pathogenesis  of 
the  human  disease  and  its  compli- 
cations. Participating  in  the  sym- 
posium were  13  international  au- 
thorities, among  them  Professor 
C.  H.  Best.  The  unusual  breadth 
of  this  symposium  will  make  it 
worthwhile  reading  for  all  physi- 
cians and  researchers  who  deal 
with  endocrine  problems. 

The  Immunologically  Competent 
Cell:  Ciba  Foundation  Study 
Group  No.  16,  G.  E.  W.  Wol- 
stenholme  and  Julie  Knight, 
eds.  110  pp.  Boston,  Little, 
Brown  and  Company,  1963. 

The  “Immunologically  Competent 
Cell,”  its  origin,  nature,  recogni- 
tion, and  role  in  antigen-antibody 
reactions,  is  the  subject  of  this  im- 
portant and  timely  study.  Six 
comprehensive  papers,  each  fol- 


lowed by  pertinent  references  and 
discussion,  compose  the  volume. 


Physiological  Problems  in  Space 
Exploration.  James  D.  Hardy, 
ed.  333  pp.  Springfield,  Charles 
C Thomas,  1964.  $12.50. 

^^N  IMPORTANT  contribution 
on  the  physiology  of  stress,  the 
chapters  of  this  book  are  well 
written  in  themselves.  The  com- 
pilation as  a whole  is  a valuable 
contribution  to  the  entire  field  of 
physiology  and  medicine. 

This  book  should  interest  not 
only  experts  in  the  space  travel 
field,  but  also  the  well-informed 
layman  and  students  in  the  field 
of  space  exploration. 

Recent 

DR.  M.  J.  CORING 

Dr.  Milton  J.  Loring,  a 52-year- 
old  Midland  ophthalmologist,  died 
suddenly  March  17,  1965,  in  Aca- 
pulco, Mexico,  while  on  vacation. 

Dr.  Loring  was  born  June  2, 
1912,  in  Chicago,  the  son  of  Dr. 
Edmund  D.  and  Melanie  Poll  Lor- 
ing. He  attended  school  in  Chicago 
and  received  his  bachelor  of  sci- 
ence degree  from  the  University 
of  Illinois,  Urbana,  in  1933  and 
his  medical  degree  in  1937.  He  in- 
terned at  Cook  County  Hospital, 


DR.  M.  J.  LORING 


New  Film 
In  TMA  Library 


Late  Sequelae  of  Nonpenetrating 

Abdominal  Trauma  — 1963. 

Sound,  color,  27  minutes,  D/113. 

Visceral  damage  resulting 
from  blunt  trauma  may  initially 
escape  detection  because  of  mini- 
mal findings,  diagnostic  oversight, 
and  overshadowing  injuries.  Re- 
current symptoms,  weeks  to  years 
later,  present  challenging  thera- 
peutic problems.  The  clinical,  ra- 
diologic, and  surgical  aspects  of 
the  late  sequelae  of  injuries  to 
the  liver,  pancreas,  spleen,  and  in- 
testine are  demonstrated. 


Chicago,  and  seiwed  his  residency 
at  Veterans  Hospital  in  Wood,  Wis. 

He  moved  to  Midland  to  begin 
practice  in  1949.  During  World 
War  II,  he  served  in  the  Air  Force 
as  a lieutenant  colonel. 

He  was  a member  of  the  An- 
drews-Ector-Midland  Counties 
Medical  Society,  Texas  Medical 
Association,  American  Medical  As- 
sociation, American  Academy  of 
Ophthalmology  and  Otolaryngolo- 
gy, Pan  American  Society  of  Oph- 
thalmology, National  Foundation 
for  Eye  Care,  Texas  Society  of 
Ophthalmology  and  Otolaryngolo- 
gy, Texas  Association  of  Ophthal- 
mology, and  the  American  College 
of  Surgeons. 

He  was  certified  by  the  Ameri- 
can Board  of  Ophthalmology  in 
1949. 

He  is  survived  by  his  wife,  Mrs. 
Irene  Loring;  his  mother,  Mrs. 
Melanie  Loring;  his  sister,  Mrs. 
Betty  Brudno;  and  his  brother. 
Dr.  R.  M.  Loring. 


DR.  E.  M.  YOW 

Dr.  Ellard  M.  Yow,  professor  of 
medicine  at  Baylor  University  Col- 
lege of  Medicine,  Houston,  died  of 
Hodgkin’s  disease  on  April  21.  He 
was  46. 

A native  of  Henderson,  N.  C., 
he  came  to  Houston  and  Baylor 
University  College  of  Medicine  in 
1949  as  an  instructor.  He  began 
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and  headed  the  Ben  Taub  Infecti- 
ous Disease  Laboratory  at  the  city- 
county  charity  hospital  and,  more 
recently,  the  laboratory  at  Meth- 
odist Hospital. 

Last  year  he  received  the  first 
annual  Bristol  Award  from  the  In- 
fectious Disease  Society  of  Ameri- 
ca for  his  outstanding  contribu- 
tions to  the  field  of  infectious  dis- 
ease. He  pioneered  in  the  use  of 
antibiotic  agents. 

Among  his  many  honors.  Dr.  Yow 
received  the  outstanding  alumnus 
award  from  Davidson  College,  Da- 
vidson, N.  C.  The  1962  yearbook 
of  Baylor  University  College  of 
Medicine  was  dedicated  to  him. 

A graduate  of  Bowman  Grey 
School  of  Medicine,  he  was  a mem- 
ber of  Harris  County  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  and 
Texas  Club  of  Internists. 

He  was  also  a trustee  of  the 
Houston  Museum  of  Natural  His- 
tory and  a music  lover.  He  be- 
longed to  St.  Philip  Presbyterian 
Church. 

Survivors  include  his  wife.  Dr. 
Martha  Yow;  two  sons,  Ellard 
Yow,  Jr.,  and  John  Yow;  a daugh- 
ter, Catherine,  all  of  Houston;  his 
mother,  Mrs.  A.  C.  Yow  of  Atlan- 
ta, Ga. ; two  brothers,  Archibald 
Yow  of  Miami,  Fla.,  and  Jenson 
Yow  of  New  York;  and  a sister, 
Mrs.  M.  B.  Stokes  of  Atlanta,  Ga. 


DR.  P.  H.  POWER 

Dr.  Paul  Power  of  Waco  died 
March  15  in  a local  hospital.  He 


DR.  P.  H.  POWER 


was  69.  He  was  elected  to  honor- 
ary membership  in  Texas  Medical 
Association  in  1958. 

Born  in  Pauls  Valley,  Okla., 
Aug.  1,  1895,  he  and  his  family 
moved  to  Goldthwaite  in  1897.  He 
attended  the  University  of  Okla- 
homa, the  University  of  Texas 
Medical  Branch,  and  was  gradu- 
ated from  the  University  of  Ten- 
nessee Medical  School.  He  interned 
at  the  University  Hospital  in  Mem- 
phis, Tenn.,  and  did  a residency  in 
pediatrics  at  the  Children’s  Hos- 
pital in  Philadelphia. 

He  practiced  pediatrics  in  Pine 
Bluff,  Ark.,  and  then  served  an- 
other residency  in  dermatology  at 
New  York  Skin  and  Cancer  Hos- 
pital in  New  York  City.  In  1932 
he  went  to  Waco  and  practiced 
there  until  his  retirement  in  1958 
which  was  occasioned  by  ill  health. 

In  1960,  he  went  to  Tuscaloosa, 
Ala.,  where  he  was  on  the  staff 
of  the  Alabama  State  Hospital 
until  1963,  when  he  resigned  and 
returned  to  Waco. 

Dr.  Power  served  in  the  Navy 
during  World  War  1. 

He  was  a member  of  the  Mc- 
Lennan County  Medical  Society, 
Texas  Medical  Association,  Amer- 
ican Medical  Association,  Texas 
Deraiatological  Society,  Southern 
Medical  Association,  and  the  Amer- 
ican Academy  of  Dermatology. 

He  was  a member  of  the  First 
Baptist  Church  of  Bellmead. 

Survivors  are  his  wife,  Barbara 
Mabry,  and  two  sisters,  Mrs.  Carl 
M.  Murry  of  Poteau,  Okla.,  and 
Mrs.  Ruth  P.  Morris  of  Goldth- 
waite. 


DR.  T.  S.  BARKLEY 

Dr.  Thomas  S.  Barkley,  79,  died 
at  his  home  in  Rockdale  Feb.  18. 
Elected  in  1962,  he  was  an  honorary 
member  of  Texas  Medical  Associa- 
tion. 

He  was  born  Nov.  11,  1885,  in 
Rice,  the  son  of  H.  P.  and  Ellois 
Sessions  Barkley.  He  went  to  En- 
nis High  School  in  Ennis  and  re- 
ceived his  B.A.  and  M.A.  degrees 
from  Southwestern  University  in 
Georgetown.  He  was  professor  of 
chemistry  at  Southern  Methodist 
University  from  1911  to  1912.  He 
earned  his  M.D.  degree  at  South- 
western University  Medical  College 
in  Dallas  in  May,  1911.  Internship 
was  served  at  St.  Paul’s  Sanitari- 
um in  Dallas. 

He  began  medical  practice  in 
Rockdale  in  1912  and  continued  al- 
most 53  years  until  his  death.  He 
was  away  during  World  War  I to 
serve  as  a first  lieutenant  in  the 
medical  corps.  Also,  he  was  surgeon 
for  Southern  Pacific  and  Missouri 
Pacific  railways  and  medical  ad- 
visor to  the  local  draft  board. 

He  was  married  to  Alice  Graves 
in  Rockdale  on  Nov.  5,  1913. 

A Methodist,  he  was  a life  mem- 
ber of  the  official  board.  He  was 
active  in  Masonic  work  (K.  T.  and 
Shrine)  and  the  Lions  Club.  He 
was  chairman  of  the  board  of  di- 
rectors of  the  Rockdale  State  Bank. 

He  was  a former  president  of 
the  Milam  County  Medical  Society. 

Survivors  are  his  widow;  a 
daughter,  Mrs.  James  E.  Wilson  of 
New  Orleans;  and  two  granddaugh- 
ters. 
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DR.  H.  M.  WINANS,  SR. 

Dr.  Henry  Morgan  Winans,  Sr., 
71,  died  March  14  at  his  home  in 
Dallas.  He  had  a long'career  of 
service  in  Dallas  both  with  Baylor 
University  College  of  Medicine  and 
Hospital  and  the  University  of 
Texas  Southwestern  Medical  School 
and  as  a practicing  physician. 

The  physician,  educator,  and  sol- 
dier began  his  practice  in  Dallas 
in  1920.  He  was  chief  of  staff  at 
Baylor  Hospital  from  1929  to  1954 
and  served  seven  terms  as  chair- 
man of  the  Baylor  Hospital  Medi- 
cal Board. 

A native  of  Denver,  Colo.,  Dr. 
Winans  was  graduated  from  Stan- 
ford University  with  a bachelor  of 
arts  degree  in  1916.  He  was  grad- 
uated from  the  Johns  Hopkins 
School  of  Medicine  in  1919. 

Dr.  Winans  was  first  associated 
with  Baylor  University  in  1921  as 
instructor  of  medicine  when  the 
College  of  Medicine  was  located  in 
Dallas.  In  1923  he  was  assistant 
professor,  then  associate  professor, 
and  from  1929  to  1943  he  was  pro- 
fessor and  chairman  of  the  depart- 
ment of  medicine. 

When  Southwestern  Medical 
School  was  started  in  1943,  Dr. 
Winans  took  the  post  of  professor 
and  chairman  of  medicine.  He 
later  resigned  as  chairman  but 
continued  as  a professor.  He  was 
professor  of  clinical  medicine  and 
the  histoiy  of  medicine  there  from 
1946  to  1952  when  he  was  named 
a professor  emeritus  of  medicine. 

As  a medical  educator.  Dr.  Win- 
ans helped  organize  the  postgrad- 
uate medical  education  for  resi- 
dents at  Parkland  and  Baylor  hos- 
pitals. 

A Navy  veteran  of  World  War 
I and  a soldier  during  World  War 
II,  Dr.  Winans  organized  the  56th 
Army  Evacuation  Hospital  — the 
Baylor  unit — and  served  with  it  as 
a Medical  Corps  colonel  in  Africa 
and  Italy.  For  this  work  he  was 
awarded  the  Army  Commendation 
Ribbon  and  Unit  Citation. 

Returning  to  the  United  States 
in  1944,  he  became  chief  of  the 
medical  service  at  Brooke  General 
Hospital  at  Fort  Sam  Houston  and 
later  became  a medical  consultant 
to  the  Fourth  Army  and  the  Sur- 
geon General.  He  had  been  a con- 
sultant to  the  Veterans  Adminis- 
tration since  1946. 

A founder  of  the  Texas  Heart 
Association  and  the  Ho  Din  Medi- 
cal Society,  he  was  also  a member 
of  the  Dallas  County  Medical  So- 
ciety, the  Texas  Medical  Associa- 
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tion,  American  Medical  Associa- 
tion, Dallas  Southern  Clinical  So- 
ciety, Texas  Academy  of  Internal 
Medicine,  Texas  Club  of  Internists, 
Beta  Theta  Pi,  Phi  Beta  Kappa, 
Alpha  Omega  Alpha,  and  Nu  Sig- 
ma Nu.  In  1957  he  received  the 
March  man  Award  from  Dallas 
Southern  Clinical  Society.  He  was 
a past  president  of  the  Texas  Club 
of  Internists. 

A fellow  of  the  American  Col- 
lege of  Physicians,  he  had  received 
an  honorary  doctor  of  laws  degree 
from  Baylor  University  in  1944. 

Dr.  Winans  was  married  to  the 
former  Judith  Terrell  Hawley  of 
Fort  Worth  in  1919. 

He  is  survived  by  his  wife;  a 
son.  Dr.  Henry  M.  Winans,  Jr.,  of 
Dallas;  two  daughters,  Mrs.  Carey 
G.  King,  Jr.,  of  Dallas,  and  Mrsl 
Harold  H.  Young,  Tulsa;  and  nine 
grandchildren. 


DR.  R.  S.  WOLFE 

Dr.  Rusisell  S.  Wolfe,  64,  former 
chief  medical  officer  for  the  Vet- 
erans Administration  regional  of- 
fice in  Houston,  died  April  7 in  a 
Houston  hospital. 

He  had  retired  from  the  V.A.  in 
1955.  At  that  time  he  was  honored 
at  a testimonial  dinner  sponsored 
by  several  service  organizations 
and  attended  by  veterans  of  the 
Civil  War,  Spanish- American  War, 
both  World  Wars,  and  the  Korean 
War.  During  his  tenure  at  the 
Veterans  Administration  Hospital, 
Dr.  Wolfe  had  been  personal  phy- 


sician to  Col.  Walter  G.  Williams, 
last  survivor  of  the  Confederate 
Army. 

Dr.  Wolfe  was  himself  a veteran 
of  World  War  II.  He  served  in  the 
Air  Force  and  saw  duty  in  the  Pa- 
cific theater  where  he  flew  14 
combat  missions  and  was  twice 
awarded  the  Air  Medal. 

He  was  the  first  officer  to  leave 
Ellington  Air  Force  Base  for  ac- 
tive duty  in  World  War  II. 

Following  the  war,  he  remained 
active  in  the  Air  Force  Reserve 
and  attained  the  rank  of  colonel. 
He  was  flight  surgeon  of  the  446 
Troop  Carrier  Wing  Hospital  from 
1955  until  his  retirement  in  Sep- 
tember of  1960.  He  served  for  a 
time  as  state  surgeon  of  the  Re- 
serve Officers  Association,  Texas 
Department. 

Dr.  Wolfe  was  born  Feb.  4,  1901, 
in  Point  Pleasant,  W.  Va.  He  at- 
tended high  school  in  Elkins,  W. 
Va.,  Bucknell  University  in  Lewis- 
burg,  Pa.,  and  Davis  and  Elkins 
College  in  Elkins.  He  was  gradu- 
ated from  the  University  of  Michi- 
gan, Ann  Arbor,  in  1928. 

He  interned  at  U.  S.  Public 
Health  Service  Hospital  14  in  New 
Orleans  and  served  a residency 
there  at  Touro  Infirmary  in  dis- 
orders of  the  eye,  ear,  nose  and 
throat. 

He  was  a member  of  the  Harris 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  Houston  Oph- 
thalmological  and  Otolaryngologi- 
cal  Society,  Aerospace  Medical  As- 
sociation, and  the  Association  of 
Military  Surgeons. 

Dr.  Wolfe  was  a Methodist.  He 
was  a member  of  the  Benevolent 
and  Protective  Order  of  Elks, 
American  Legion,  Reserve  Officers 
Association,  Military  Order  of 
World  Wars,  and  the  Houston 
Club. 

He  is  survived  by  his  wife,  Vir- 
ginia Wolfe,  whom  he  married  in 
West  Columbia  March  14,  1964;  a 
daughter,  Mrs.  Lois  Dumire  of  Las 
Vegas,  Nev. ; two  sisters,  Mrs.  Bob 
Garcia  of  San  Antonio  and  Mrs. 
Ethel  Funkhouser  of  Edmonston, 
Md. ; and  three  grandchildren. 


DR.  F.  H.  MOODY 

A former  vice  president  of  Tex- 
as Medical  Association,  Dr.  Foy 
H.  Moody  died  of  a heart  attack 
March  25  in  Corpus  Christi.  The 
57-year-old  physician  had  been  in 
general  practice  there  since  1937. 

Long  active  in  medical  organi- 
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zations,  he  had  been  president  of 
the  Nueces  County  Medical  Socie- 
ty and  secretary  of  the  Fifth  and 
Sixth  Districts  Medical  Society.  In 
1961  he  was  one  of  a delegation  of 
physicians  taking  part  in  the  Mis- 
sion to  Washington  to  present  op- 
position to  the  King-Anderson  bill. 

A native  of  Waldo,  Ark.,  Dr. 
Moody  moved  with  his  parents,  Mr. 
and  Mrs.  C.  G.  Moody,  and  a broth- 
er and  sister  to  Texas  in  1916.  He 
attended  Sinton  schools  and  was 
graduated  from  Brackenridge  High 
School  in  San  Antonio.  He  was  a 
student  at  Abilene  Christian  Col- 
lege, San  Antonio  Junior  College, 
and  the  University  of  Texas  where 
he  received  a degree  in  pharmacy 
in  1928.  He  received  his  M.D.  de- 
gree from  the  University  of  Texas 
Medical  Branch  in  1935. 

Dr.  Moody,  a member  of  the 
Ayers  Street  Church  of  Christ  in 
Corpus,  led  in  special  gospel  meet- 
ings before  completing  his  medical 
education.  He  had  often  filled  the 
pulpit  at  his  church. 

Following  internship  and  a resi- 
dency at  Charity  Hospital  in  Cleve- 
land, Dr.  Moody  came  to  Corpus 
where  he  was  once  chief  of  sur- 
gery at  Spohn  Hospital. 

The  owner  of  Moody  Clinic,  he 
had  been  active  in  school,  church 
and  community  affairs.  He  was 
the  first  president  of  the  YMCA 
Men’s  Club  and  was  a former  di- 
rector of  the  organization.  He  was 
the  first  president  of  the  Coastal 
Bend  School  Board  Association 
and  a director  of  the  Texas  School 
Board  Association.  A member  of 
the  board  of  trustees  of  the  Cor- 
pus Christi  schools  from  1946  to 
1953,  he  was  active  in  bringing 
about  worthwhile  revisions  in  the 
school  curriculum. 

During  World  War  II,  Dr.  Moody 
served  with  the  Army  Medical 
Corps  in  Europe.  During  the  Bat- 
tle of  the  Bulge,  he  volunteered  to 
fly  into  the  surrounded  city  of 
Bastogne,  and  on  Christmas  Day, 
1944,  he  flew  in  by  glider.  He  was 
discharged  from  the  service  in  Oc- 
tober, 1945,  with  the  rank  of  cap- 
tain, having  been  awarded  the  Sil- 
ver Star,  Presidential  Citation, 
Meritorious  Seiwice  Plaque,  and 
the  European  Theatre  of  Opera- 
tions ribbon  with  five  battle  stars. 

He  was  a member  of  the  Ma- 
sonic Lodge  and  a longtime  mem- 
ber of  the  Kiwanis  Club. 

Dr.  Moody  and  Phyllis  Pullen  of 
Kenedy  were  married  in  Monter- 
rey, Mexico,  on  July  7,  1932.  She 
survives  him  as  do  five  sons.  Dr. 
E.  A.  (Bert)  Moody  of  Abilene, 
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Carl  King  Moody  of  Champaign, 
111.,  Russell  Gray  Moody  with  the 
Air  Force  in  Pensacola,  Fla.,  Foy 
H.  Moody,  Jr.,  of  Denton,  and 
Michael  Moody  of  Corpus  Christi; 
two  daughters,  Janet  Moody  and 
Jill  Moody,  both  of  Corpus  Christi; 
a sister,  Mrs.  Tom  Shaw  of  San 
Antonio;  a brother,  Roy  0.  Moody 
of  Sinton;  and  two  grandchildren. 


DR.  J.  T.  LOWRY 

Dr.  John  T.  Lowry  of  Laredo 
died  March  6 at  his  home.  A na- 
tive of  Laredo  and  the  fifth  gen- 
eration of  a family  of  physicians. 
Dr.  Lowry  was  the  son  of  Dr.  Wil- 
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lis  Edwards  Lowry  and  Dr.  Alice 
Steffian  Lowry. 

After  schooling  in  Laredo  and 
at  the  University  of  Texas,  he  en- 
tered Baylor  University  College  of 
Medicine  and  received  his  M.D.  de- 
gree in  1940.  He  interned  at  Scott 
and  White  Hospital  and  Clinic  in 
Temple.  After  practicing  for  a 
few  years  in  Alamogordo,  N.  M., 
he  returned  to  Laredo  where  he 
remained  for  the  rest  of  his  life. 

The  50-y6ar-old  surgeon  was  a 
medical  officer  for  the  U.  S.  De- 
partment of  Customs  in  Laredo 
and  was  commissioned  as  a special 
agent  because  of  his  knowledge  of 
narcotics  and  dope  addicts.  In  Au- 
gust, 1964,  he  received  a Special 
Honor  Award  from  the  U.  S.  Treas- 
ury Department  in  recognition  of 
his  services.  This  award  is  the 
only  one  of  its  kind  ever  given. 

He  authored  a paper,  “Manage- 
ment of  Acute  Hemorrhagic  Ne- 
phritis,” which  was  published  in 
Medical  Digest  in  1957. 

Dr.  Lowry  was  a member  of  the 
Webb -Zapata -Jim  Hogg  Counties 
Medical  Society,  Texas  Medical 
Association,  American  Medical  As- 
sociation, American  Academy  of 
General  Practice,  and  was  a fel- 
low of  the  International  College  of 
Surgeons. 

Survivors  are  his  wife,  the  for- 
mer Janice  Walker,  whom  he  mar- 
ried in  1963;  one  son,  John  T. 
Lowry,  Jr.,  a naval  officer  sta- 
tioned at  Great  Lakes,  111.;  three 
daughters,  twins  Alice  and  Kath- 
erine Lowry,  both  of  Austin,  and 
Jo  Ann  Lowry,  a school  teacher  in 
Montrose,  Colorado;  and  two  step- 
daughters, Heidi  and  Liese  Lowry 
of  Laredo. 

DR.  M.  J.  LEE,  JR. 

Dr.  Madison  Johnson  Lee,  Jr., 
of  Tyler  died  there  on  March  25 
of  leukemia.  He  had  continued  his 
practice  until  about  six  weeks  be- 
fore his  death,  although  his  dis- 
ease had  been  diagnosed  several 
years  ago. 

He  was  a member  of  the  Texas 
Medical  Association  Council  on 
Annual  Session  and  had  been  a del- 
egate from  Smith  County  Medical 
Society  for  nine  years. 

Dr.  Lee  was  bom  in  Danville, 
Ky.,  on  Oct.  11,  1918,  the  son  of  Mr. 
and  Mrs.  Madison  Johnson  Lee. 
He  attended  the  Danville  High 
School  and  in  1936  enrolled  in  Cen- 
tre College  in  Danville,  where  he 
was  also  an  assistant  in  biology. 
He  received  the  degree  of  bachelor 
of  arts  in  1940.  He  then  entered 
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the  Tulane  University  of  Louisi- 
ana School  of  Medicine.  From  July 
1,  1943,  to  Feb.  11,  1944,  he  was 
a member  of  the  Army  Special 
Training  Program,  and  he  also 
held  the  grade  of  second  lieuten- 
ant in  the  Medical  Administration 
Corps.  He  obtained  the  degree  of 
doctor  of  medicine  in  1944.  From 
March  to  December,  1944,  he  was 
an  intern  in  the  Wisconsin  Gen- 
eral Hospital  in  Madison. 

Dr.  Lee  went  to  Rochester,  Minn., 
on  Dec.  1,  1944,  as  a resident  in 
surgery  in  the  Mayo  Graduate 
School  of  Medicine,  University  of 
Minnesota  at  Rochester.  He  left 
on  Aug.  21,  1945,  to  enter  the  Med- 
ical Corps  of  the  U.  S.  Army  with 
the  grade  of  first  lieutenant;  he 
served  at  Camp  Atterbury,  Ind.; 
Wakeman  General  Hospital,  and 
at  the  156th  Station  Hospital  and 
the  Ninth  Station  Hospital  on 
Okinawa.  He  was  released  to  ci- 
vilian life  on  Aug.  26,  1947,  with 
the  rank  of  captain. 

Dr.  Lee  resumed  his  work  in  the 
Mayo  Graduate  School  of  Medicine 
on  Sept.  1,  1947,  with  a major  se- 
quence in  surgery  and  a minor  se- 
quence in  surgical  pathology.  He 
was  appointed  a first  assistant  in 
surgery  on  Jan.  1,  1950.  He  re- 
ceived the  degree  of  master  of  sci- 
ence in  surgery  in  1950  from  the 
University  of  Minnesota;  the  title 
of  his  thesis  was  “Benign  Meso- 
theliomas (Adenomatoid  Tumors) 
of  the  Genital  Tract.” 

Dr.  Lee  left  the  Mayo  Graduate 
School  of  Medicine  on  Jan.  1,  1951, 
to  engage  in  the  practice  of  gen- 
eral surgery  in  Tyler.  There  he 
became  consultant  in  surgery  to 
the  Tyler  Medical  Center  Hospital 
and  to  the  Mother  Frances  Hos- 
pital. In  1956,  he  was  president 
of  the  staff  at  the  Medical  Center 
Hospital. 

Dr.  Lee  was  certified  as  a spe- 
cialist in  surgery  by  the  American 
Board  of  Surgery,  Inc.,  in  1951. 
He  had  been  a fellow  of  the  Amer- 
ican College  of  Surgeons  since  1953 
and  was  a member  of  the  Ameri- 
can Medical  Association,  the  South- 
ern Medical  Association,  the  Texas 
Medical  Association,  the  Smith 
County  Medical  Society,  Texas  Sur- 
gical Society,  the  Alumni  Associa- 
tion of  the  Mayo  Graduate  School 
of  Medicine,  the  Alpha  Omega  Al- 
pha medical  honor  society,  the 
Omicron  Delta  Kappa  student  lead- 
ership honor  society,  the  Nu  Sig- 
ma Nu  professional  medical  fra- 
ternity and  the  Beta  Theta  Pi  so- 
cial fraternity. 

Dr.  Lee  was  a member  and  dea- 
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con  of  the  First  Presbyterian 
Church  of  Tyler. 

He  was  a member  of  the  Henry 
Bell  Masonic  Lodge,  Sharon  Tem- 
ple, and  he  was  a 32nd  Degree  Ma- 
son, Scottish  Rite.  He  was  on  the 
board  of  directors  of  the  Tyler 
Chamber  of  Commerce  and  had 
served  for  three  years  as  a direc- 
tor of  the  YMCA.  He  had  been  a 
member  of  the  Kiwanis  Club  from 
1951  to  1961  and  on  the  City-Coun- 
ty Board  of  Health  from  1953  to 
1957.  He  also  belonged  to  the  East 
Texas  Farm  and  Ranch  Club.  He 
was  vice  president  of  Tyler  Sav- 
ings and  Loan  Association. 

Dr.  Lee  was  married  to  Eliza- 
beth Jane  Harwich  of  Rochester, 
Minn.,  on  April  24, 1948.  Survivors 
are  Mrs.  Lee;  three  children,  Mad- 
ison Johnson  Lee,  III,  Elizabeth 
Lee,  and  Charles  Lee,  all  of  Tyler; 
his  father,  Madison  J.  Lee,  Sr.,  of 
Danville,  Ky. ; and  three  sisters, 
Mrs.  Charles  P.  Jackson,  Birming- 
ham, Ala.,  Mrs.  Robert  P.  Peacock, 
Columbus,  Ga.,  and  Mrs.  William 
J.  Riffe,  Glenside,  Pa. 

DR.  T.  L.  HURST 

Dr.  Thomas  Levi  Hurst  of  Cen- 
ter died  Nov.  23  of  Hodgkins  dis- 
ease. 

He  was  born  Dec.  27,  1882,  in 
Milam,  the  son  of  James  Wyatt 
and  Mary  Elizabeth  Allen  Hurst. 

He  attended  Timpson  and  Cen- 
ter schools  and  the  University  of 
Tennessee.  He  was  graduated  from 
Fort  Worth  University  Medical 
Department  in  1909. 

After  graduation  from  medical 
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school,  he  later  completed  post- 
graduate courses  in  surgery  at 
Tulane. 

He  practiced  medicine  in  Center 
until  his  death.  He  owned  and  op- 
erated the  Center  Sanitarium  and 
served  as  local  physician  and  sur- 
geon for  the  G.  C.  and  S.  F.  Rail- 
road Co.  He  served  for  many  years 
as  Shelby  County  health  officer  and 
was  medical  advisor  for  the  local 
draft  board.  He  was  interested  in 
and  a large  contributor  to  the 
Shelby  County  Historical  Society 
and  Museum.  He  was  on  the  staff 
of  the  Shelby  General  Hospital. 

He  was  a member  of  Texas  Medi- 
cal Association  and  American  Medi- 
cal Association  through  the  Shelby- 
San  Augustine- Sabine  Counties 
Medical  Society. 

An  elder  in  the  Christian  church, 
he  was  active  in  community  work, 
having  served  as  mayor  and  city 
councilman  in  Center,  and  was  a 
charter  member  of  the  Center  Ro- 
tary Club. 

He  married  the  former  Lillie 
Eugenia  Morrison  of  Shelbyville 
on  Sept.  27,  1910.  Their  adopted 
daughter,  Mrs.  Jerry  Waters,  is 
deceased.  Mrs.  Hurst  survives  and 
also  a brother.  Judge  W.  C.  Hurst 
of  Longview. 

DR.  W.  K.  LOGSDON 

Dr.  W.  K.  Logsdon  of  Corsicana 
died  there  on  April  7 after  a long 
illness.  Death  was  attributed  to 
neurosarcoma  of  the  face. 

A native  of  Sulphur  Springs,  Dr. 
Logsdon  was  educated  at  East 
Texas  Noinnal  College  in  Com- 
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merce  and  received  his  medical 
training  at  Tulane  University  and 
Chicago  Medical  College,  graduat- 
ing at  Chicago  in  1914.  He  in- 
terned at  the  Texas  and  Pacific 
Railroad  Hospital  in  Marshall.  In 
1917  he  began  practice  in  Marlin 
where  he  lived  until  1921  when  he 
moved  to  Corsicana. 

He  was  elected  to  honorary  mem- 
bership in  Texas  Medical  Associa- 
tion in  1964  through  the  Navarro 
County  Medical  Society.  He  be- 
longed to  the  American  Medical 
Association.  He  was  president  of 
Navarro  County  Medical  Society 
in  1939. 

He  was  a Shriner  and  a Presby- 
terian. 

Survivors  include  his  wife,  the 
former  Constance  Hull  whom  he 
married  in  Pittsfield,  111.;  one 
daughter,  Mrs.  Robert  Lewis  An- 
derson of  Houston  ; one  sister,  Mrs. 
Mavon  Oliver  of  Commerce;  one 
brother,  Jim  Logsdon  of  San  An- 
tonio; and  three  grandchildren. 


DR.  E.  V.  HEADLEE 

Dr.  Emmet  V.  Headlee,  65,  an 
Odessa  physician  for  40  years,  died 
March  17  at  his  home  following  a 
heart  attack. 

A resident  of  Odessa  since  1926, 
Dr.  Headlee  was  born  Jan.  28, 1900, 
in  Brewer,  near  Teague.  His  par- 
ents were  Emory  V.  Headlee  and 
Alice  Sims.  He  attended  Teague 
schools  and  the  University  of  Tex- 
as and  received  his  medical  degree 
from  Baylor  University  College  of 
Medicine  in  1926.  He  interned  at 


St.  Paul  and  Baylor  hospitals  in 
Dallas. 

Dr.  Headlee’s  education  was 
largely  financed  by  an  educational 
grant  from  the  Carnegie  Hero 
Fund  awarded  to  him  for  saving 
a young  friend  from  drowning 
when  Dr.  Headlee  was  13  years  of 
age. 

Dr.  Headlee  was  one  of  the  first 
physicians  to  come  to  Odessa.  He 
established  Ector  County’s  first 
hospital  in  a four-room,  one-bath 
residence,  with  the  dining  room 
serving  as  the  operating  room. 
During  his  early  days  in  Odessa, 
he  served  as  county  health  officer. 

In  1962  he  was  cited  for  com- 
munity service  by  the  Auxiliary  to 
Andrews-Ector-Midland  Counties 
Medical  Society.  He  was  named 
honorary  chief  of  staff  of  the  Med- 
ical Center  Hospital  in  Odessa  in 
April  of  1963. 

He  was  past  president  of  the 
Odessa  Chamber  of  Commerce  and 
had  served  several  years  as  a mem- 
ber of  the  board  of  Ector  County 
Independent  School  District. 

He  was  a member  of  Texas  Med- 
ical Association  through  the  An- 
drews-Ector-Midland Counties 
Medical  Society.  He  belonged  to 
the  American  Medical  Association, 
and  Southern  Medical  Association. 

He  was  married  to  Marie  Sprusil 
of  Dallas  there  on  April  13,  1926. 

He  is  survived  by  Mrs.  Headlee; 
two  sons,  Gordon  Headlee  and 
James  Headlee;  and  seven  grand- 
children, all  of  Odessa. 

DR.  H.  A.  HAVERLAH 

Dr.  Harry  August  Haverlah,  Pal- 
estine, died  Dec.  4 in  Dallas  of 
lymphosarcoma. 

He  was  born  Aug.  13,  1901,  in 
Welcome,  the  son  of  William  and 
Elizabeth  Haverlah.  He  attended 
Welcome  schools,  Blinn  College  in 
Brenham,  Texas  Lutheran  College 
in  Seguin,  and  the  University  of 
Texas  Medical  Branch  where  he 
received  his  degree  in  1930. 

He  interned  at  the  Missouri  Pa- 
cific Lines  Employee  Hospital  As- 
sociation in  Palestine  and  continued 
to  practice  there  until  his  death. 
He  was  on  the  staff  of  the  Ander- 
son County  Memorial  Hospital  in 
Palestine. 

He  was  a member  of  Theta  Kap- 
pa Psi  fraternity. 

He  was  a member  of  Texas  Med- 
ical Association  through  the  An- 
derson-Leon  Counties  Medical  So- 
ciety. 

He  married  Margaret  Black  on 
July  6,  1946,  at  North  Side  Luth- 
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eran  Church  in  Houston.  She  died 
Sept.  1,  1964. 

Survivors  include  two  sisters, 
Mrs.  Lillie  Krause  and  Mrs.  Ruby 
Barta  of  Damon,  and  two  bi'others, 
Willie  Haverlah  of  Damon  and 
Kenney  Haverlah  of  Eustise,  Fla. 

DR.  A.  H.  FORTNER 

Dr.  Amos  H.  Fortner,  81,  died 
at  his  home  in  Sweetwater  Jan. 
27.  He  had  practiced  there  since 
1915.  Death  was  due  apparently 
to  a heart  attack.  He  had  been  in 
failing  health  for  several  years. 

He  was  born  Feb.  10,  1883,  in 
Plano.  He  received  his  medical  de- 
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gree  from  Tulane  University  in 
1913. 

Dr.  Fortner  was  an  honorary 
member  of  Texas  Medical  Associa- 
tion through  the  Nolan -Fisher - 
Mitchell  Counties  Medical  Society 
and  a member  of  the  American 
Medical  Association.  Other  medi- 
cal organizations  to  which  he  be- 
longed are  American  College  of 
Surgeons  and  Alpha  Omega  Alpha, 
honorary  medical  fraternity. 

Dr.  Fortner  had  served  on  the 
local  school  board.  He  was  a Ma- 
son, an  Elk,  a Rotarian,  and  a 
Methodist. 

He  married  the  former  Martha 
Bryant  in  Whitewright  in  1914. 
She  died  in  December,  1960. 

He  is  survived  by  his  daughter, 
Mrs.  Robert  Prentiss  of  Lincoln, 
Neb.;  a sister,  Mrs.  Bert  Carpen- 
ter of  Plano;  and  three  grandchil- 
dren. 


DR.  F.  P.  HERFF 

A member  of  a pioneer  San  An- 
tonio medical  family,  Dr.  Ferdi- 
nand Peter  Herff  died  March  21 
at  the  age  of  82.  Death  occurred 
in  a San  Antonio  hospital. 

His  grandfather,  Ferdinand  Lud- 
wig von  Herff  of  Darmstadt,  a 
man  acquainted  with  Queen  Vic- 
toria’s Albert,  came  to  America 
and  settled  in  San  Antonio.  The 
grandfather’s  operation  of  farthest 
reaching  significance  was  to  ampu- 
tate the  “von”  from  the  family 
name.  Remembered  as  a brilliant 
surgeon,  in  1856,  he  performed 
what  may  have  been  the  first  hys- 
terectomy in  this  country,  and  he 
continued  to  pioneer  in  surgery  for 
many  years,  performing  his  last 
operation  when  he  was  87. 

Dr.  Adolph  Herff,  Dr.  F.  P. 
Herff’s  father,  was  also  talented 
and  widely  known.  He  was  the 
first  surgeon  in  San  Antonio  to 
use  rubber  gloves  and  catgut  in 
the  operating  room. 

Into  this  remarkable  family.  Dr. 
Ferdinand  P.  Herff  was  bom  on 
March  14,  1883,  in  San  Antonio. 
His  early  schooling  was  at  San 
Antonio  Academy,  and  he  received 
his  medical  degree  from  the  Jef- 
ferson Medical  School  in  Philadel- 
phia on  June  2,  1905. 

Returning  home  to  San  Antonio, 
he  practiced  medicine  for  many 
years  with  his  brother-in-law.  Dr. 
William  M.  Wolf,  Sr. 

During  World  War  I,  Dr.  Herff 
served  in  the  Medical  Corps,  leav- 
ing service  as  a captain. 

He  was  a former  chairman  of 


DR.  F.  P.  HERFF 


the  board  of  Robert  B.  Green  Hos- 
pital and  former  president  of  staff 
at  the  Santa  Rosa  Hospital. 

Chief  among  his  hobbies  which 
included  landscape  painting  and 
poetry  and  short  story  writing 
were  miniature  railroad  building 
and  travel.  With  his  brother 
Adolph,  Dr.  Herff  once  built  what 
is  considered  a unique  scale  model 
train.  After  his  retirement  in  1956, 
Dr.  Herff  traveled  extensively 
throughout  the  world,  including 
trips  to  Europe,  the  Orient,  and 
Russia.  He  wrote  descriptions  of 
his  travels  in  books  distributed  to 
friends.  One  such  book  was  “Dap- 
ples of  Light  and  Darkness”  which 
described  a safari  in  Africa. 

He  was  the  author  of  a number 
of  medical  articles. 

He  was  a member  of  Bexar 
County  Medical  Society  and  Texas 
Medical  Association  and  was  named 
an  honorary  member  of  both  upon 
his  retirement.  He  also  belonged 
to  the  Southern  Medical  Associa- 
tion, American  Medical  Associa- 
tion, American  College  of  Sur- 
geons, and  the  International  Col- 
lege of  Surgeons.  He  was  a mem- 
ber of  Nu  Sigma  Nu  and  Alpha 
Omega  Alpha,  professional  frater- 
nities; San  Antonio  Country  Club; 
Order  of  the  Alamo;  Argyle  Club; 
and  the  American  Legion. 

In  July  of  1952,  Dr.  Herff  mar- 
ried Stella  Cook  of  San  Antonio 
who  survives  him. 

DR.  C.  Q.  DAVIS 

Dr.  Charles  Q.  Davis,  a member 
of  Texas  Medical  Association 


through  the  Harris  County  Medi- 
cal Society,  died  on  April  17. 

A medical  corps  colonel  during 
World  War  II,  Dr.  Davis  had  lived 
in  Houston  for  42  years.  He  was 
66. 

Dr.  Davis  was  born  in  Silverton, 
Ore.,  the  son  of  Albin  and  Sara 
Jane  McKinney  Davis.  He  attend- 
ed the  University  of  Oregon  and 
the  University  of  Texas  and  re- 
ceived his  medical  degree  from 
Baylor  University  College  of  Med- 
icine. He  interned  at  Jeff  Davis 
Hospital  in  Houston. 

In  addition  to  the  local  and  state 
organizations,  he  belonged  to  the 
American  Medical  Association  and 
to  the  Association  of  Military  Sur- 
geons. 

He  is  survived  by  his  wife,  John- 
ny N.  Davis,  whom  he  married  on 
Nov.  25,  1927;  his  mother,  Mrs. 
Sara  Jane  Winkler,  both  of  Hous- 
ton; and  a sister,  Mrs.  Frank  Fer- 
guson of  Baytown. 


DR.  W.  P.  BROWN 

Dr.  William  Porter  Brown,  68, 
a Fort  Worth  physician  since  1925, 
died  of  cancer  March  19  in  a hos- 
pital there. 

He  was  vice  president  of  the 
board  of  the  Radiation  and  Medi- 
cal Research  Foundation  of  the 
Southwest  and  one  of  the  founders 
of  the  Fort  Worth  Radiation  Cen- 
ter. 

Dr.  Brown  donated  to  Tarrant 
County  Medical  Society  the  orig- 
inal gold  headed  cane  that  it  an- 
nually votes  to  an  outstanding 
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Fort  Worth  physician.  Although 
Dr.  Brown  stipulated  that  his  gift 
should  never  go  to  himself,  his 
name  twice  was  at  the  top  of  the 
secret  ballot  vote  by  members  of 
the  society. 

A past  president  of  the  Tarrant 
County  Medical  Society,  he  was  a 
member  of  the  Texas  Medical  As- 
sociation and  American  Medical 
Association.  He  was  also  a past 
president  of  the  Texas  Deimiato- 
logical  Society. 

He  was  instrumental  in  fonning 
the  Fort  Worth  Cancer  Society 
and  the  Tarrant  County  Unit  of 
the  American  Cancer  Society  and 
was  once  president  of  the  Texas 
Division  of  the  American  Cancer 
Society.  He  was  a delegate  to  the 
American  Cancer  Society. 

Dr.  Brown  was  born  Nov.  30, 
1896,  in  McGregor,  the  son  of  Dr. 
James  Edwin  and  Edna  Porter 
Brown.  He  attended  McGregor 
schools,  Southern  Methodist  Uni- 
versity, and  the  University  of  Tex- 
as, receiving  his  medical  degree  at 
the  University  of  Texas  Medical 
Branch  in  1923. 

After  interning  at  Barnard  Free 
Skin  and  Cancer  Hospital  in  St. 
Louis,  Mo.,  he  began  practice  in 
Fort  Worth  in  1925. 

He  was  a Methodist,  and  held 
memberships  in  Eiver  Crest  Coun- 
try Club,  Fort  Worth  Club,  Fort 
Worth  Boat  Club,  and  the  Ex- 
change Club. 

He  is  suiwived  by  his  wife,  the 
former  Ruth  Haltom  of  Fort 
Worth;  two  daughters,  Mrs.  O.  P. 
Newberry,  Jr.,  of  Fort  Worth  and 
Mrs.  William  Hibbitts  of  Dallas; 
two  sisters,  Mrs.  Paul  Beresford 
of  Mart  and  Mrs.  Burbank  Wood- 
son  of  Temple;  and  six  grandchil- 
dren. 


DR.  F.  J.  BLAHA 

Dr.  Frank  J.  Blaha,  44,  of  Fort 
Worth  died  at  his  residence  March 
19. 

Born  in  Dallas,  he  had  lived  in 
P’ort  Worth  for  17  years.  He  re- 
ceived his  bachelor  of  arts  degree 
from  Southern  Methodist  Univer- 
sity and  completed  medical  study 
at  Southwestern  Medical  School. 
He  served  his  internship  at  John 
Peter  Smith  Hospital. 

He  was  a member  of  Texas  Med- 
ical Association  through  the  Tar- 
rant County  Medical  Society.  He 
belonged  to  the  American  Medical 
Association,  also. 

Dr.  Blaha  was  a member  of 
Trinity  Lutheran  Church  of  Fort 
Worth  and  had  served  as  president 
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of  the  congregation  and  in  other 
positions.  He  was  a member  of  the 
Development  Board  of  Texas  Luth- 
eran College,  Seguin,  and  was  also 
a member  of  the  Research  and  So- 
cial Actions  Committee  of  the 
American  Lutheran  Church. 

Survivors  include  his  wife  and 
a daughter,  Mary  Lynette,  of  Fort 
Worth. 

y 

DR.  H.  T.  AYNESWORTH 

Dr.  Horace  Taylor  Aynesworth, 
formerly  of  Waco,  died  in  a Port 
Arthur  hospital  on  April  13.  The 
86 -year- old  physician  had  retired 
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from  his  eye,  ear,  nose,  and  throat 
practice  five  years  ago  and  had 
moved  to  Port  Neches  to  make  his 
home  with  a daughter,  Mrs.  F.  M. 
Richbourg. 

Dr.  Aynesworth  was  bom  on 
Berry’s  Creek  in  Williamson  Coun- 
ty March  26,  1879.  His  grand- 
father had  come  to  Texas  from 
Tennessee  in  1847.  His  father, 
George  Levin  Aynesworth,  a Con- 
federate veteran,  ran  a cotton  gin 
and  corn  mill  at  Caseyville,  and 
young  Horace  helped  by  carrying 
cotton  in  baskets  from  stall  to 
hopper  and  by  sacking  corn  meal. 
Later  his  family  moved  to  Graham, 
and  here  he  worked  first  in  a gro- 
cery store,  later  in  a notions  store, 
and  still  later  he  was  a weigher  in 
a cotton  gin.  He  taught  school 
near  Waco  for  a while,  at  a salary 
of  $35  a month,  then  got  a raise  to 
$45,  and  felt  so  prosperous  he 
bought  his  first  watch. 

In  1900  he  enrolled  in  the  medi- 
cal department  at  the  University 
of  Texas,  graduating  in  1904  with 
the  highest  general  scholastic  hon- 
ors. He  became  a demonstrator  in 
the  department  of  anatomy  there, 
but  left  to  go  to  New  York  for 
postgraduate  work  in  ophthalmol- 
ogy and  otolaryngology. 

He  returned  to  Texas  and  started 
a practice  in  Waco  which  lasted 
for  50  years.  He  was  a former 
chairman  of  Providence  Hospital 
staff  in  Waco. 

He  was  a captain  in  the  U.  S. 
Army  Medical  Corps  during  World 
War  1.  He  was  three  times  presi- 
dent of  McLennan  County  Medical 
Society,  a member  of  Texas  Medi- 
cal Association,  American  Medical 
Association,  Southern  Medical  As- 
sociation. He  was  a cofounder  and 
charter  member  of  the  Texas  So- 
ciety of  Ophthalmology  and  Oto- 
laryngology and  a fellow  of  the 
American  College  of  Surgeons. 

He  was  a charter  and  founding 
member  of  Zeta  chapter  of  Phi  Chi 
at  Galveston,  and  in  1956  was 
awarded  a jeweled  pin  as  the  old- 
est living  member  of  that  frater- 
nity. 

He  was  a member  and  past  pres- 
ident of  the  Waco  Knife  and  Fork 
Club  and  was  a member  and  ves- 
tryman of  St.  Paul’s  Episcopal 
Church  of  Waco. 

Surviving  Dr.  Aynesworth  are 
three  daughters,  Mi’s.  Richbourg 
and  Mrs.  Lowell  Dalton  of  Neder- 
land, and  Mrs.  Mike  Beard  of 
Waco;  nine  grandchildren  and 
eight  great  grandchildren.  Mrs. 
Aynesworth,  the  foi’mer  Ruth  Mc- 
Namara of  Waco  whom  he  mar- 
ried Oct.  22,  1923,  died  in  1959. 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1965.  Annual  Meeting,  New  York  City, 
June  20-24,  1966.  Dr  F.  J.  L.  Blasin- 
game,  635  Dearborn,  Chicago  10,  Exec. 
Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966  ; Austin,  Pub- 
lic Relations  Conference,  Sept.  24-26, 
1965  : Austin,  Conference  for  County  Med- 
ical Society  Officials,  Jan.  22-23,  1966. 

C.  Lincoln  Williston,  1801  N.  Lamar, 
Austin,  Exec.  Sec. 

JUNE 

American  College  of  Chest  Physicians,  New 
York  City,  June  17-21,  1965.  Mr.  M.  Korn- 
feld,  112  E.  Chestnut,  Chicago  11.  Exec. 
Dir. 

American  Neurological  Association,  Atlan- 
tic City,  N.  J.,  June  14-16,  1965.  Dr.  M. 

D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Minneapolis, 
Minn.,  June  14-17,  1966.  Dr.  N.  D.  Nigro, 
7816  East  Jefferson,  Detroit  14,  Sec. 

American  Thoracic  Society,  Chicago,  May 
31-June  2,  1965.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Texas  Division,  American  Cancer  Society, 
Arlington,  June  2,  1966.  Mr.  C.  W.  Rei- 
mann,  6014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Fort  Worth,  June  21-23,  1966.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Los  Angeles.  June  7-10,  1966. 
Dr.  Jorge  Jimenez-Gandica,  601  U.  S. 
Court  House,  El  Paso,  Sec. 

JULY 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston,  July  12-14.  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Libraiw 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin, July  16-17,  1965.  R.  W.  Shafer,  Jr., 
4004  N.  Lamar  Blvd.,  Austin,  Exec.  Dir. 

National  and  Regional 

American  Academy  of  Allergy,  New  York. 
N.  Y..  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley. 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
See, 

American  Academy  of  Dermatology,  Inc., 

Chicago,  Dec.  4-9,  1965.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Sec, 


American  Academy  of  General  Practice, 

Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Oct.  14-19,  1965. 
Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Chicago, 
Oct.  23-28,  1965.  Dr.  E.  H.  Christopher- 
son,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va.,  Sept.  9- 
11,  1965.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons, 

Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery, 

Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Cancer  Society,  Inc.,  New  York, 

Oct.  25-29,  1966.  Mr.  G.  Whittlesey,  219 

E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Gastroenterology,  Bal 

Harbour,  Fla.,  Oct.  24-27,  1965.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A,  Peterman,  3 Craig  Court,  Totowa  Boro. 
N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists. Mr.  D,  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Miami 
Beach,  Fla.,  Oct.  7-9,  1965.  Dr.  E.  C. 
Rosenow,  Jr.,  4200  Pine,  Philadelphia  4, 
Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22,  1965.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa.,  Aug.  22- 
27,  1965.  Dr.  Glenn  Gullickson,  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 
19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 


American  Gastroenterological  Association. 
Dr.  David  Gayer,  2240  Cloverdale  Ave., 
Winston-Salem,  N.  C. 

American  Gynecological  Society.  Dr.  C.  J. 

Lund,  260  Crittenden  Blvd.,  Rochester  20, 
N.  Y.,  Sec. 

American  Hospital  Association,  San  Fran- 
cisco, Aug.  30-Sept.  2,  1965,  Dr.  Edwin 
L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec, 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A. 
Betts,  44  E.  23rd,  New  York  10,  Exec.  Dr. 

American  Medical  Women’s  Association, 

Chicago,  Nov.  10-14,  1965.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Public  Health  Association,  Inc., 

Chicago,  Oct.  18-22,  1965.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver. Oct.  23-27,  1965.  Mr,  J.  W.  Andes. 
515  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec, 

American  Society  of  Clinical  Pathologists, 

Chicago,  Oct.  15-23,  1966.  Miss  Eleanor 

F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

American  Surgical  Association.  Dr.W.  Alte- 
meier,  Cincinnati  General  Hospital,  Cin- 
cinnati 29,  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Columbus,  Ohio,  Oct.  7-9, 
1965.  Mr.  H.  E.  Northam,  185  N.  Wa- 
bash, Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester. 
Minn.,  Sec. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-5,  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago,  Sec. 

Medical  Society  of  United  Sates  & Mexico. 
Dr.  James  Nauman,  1603  N.  Tucson  Blvd., 
Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago, Nov.  28-Dec.  3,  1965.  Mr.  M.  D. 
Frazer,  1744  S.  68th  St.,  Lincoln,  Neb., 
Sec. 

South  Central  Association  of  Blood  Banks. 

L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts,  2601 
Highland,  Birmingham  5,  Exec.  Sec. 
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Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-5.  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs. 
Va..  December,  1965.  Dr.  J.  D.  Martin. 
Jr.,  Emory  U.,  Atlanta  22,  Ga..  Sec. 

South  Texas  District,  American  College  of 
Surgeons.  Dr.  August  Herff.  Jr.,  1526 
Nix  Professional  Bldg.,  San  Antonio, 
Sec. 

Southwest  Allergy  Forum,  El  Paso,  April, 
1966.  Dr.  W.  P.  Coleman.  1828  Calhoun 
St.,  New  Orleans,  La.,  Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Medical  Association,  El  Paso. 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St..  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine. 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas. 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg..  Oklahoma  City  3. 
Okla. 

State 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1965.  Mr.  D.  C.  Jackson,  1905 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton. Dec.  4,  1965.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Austin.  April 
16-17,  1966.  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fran- 
cine  Jensen.  Houston.  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin.  April  15,  1966.  Dr.  G.  K. 
Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Houston.  Oct. 
31.  1965.  Dr.  M.  A.  Forbes,  607  W.  14th 
Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Austin,  April 
17.  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum.  Houston,  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 

Texas  Hospital  Association.  O.  Ray  Hurst. 
6225  U.  S.  Highway  290  E.,  Austin.  Exec. 
Sec. 

Texas  Industrial  Medical  Association,  Aus- 
tin. Ai)ril  14,  1966.  Dr.  James  K.  Stewart, 
1*.  O.  Box  3311,  Beaumont,  Sec. 


Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr,  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 

April  16,  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright.  1422  Tyler,  Amarillo.  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25,  1965.  Dr.  C.  E.  Gilmore,  811  Bon- 
ham, Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Corpus 
Christi.  Feb.  20-24,  1966.  J.  N.  Murphy. 
Jr.,  P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Houston. 

Dec.  3,  1965.  Dr.  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, San  Antonio,  Dec,  3-4,  1965. 
Dr.  Jack  B.  Lee,  409  Camden  St.,  San 
Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc,,  Austin, 
April  16,  1966.  Dr.  Jack  L.  Smith,  3155 
Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging.  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences.  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin.  Exec.  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin,  April  14,  1966.  Dr. 
Robert  G.  McCorkle,  7338  McHenry  St., 
Houston,  Sec. 

Texas  Surgical  Society,  Galveston,  Oct.  3-6, 
1966.  Dr.  W.  B.  King,  Jr..  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin, 
April  14.  1966.  Dr.  J.  C.  Long.  805  W. 
8th,  Plainview,  Sec. 


Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

Texas  Urological  Society,  Shreveport,  La.. 
January,  1966.  Dr.  Grant  Begley,  1415 
Pennsylvania,  Fort  Worth.  Sec. 


District 

First  District  Society,  El  Paso.  Feb.  5.  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  See. 

Third  District  Society,  Lubbock,  Oct.  9. 

1965.  Dr.  Louis  Devanney,  2209  W.  7th. 
Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  J.  E. 
Albright,  2481  Medical  Center.  Corpus 
Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin,  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 

1966.  Dr.  Bobby  Jones,  218  Main  Street, 
Houston.  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteeth  District  Society.  Dr.  W.  H.  Neil, 
1217  W.  Cannon,  Fort  Worth.  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Lake  Tex- 
oma,  Sept.  11-12,  1966.  Dr.  Fred  W.  Shel- 
ton, 600  N.  Highland  Ave.,  Sherman, 
Chm. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

International  Medical  Assembly  of  South- 
west Texas.  S,  E.  Cockrell,  Jr.,  202  W. 
French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine.  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference.  Okla- 
homa City,  Oct.  26-27,  1965.  Miss  Alma 
F.  O’Donnell,  603  Medical  Arts  Bldg., 
Oklahoma  City  2,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Dallas,  Dec. 
10-11,  1965.  Harry  H.  Miller,  Gulf  Coast 
Hospital,  Baytown,  Sec. 
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Inteinol  Diagnosis  and  Treatment 
Greatly  Advanced  by  Fiber  Optics 

In  1928,  BAIRD^  was  issued  a British  patent  for 
discovering  a new  method  of  light  transmission 
using  bundles  of  glass  or  quartz  (Fig.  1).  Employ- 
ing this  discovery  Hansell-  in  1930  was  able  to 
transmit  radiant  energy  in  a curved  path.  In  1952, 
Van  Heel"*  found  that  optically  arranged  coated  glass 
fibers  permitted  image  transmission.  By  utilizing 
these  principles,  optical  instruments  have  been  de- 
veloped and  are  now  available  that  will  revolution- 
ize the  diagnosis  and  treatment  of  lesions  in  the 
internal  organs. 

Called  fiber  optics,  this  is  a new  system  of  light 
and  or  image  transmission  in  which  extremely  fine 
glass  fibers  are  coated  individually  with  a thin  layer 
of  glass  of  a different  optical  density.  A cord  meas- 
uring only  3/ 8 -inch  in  diameter  contains  about 
200,000  of  these  coated  glass  rods  which  are  ar- 
ranged optically  into  flexible  bundles  (Figs.  2 and 
3).  “Optically  arr;anged”  means  that  each  glass 
rod  is  fixed  in  the  same  identical  position  to  its 
neighbors  throughout  the  entire  length  of  the  fiber 
optic  bundle.  This  fiber  optic  cord  is  72  inches  long 
and  is  connected  to  a focused  150-watt  parabolic 
bulb  in  a fan-cooled  housing.  This  bundle  will  trans- 
mit 80  percent  of  the  light  and  will  dissipate  almost 
all  of  the  heat.  A newer  model,  only  36  inches  long, 
transmits  98  percent  of  the  light  and  practically  no 
heat. 

By  using  these  principles,  optically  arranged 
coated  glass  bundles  can  be  made  into  flexible  diag- 
nostic instruments  to  inspect  the  cavities  of  the  in- 
ternal organs.  Different  models  of  instruments  are 
available  to  examine  the  bronchi,  esophagus,  stom- 
ach, duodenum,  rectum,  sigmoid,  descending  colon, 
urethra,  and  bladder. 

Urologists  have  been  fortunate  in  having  nu- 
merous instruments  adapted  to  this  fiber  optic  sys- 
tem. The  two  main  improvements  so  far  have  been 
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Fig.  1.  Diagram  of  a ray  of  light  passing  through  a small  Fig.  3.  A fiber  glass  bundle  containing  about  200,000 

glass  fiber,  with  some  reflected  light  escaping,  by  refraction.  coated  glass  fibers.  Diameter  of  the  bundle  is  3/8-inch. 

Fig.  2.  A glass  fiber  coated  with  a glass  of  different  opti- 
cal density,  and  showing  the  reflected  ray  of  light  through-  All  illustrations  are  greatly  enlarged  for  detail, 

out  its  course  without  loss  by  refraction. 


in  the  infant  cystourethroscope,  and  in  the 
transurethral  resectoscope  which  is  used  in 
bladder  and  prostatic  surgery.  The  conven- 
tional infant  cystoscope  has  a light  intensity 
of  3 footcandles  while  the  same  size  fiber 
optic  instrument  produces  190  footcandles 
which  is  more  than  a 60-fold  increase  in 
light.  The  conventional  transurethral  resec- 
toscope uses  a Foroblique  examining-opera- 
tive lens  which  produces  34  footcandles; 
but  the  fiber  optic  system  produces  350  foot- 
candles through  a 72-inch  cord,  and  440  foot- 
candles through  the  shorter  36 -inch  cord. 
This  is  brilliant  cold  illumination  which  is 
10  to  13  times  brighter  than  the  light  from 
the  standard  model. 

Victor  Marshall  reports  an  experimental 
ureteropelvic  scope  through  which  he  has 
observed  cystoscopically  a stone  located  in 
the  upper  one-third  of  the  ureter.  In  the 
future  urologists  may  be  able,  under  direct 
vision,  to  manipulate  and  extract  ureteral 
stones  as  well  as  inspect,  treat,  and  biopsy 
ureteral  and  pelvic  lesions. 


The  fiber  optics  principle  has  been  adapt- 
ed to  instruments  used  in  open  surgery,  so 
that  an  illuminated  suction  tip  and  the  fiber 
optic  retractor  will  improve  deep  wound  il- 
lumination. 

Fiber  optics  has  improved  greatly  pho- 
tography of  the  interior  of  organs  for  case 
documentation,  follow-up  studies  and  teach- 
ing. Amazingly  accurate  color  reproductions 
with  needle-sharp  focus  and  great  depth  of 
field  are  possible  because  the  extremely 
bright  cold  light  permits  reduced  exposure 
time. 

In  the  recently  improved  gastroduodeno- 
scope  the  inner  part  of  the  glass  bundle  car- 
ries the  image,  and  the  rest  of  the  bundle 
transmits  a cold  light  from  an  independent 
light  source.  An  innovation  is  the  use  of 
this  flexible  fiber  optic  gastroscope  passed 
into  the  sheath  of  a standard  proctoscope 
which  allows  visual  inspection  of  an  addi- 
tional 18  to  24  inches  of  descending  colon. 

Recently  developed  is  a miniature  tele- 
vision camera  that  can  be  swallowed.  The 
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first  ten  feet  of  the  intestinal  tract  have 
been  vie^ved  in  color  on  television  screens 
or  as  color  motion  pictures.-’-  ® On  the  dra-vv- 
ing  boards  of  research  centers,  there  are  de- 
signs for  other  fiber  optic  instruments  whose 
uses  in  diagnosis  and  treatment  will  stagger 
the  imagination.-’ 

— Norborne  B.  Powell,  M.D.,  Houston. 
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Foot  Surgery: 

Margin  of  Safely 

ns  THE  FOOT  evolved,  its  function  as  a 
prehensile  organ  decreased.  It  lost  its  abil- 
ity to  grasp  effectively,  and  to  pinch  and 
hook.  It  became  an  organ  of  less  fine  mo- 
tions and  lower  function,  used  mainly  for 
stance  and  locomotion  with  emphasis  on  sta- 
bility. Thus,  from  a weaker,  more  coordi- 
nated, fine-motion  organ  it  has  become  a 
stronger,  less  coordinated,  gross-motion 
organ. 

It  is  an  evolutionary  axiom  that  the  higher 
an  organ’s  function,  the  lower  is  its  ability  to 
recover  that  function  and  to  heal  itself.  The 
brain,  for  instance,  never  replaces  a destroyed 
neuron,  the  retina  and  other  sense  organs 
heal  poorly,  the  skin  retains  permanent  scar, 
and  the  hand  never  recovers  function  as  well 
as  the  foot.  A small  amount  of  stiffness  in 
the  finger  or  thumb  can  be  catastrophic,  but 
that  same  amount  of  stiffness  in  the  small 
toe  or  large  toe  is  negligible  as  far  as  func- 
tion is  concerned. 

The  primary  function  of  the  human  foot 
is  stability.  It  has  adapted  itself  well  to 
this.  The  first  toe  has  migrated  laterally  to 
make  a firmer  unit;  the  metatarsals  have 
enlarged ; the  tarsals  have  become  stronger ; 
and  the  muscles  are  adapted  for  strength 
and  endurance. 

Nearly  all  bone-cutting  operations  in  the 
foot  are  designed,  therefore,  to  increase  sta- 
bility; for  example,  panarthrodesis,  triple 


arthrodesis.  Miller  flatfoot  procedures,  cer- 
tain bunion  operations,  and  claw-toe  opera- 
tions. These  operations  are  generally  suc- 
cessful because  they  follow  the  normal  evo- 
lutionary trend,  which  is  to  develop  greater 
stiffness  and  stability.  Most  orthopedic  sur- 
geons have  wondered  at  the  magnitude  of  a 
triple  arthrodesis  only  to  have  their  concern 
allayed  by  success.  To  include  an  extra  joint 
is  no  tragedy;  it  has  little  or  no  sequelae. 
On  the  other  hand,  operations  designed  to 
increase  mobility  of  the  foot,  with  the  ex- 
ception of  certain  bunionectomies,  are  un- 
usual and  are  often  failures.  The  ortho- 
pedist has  learned  through  experience  that 
these  procedures  are  not  physiologic  and  are 
perpendicular  to  evolution ; they  are,  in  most 
cases,  atavistic. 

Through  wear  and  tear,  the  normal  ten- 
dency of  a weight-bearing  joint  is  to  become 
stiff.  This  is  particularly  true  in  the  more 
distal  parts  of  the  lower  extremity  because 
the  superimposed  weight  is  greater,  and  the 
joints  become  progressively  smaller.  More 
weight  is  confined  in  less  space,  making  the 
mechanics  of  function  more  precarious  and 
stiffness  more  obvious. 

Thus,  there  is  a margin  of  safety  in  foot 
operations  designed  to  increase  stability. 
Nature  aids  by  yielding  to  gravity.  Evolu- 
tion helps  with  the  tendency  to  develop  a 
stiff,  strong,  stable  foot.  Hence,  the  ortho- 
pedist should  not  be  hesitant  in  recommend- 
ing accepted  arthrodesing  procedures  of  the 
foot.  The  foot  will  not  be  made  worse;  on 
the  other  hand,  there  will  often  be  an  excel- 
lent, naturally  aided  result. 

— F.  0.  McGehee,  M.D.,  Houston. 


persoaal  opiaioas 
and  views 

Employee  Relations  In  Solo 
Oi  Small  Partnership  Practice 

A GOOD  understanding  of  human  relations, 
with  thoughtful  attention  to  this  aspect  of 
dealing  with  patients,  is  one  of  the  basic  fac- 
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tors  in  building  and  maintaining  a success- 
ful practice.  Because  of  your  special  train- 
ing as  a physician,  you  undoubtedly  extend 
this  thoughtfulness  to  your  employees  and 
therefore  enjoy  the  benefits  of  good  employ- 
er-employee relationships. 

With  this  in  mind,  I shall  comment  on 
some  points  which  can  help  you  preserve  and 
even  improve  these  good  relations  as  you  be- 
come more  and  more  involved  in  your  busy 
practice. 

First,  are  your  relations  with  your  em- 
ployees important?  Perhaps  you  can  almost 
ignore  them  without  affecting  your  prac- 
tice. If  so,  this  is  not  likely  to  continue.  You 
will  become  unhappy  with  most  of  your  em- 
ployees, and  probably  will  have  to  pay  more 
to  get  even  less  qualified  and  conscientious 
employees.  If  poor  employees  do  not  offend 
enough  patients  to  hurt  your  financial  sta- 
tus, they  certainly  will  make  your  office 
work  burdensome.  Yes,  employee-employer 
relations  are  important.  The  forecast  that 
in  1970  salaries  will  comprise  50  percent  of 
your  total  expenses  indicates  that  good  em- 
ployee relations  will  be  a greater  asset  as 
time  goes  on.  Only  if  you  are  lucky,  will  you 
have  a sufficient  number  of  qualified  appli- 
cants to  fill  your  positions. 

Thus,  you  probably  need  to  make  specific 
plans  to  improve  or  maintain  good  employee- 
employer  relations. 

Here  are  some  brief  ideas  to  start  with : 

1.  Each  day,  spend  your  first  three  min- 
utes in  the  office  with  your  key  employees 
(nurse  and  receptionist)  to  review  the  day’s 
schedule  and  ask  your  aides  what  their  prac- 
tice problems  might  be.  Once  eveiy  month 
or  two,  take  another  five  to  ten  minutes  to 
ask  other  employees  what  their  practice 
problems  are.  Jot  them  down  and  set  a time 
with  each  employee  to  discuss  her  difficul- 
ties in  more  detail,  or  project  a time  for  a 
decision  if  it  needs  to  be  postponed. 

2.  Recognize  each  employee’s  good  work 
with  words  and  money — these  two  items, 
in  amounts  just  a little  above  the  average, 
do  wonders  for  staff  morale.  If  no  reward 
is  applicable,  first  let  the  employee  know  in 
what  areas  her  work  is  satisfactory  and  then 
suggest  ways  for  her  to  improve  substand- 
ard work.  If  no  improvement  comes  about, 
try  to  replace  her.  As  to  monetary  rewards 


for  good  employees,  consider  both  salary  and 
employee  benefit  plans.  One  of  the  best 
types  of  benefits  to  provide  long-term  value 
to  an  employee  is  a raise  in  pay  put  in  a 
salary  savings  plan.  These  are  being  used 
more,  although  they  are  not  yet  common. 
The  employee  should  be  given  some  choice 
in  the  type  of  plan  provided. 

3.  Quarterly,  ask  each  employee  for  writ- 
ten suggestions  for  improving  her  work.  She 
may  suggest  new  equipment;  unless  you  are 
dead  set  against  purchase,  ask  the  employee 
to  get  prices  so  that  you  can  seriously  con- 
sider the  item.  If  a change  in  office  proce- 
dure is  suggested,  permit  a suitable  trial 
period  and  schedule  a time  to  review  costs 
and  results.  Then  make  a decision. 

4.  If  your  employees  are  often  behind  on 
paper  work,  or  if  they  are  busy  when  you 
need  them,  take  these  steps: 

a.  Check  up  by  coming  in  early  to  see  if 
anyone  is  taking  more  coffee  breaks  than 
you  expect.  If  you  see  patients  readily  when 
you  are  in  the  office,  do  consider  that  con- 
scientious employees  deserve  some  break  in 
your  pace  when  you  are  out.  Remember  that 
they  do  not  have  the  incentive  of  being  self- 
employed.  Yet,  do  not  let  them  fool  you 
about  being  overworked,  especially  if  you 
seldom  keep  them  overtime. 

b.  If  you  have  reviewed  employees’  work, 
compensation,  and  suggestions  regularly,  and 
are  generally  satisfied  that  work  habits  are 
reasonably  good,  get  more  help  for  a few 
months  even  if  you  are  uncertain  of  the 
need.  There  is  a good  possibility  of  hiring 
young  mothers  to  work  half  days.  They  can 
train  on  the  job  under  one  present  employee, 
and  soon  can  take  the  pressure  off  full-time 
employees.  Having  a little  extra,  rather  than 
too  little,  help  is  a good  investment  if  handled 
logically.  Your  collection  ratio  and  profit 
ratio  changes  over  a 6-  to  12-month  period 
will  give  you  data  for  decisions  on  this. 

Remember  that  your  practice  is  your  big- 
gest asset,  and  good  employees  are  a big  part 
of  your  practice.  The  time  and  thought  ex- 
pended in  keeping  their  good  will  can  bring 
the  worthwhile  dividends  of  satisfied  pa- 
tients, a pleasant  and  efficient  office,  and 
continuing  success  in  the  future. 

— William  R.  Hunt,  Waco.* 

*Mr.  Hunt  is  with  the  Waco  office  of  Manage- 
ment Service  for  Doctors. 
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AMA  MEDICARE  POLICY 
DECISION  WAS  DIFFICULT  ONE 


The  issues  debated  at  the  114th  Annual  Convention  of  the 
American  Medical  Association  on  June  20-24  at  New  York  City 
were  probably  the  most  serious  questions  that  have  ever  been 
considered  by  our  national  organization. 

The  most  pressing  problem  concerned  the  several  resolu- 
tions presented  by  various  state  delegations  and  by  some  in- 
dividual members  regarding  participation  in  the  Medicare  scheme 
to  provide  health  care  for  the  aged.  These  resolutions  ranged 
from  a simple  reaffirmation  of  Section  6 of  the  "Principles  of 
Medical  Ethics,"  as  presented  by  the  Texas  delegation,  to  some 
that  called  for  a positive  program  of  nonparticipation  in  this 
scheme. 

The  hearings  before  the  reference  committee  consumed  the 
better  part  of  two  days.  More  than  500  attended  and  more  than 
80  people  spoke  before  the  reference  committee.  The  Texas  Dele- 
gation presented  the  resolution  which  had  been  adopted  by  TMA's 
House  of  Delegates.  Our  presentation  was  well  received  by  the 
committee.  Final  action  reflects  much  of  the  feeling  expressed 
in  the  resolution  presented  by  Dr.  Carlos  E.  Fuste,  Jr.,  Alvin, 
which  was  adopted  by  the  TMA  House  at  the  1965  Annual  Session. 


Our  speakers  pointed  out  that  ours  was  not  a nonparticipa- 
tion resolution.  They  noted  that  the  language  used  was  taken 
directly  from  "Principles  of  Medical  Ethics.  " They  said  at  this 
time  in  history  we,  as  an  association,  should  reaffirm  our  be- 
lief in  the  principles  which  have  been  our  guide  in  professional 
conduct  for  more  than  a century.  Furthermore,  our  spokesman  said 
that  if  we  failed  to  reaffirm  our  belief  ht  this  time  we  would 
be,  in  effect,  repudiating  our  time-honored  code. 


There  were  those  who  spoke  before  the  reference  commit- 
tee who  counseled  that  we  should  be  circumspect  at  this  time. 
They  expressed  the  feeling  that  a strong  statement  now  would 
be  unwise.  Others  felt  that  a strong  statement  now  would  put 
Congress  on  notice  that  medicine,  as  a group,  would  not  sit  by 
passively  in  the  face  of  an  unpalatable  program. 


The  final  resolution,  adopted  by  the  House  of  Delegates, 
allows  for  a called  meeting  of  the  House  to  consider  the  final 
bill.  It  was  a reaffirmation  of  Section  6 of  the  Code,  a re- 
affirmation of  the  Bauer  resolution  previously  adopted  by  the 
American  Medical  Association,  and  a restatement  of  our  opposi- 
tion to  any  medical  care  scheme  financed  under  social  security. 


X cJ  f 


President 
Texas  Medical  Association 
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TONOMETRY 

In  the  Physical  Examination 

■ - . »>2jresa»  — — ^ 


p-  **"  "^  TONOMETRY  received  recent  em- 
cLiNicAL  medicine  phasis  in  the  Houston  area  as  a reg- 
ular part  of  the  physical  examina- 
tion following  a screening  of  gener- 
al medical  patients.  This  screening  pointed 
anew  to  the  fact  that  glaucoma  occurs  in 
approximately  2 percent  of  all  patients  over 
40  years  of  age.^  Unfortunately,  too  many 
of  these  2 percent  are  diagnosed  in  an  oph- 
thalmologist’s office,  where  nonreversible 
stages  of  the  disease  are  seen.  Abnormal  in- 
traocular pressures  in  these  patients  need  to 
be  discovered  during  routine  examinations 
so  that  glaucoma’s  claim  to  15  percent  of 
blindness  in  the  United  States  can  be  re- 
duced.- There  are  more  than  1,000,000  un- 
discovered glaucoma  patients  in  the  United 
States  today.®  As  a cause  of  blindness,  glau- 
coma ranks  second  only  to  cataracts.  There- 
fore, here  is  a disease  with  an  incidence 
similar  to  diabetes  where  early  therapy  can 
be  sightsaving. 


Types  of  Glaucoma 

Greater  knowledge  of  the  etiology  of  the 
disease  makes  possible  a more  workable  out- 
line. Although  several  classifications  are 
known,  the  following  appears  useful. 

I.  Primary  Glaucoma. — Primary  glaucoma 
may  be  either  “open  angle”  or  “closed  an- 
gle,” is  bilateral,  and  is,  at  least  partly, 
genetically  determined.  Open  angle  refers 
to  an  obstruction  of  aqueous  outflow  within 
the  trabecular  meshwork  itself,  near  the 
canal  of  Schlemm.  The  chamber  angle 
formed  by  the  iris  and  corneal-scleral  junc- 
tion appears  normal  upon  gonioscopic  ex- 
amination (Figs.  1 and  2).  Narrow  or  closed 
angle  is  descriptive  of  an  abnormal  approxi- 
mation of  the  iris  to  the  trabecular  mesh- 


work with  consequent  blockage  of  the  out- 
flow mechanism  by  the  root  of  the  iris.  The 
narrow  angle  is  observed  through  a gonio- 
scopic contact  lens  (Fig.  3). 

A.  Primary  Open-Angle  Glaucoma. — This 
group  comprises  80  percent  of  all  cases  and 
is  the  most  insidious.  Visual  acuity  can  be 
greatly  reduced  without  the  patient  experi- 
encing any  pain,  redness,  or  noticeable  dis- 
comfort. In  these  cases  the  diagnosis  initial- 
ly is  often  made  on  the  basis  of  suspicion 
without  objective  symptoms.  Because  early 
detection  and  medical  therapy  (such  as  mi- 
otics,  carbonic  anhydrase  inhibitors,  levo- 
epinephine)  are  usually  sightsaving,  the 
careful  clinician  needs  to  perform  tonometry 
on  all  patients  in  the  following  categories: 
those  over  40  years  of  age ; those  with  a fam- 
ily history  of  glaucoma;  those  with  several 
recent  changes  of  glasses ; and  those  with  an 


Fig.  1.  Aqueous  producUon  and  outflow  in  cross  section 
of  normal  eye.  (Reprinted  with  permission  from  Becker 
and  Shaffer:  Diagnosis  and  Therapy  of  the  Glaucomas,  St. 
Louis,  1961,  The  C.  V.  Mosby  Co.) 
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The  authors  believe  that  internists  and 
general  physicians  may  detect  glaucoma 
much  earlier  than  is  now  done  by  using 
tonometry  as  a routine  part  of  the  physical 
examination.  Techniques  and  precautions 
in  the  use  of  the  Schiotz  tonometer 
are  described. 


RICHARD  L.  BLOUNT,  M.D. 
WHITNEY  G.  SAMPSON,  M.D. 


unexplained  aching  or  tiredness  about  the 
eyes.  Any  of  these  criteria  should  be  an  in- 
dication for  measuring  the  intraocular  pres- 
sure. Finger  tension  check  is  too  often  in- 
accurate due  to  compressibility  of  orbital 
tissue  and  it  is  utterly  worthless  in  the  early 
detection  of  small  increases  in  intraocular 
pressure.  A high  index  of  suspicion  is  im- 
portant in  dealing  with  middle  aged  and 
older  patients  because  the  visual  field  loss, 
disc  atrophy  and  cupping,  and  decreased 
vision  from  glaucoma  can  never  be  regained 
once  lost. 

B.  Primary  Angle  Closure  Glaucoma. — 
This  condition  causes  about  15  percent  of 
all  glaucoma  cases.  The  patient  often  has  a 
severe  pain  about  one  eye  which  may  radiate 
posteriorly  over  the  ear  and  to  the  occiput. 
In  addition,  nausea  and  vomiting  may  be 
present  to  confuse  the  clinical  picture.  How- 


Fig.  2.  Open  angle  glaucoma  with  decreased  outflow  facil- 
ity in  the  trabecular  meshwork.  (Reprinted  with  permis- 
sion from  Becker  and  Shaffer;  Diagnosis  and  Therapy  of 
the  Glaucomas,  St.  Louis,  1961,  The  C.  V.  Mosby  Co.) 


ever,  the  patient  is  usually  dubiously  for- 
tunate to  have  severe  enough  symptoms  to 
warrant  early  consultation  with  his  physi- 
cian. Many  times  the  classic  signs  of  re- 
duced visual  acuity,  the  painful  and  deeply 
flushed  eye,  the  corneal  edema  producing 
colored  halos  about  lights  and  the  mid- 
dilated  pupil  set  in  a shallow  anterior  cham- 
ber provide  an  accurate  early  diagnosis.  But 
some  patients  never  have  classic  symptoms. 
Some  will  note  only  an  aching  or  tiredness 
about  the  eyes  and  blurred  vision  as  a result 
of  corneal  edema  while  watching  movies  or 
television  in  a darkened  room.  Further  iris 
crowding  is  caused  by  the  dilated  pupil  to 
an  already  narrow  angle,  causing  increased 
intraocular  pressure  and  corneal  edema. 

Narrow  angle  glaucoma  has  such  a good 
prognosis  with  prompt  surgical  therapy 
(that  is,  peripheral  iridectomy)  that  a phy- 


Fig.  3.  Angle  closure  glaucoma  with  the  iris  against  the 
trabecular  meshwork.  (Reprinted  with  permission  from 
Becker  and  Shaffer:  Diagnosis  and  Therapy  of  the  Glau- 
comas, St.  Louis,  1961,  The  C.  V.  Mosby  Co.) 
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sician  should  not  hesitate  to  dilate  an  eye 
for  examination  for  fear  of  precipitating  an 
attack.  Indeed,  this  may  even  be  considered 
a service  to  the  patient  for  diagnosis  and 
therapy  can  be  offered  him  immediately.  If 
dilation  should  precipitate  an  attack,  prompt 
use  of  a miotic  such  as  pilocarpine,  an  anal- 
gesic such  as  morphine  or  Demerol  which 
also  has  miotic  effects,  and  early  consulta- 
tion with  an  ophthalmologist  are  advised. 

II.  Secondary  Glaucoma. — This  uncommon 
type  of  glaucoma  is  due  to  acquired  pathol- 
ogy of  an  outflow  channel  or  an  angle  that 
originally  functioned  normally.  This  block- 
age is  usually  unilateral  following  other  ocu- 
lar pathology.  A swollen  or  subluxated  lens 
or  numerous  iris  adhesions  to  the  cornea 
from  uveitis  can  cause  an  angle  to  become 
abnoiTnally  narrow.  Trauma  or  inflamma- 
tion producing  exudates  in  the  anterior 
chamber,  tumors,  vascular  membranes  in  the 
angle  following  central  retinal  vein  occlu- 
sion, or  long-standing  diabetes  can  greatly 
reduce  the  outflow  through  an  open  angle. 
Many  of  these  patients  have  consulted  an 
ophthalmologist  for  their  primary  problem 
and  were  warned  of  the  necessity  of  careful 
follow-up.  However,  some  may  present  them- 
selves initially  to  the  general  physician. 
Therapy  is  often  unsatisfactory  and  is  di- 
rected at  the  etiology. 

III.  Congenital  Glaucoma. — This  type  of 
glaucoma  is  fortunately  rare  and  is  due  to 
the  abnormal  development  of  the  filtration 
angle  present  at  birth  or  in  the  first  year 
of  life.  An  infant  with  photophobia,  steami- 
ness, and  clouding  of  an  enlarged  cornea 
should  be  evaluated  for  glaucoma.  Glaucoma 
also  may  be  associated  with  congenital  anom- 
alies such  as  Sturge-Weber  disease,  neuro- 
fibromatosis, Marfan’s  syndrome,  and  ani- 
ridia. It  is  also  seen  in  patients  with  retro- 
lental  fibroplasia  and  retinoblastoma.  Un- 
fortunately, therapy  in  this  group  leaves 
much  to  be  desired. 


Tonometry 

Tonometry  is  a rapid,  simple  screening 
procedure  easily  performed  under  topical 
anesthesia.  However,  it  must  be  emphasized 
that  a single  normal  reading  cannot  rule  out 
the  presence  of  glaucoma  nor  can  a single 


abnormal  reading  confirm  the  diagnosis.  As 
with  any  examination,  skill  in  the  use  of  an 
instrument,  an  awareness  of  its  limitations, 
and  experience  in  interpreting  the  results 
are  valuable.  With  practice  the  general  phy- 
sician can  become  adept  in  the  use  of  the 
tonometer  and  obtain  useful,  accurate  re- 
sults. He  can  then  tell  the  patient  that  his 
pressure  is  normal  or  abnormal  at  this  time. 
Any  further  interpretation  on  his  part,  such 
as  telling  him  that  he  does  or  does  not  have 
glaucoma  can  be  possibly  damaging.  Abnor- 
mal readings  can  be  referred  for  further 
evaluation.  Patients  with  normal  readings 
are  advised  to  be  checked  annually. 

Technique. — The  Schiotz  tonometer  of  the 
corneal  indentation  type  is  the  one  most  fre- 
quently used  (Fig.  4).  This  relatively  inex- 
pensive instrument  (about  $70)  is  placed  on 
the  patient’s  cornea  after  the  instillation  of 
a topical  anesthetic  (for  example,  tetracaine, 
0.5  percent).  The  tonometer  zero  point  is 
checked  beforehand  using  the  block  provided 
in  the  case.  The  patient  holds  his  head  back 
while  sitting,  or  preferably,  lying,  and  stead- 
ily fixes  his  gaze  with  both  eyes  open  to  a 


Fig.  4.  The  Schiotz  tonometer. 
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point  above  his  eyes.  The  physician  care- 
fully separates  the  lids  without  pressure  on 
the  globe  and  gently  rests  the  cup-shaped 
tonometer  footplate  upon  the  center  of  the 
cornea  in  a perpendicular  position  (Fig.  5). 
The  tonometer  sleeve  which  the  examiner  is 
holding  is  then  gradually  depressed  until  it 
is  in  the  midposition  and  is  neither  lifting 
nor  depressing  the  tonometer.  The  amount 
of  indentation  caused  by  the  weight  of  the 
plunger  on  the  cornea  is  indicated  on  the 
tonometer  scale.  A table  converts  the  scale 
reading  into  millimeters  of  mercury. 

Care  must  be  taken  to  match  the  scale 
reading  with  correct  weight  used.  Selection 
of  the  plunger  weight  is  made  on  the  basis 
of  the  weight  necessary  to  keep  the  scale 
reading  of  the  instrument  between  three  and 
ten.  For  example,  a scale  reading  of  1 in- 
dicates a need  for  a heavier  weight ; a read- 
ing of  12,  a smaller  weight.  The  5.5  gm. 
weight  is  usually  the  most  satisfactory  but 
either  the  7.5  gm.  weight  or  the  10  gm. 
weight  may  be  used.  The  second  eye  is 
checked  and  the  tension  recorded  in  a like 
manner.  The  patient  is  then  instructed  to 
avoid  any  trauma  or  unusual  exposure  to 
the  anesthetized  cornea  for  30  minutes. 

More  accurate  tonometers  such  as  the 


Fig.  5.  Application  of  the  Schiotz  tonometer  to  the  pa- 
tient's cornea. 


Goldmann  applantation  type  are  available 
but  these  require  the  use  of  a slit  lamp. 

Findings. — Usually  the  normal  pressure 
within  the  eye  is  15-18  mm.  of  mercury. 
Patients  with  pressures  of  22  mm.  of  mer- 
cury (1955  scales)  or  greater  should  be  re- 
ferred to  an  ophthalmologist  for  further 
evaluation.  The  patient  should  be  told  that 
this  single  test  does  not  definitely  rule  in 
or  rule  out  glaucoma  and  that  it  is  an  ex- 
amination of  clinical  usefulness  comparable 
with  a routine  urinalysis  for  diabetic  screen- 
ing and  a chest  film  for  the  detection  of 
tuberculosis. 

Precautions. — The  Schiotz  instrument  may 
get  out  of  adjustment  with  prolonged  usage 
so  that  care  is  needed  in  its  handling.  The 
foot  plate  and  plunger  must  be  kept  clean 
between  patients  and  this  may  be  done 
using  1:1000  solution  of  benzalkonium  chlo- 
ride. Small  latex  rubber  shields  (Tono- 
films*)  for  each  patient  are  available  to 
cover  the  footplate  of  the  tonometer  and 
these  do  not  interfere  with  the  accuracy  of 
the  instrument. 

In  general,  tonometry  should  not  be  done 
on  patients  with  eye  infections  for  fear  of 
abrading  the  cornea  and  allowing  spread  of 
the  disease.  Severe  corneal  edema  or  ex- 
posure keratitis  should  not  be  further  trau- 
matized by  tonometry  unless  specifically  in- 
dicated. 

Summary 

Glaucoma  causes  approximately  15  per- 
cent of  blindness  in  the  United  States.^ 
Many  of  the  sequelae  of  glaucoma  can  be 
prevented  through  early  detection  by  the 
routine  use  of  tonometry.  Tonometry  should 
be  an  integral  part  of  the  routine  general 
physical  examination.  Techniques  and  pre- 
cautions in  the  use  of  the  Schiotz  tonometer 
are  described. 
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Unilateral  Exophthalmos 

FREDERICK  C.  BLODI,  M.D. 


Protrusion  of  one  eye  presents  a diagnostic 
challenge.  A representative  survey  of 
patients  with  unilateral  exophthalmos  is 
discussed. 

r 1 THE  PROTRUSION  of  one  eye 

REVIEW  ARTICLES  presents  a definite  challenge  to  the 

■ diagnostic  acumen  of  any  physi- 
cian. It  usually  means  that  a space- 
consuming lesion  is  present  within  the  orbit. 
The  nature  of  this  pathologic  process  is, 
however,  often  difficult  to  diagnose.  Many 
structures  are  present  in  the  orbit,  such  as 
muscle  and  connective  tissue,  lacrimal  gland 
and  optic  nerve,  blood  vessels  and  peripheral 
nerves.  All  of  these  may  give  rise  to  a path- 
ologic process  which  may  cause  a unilateral 
proptosis.  The  pathologic  condition  may  be 
a localized  phenomenon,  it  may  have  invaded 
the  orbit  from  an  adjacent  structure,  or  it 
may  be  a local  manifestation  of  a systemic 
disease.  There  are  so  many  possibilities 
which  may  precipitate  an  exophthalmos  that 
at  first  it  seems  impossible  to  arrive  at  a 
diagnosis.  If  we,  however,  consider  the  his- 
tory, the  age  of  the  patient,  the  clinical  find- 
ings, and  the  x-ray  picture,  we  should  usual- 
ly obtain  a clinical  impression  in  which  the 
diagnosis  is  narrowed  to  two  or  three  possi- 
bilities. In  many  instances,  however,  it  is 
absolutely  necessary  to  perform  a biopsy  of 
the  orbit  to  establish  the  correct  diagnosis. 

Presented  are  a representative  sample  of 
patients  with  unilateral  exophathalmos 
which  I have  examined  during  the  last  15 
years.  They  present  a good  cross-section  of 
orbital  lesions  most  likely  to  be  seen  in  the 
daily  practice. 

Orbital  Hemorrhage 

A hematoma  of  the  orbit  is  often  produced 
by  the  physician.  This  iatrogenic  lesion  usu- 
ally follows  a retrobulbar  injection.  The 

Presevted  before  the  TMA  Section  on  Ophthalmol- 
ogy at  the  Annual  Session  in  San  Antonio  May  1, 
1965. 


condition  is  harmless  and  disappears  in  a 
short  time.  Its  main  importance  is  that  it 
should  be  recognized  early  so  that  an  intra- 
ocular operation  is  not  performed  while  the 
pressure  in  the  orbit  is  so  high.  We  have 
seen  other  orbital  hematomas  due  to  blood 
dyscrasias  or  to  a blunt  trauma  to  the  head 
as  during  a protracted  delivery. 

Related  to  this  type  of  lesions  is  the  ex- 
ophthalmos due  to  an  arteriovenous  fistula 
between  the  internal  carotid  artery  and  the 
cavernous  sinus  (Fig.  1).  This  exophthalmos 
usually  follows  a blunt  trauma  to  the  head 
and  is  accompanied  by  palsies  of  cranial 
nerves. 

Congenital  Anomalies  of  the  Bone 

In  many  instances  of  craniostenosis,  in 
which  there  is  a premature  disappearance 
of  the  suture  line,  the  subsequent  deformity 
of  the  skull  will  lead  to  a shortening  of  the 
orbit  and  to  an  exophthalmos.  This  is  some- 
times more  pronounced  on  one  side  than  on 
the  other,  and  gives  the  appearance  of  a uni- 
lateral exophthalmos.  In  one  instance  there 
was  also  a hypoplasia  of  the  maxilla.  In  this 
case  the  father  had  a similar  anomaly.  The 


Fig.  1.  Exophthalmos  on  the  left  side  due  to  arteriovenous 
fistula  in  the  cavernous  sinus.  Note  the  dilated  vessels  of 
the  upper  lid.  There  is  a third  nerve  patsy  and,  therefore, 
complete  ptosis  on  the  affected  side. 
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combination  of  craniostenosis  and  maxillary 
hypotrophy  is  called  Crouzon’s  disease. 

Another  congenital  osseous  deformity 
which  leads  to  exophthalmos  is  marble-bone 
disease.  Here  again  the  condition  may  be 
more  pronounced  on  one  side  than  on  the 
other. 

Systemic  Diseases 

The  most  important  and  most  frequent 
cause  for  unilateral  exophthalmos  is  an  en- 
docrine disorder.  An  exophthalmos  due  to  a 
thyroid  or  a pituitary  dysfunction  is  usually 
assumed  to  be  bilateral.  We  should  keep  in 
mind,  however,  that  some  of  these  patients 
present  themselves  first  with  a unilateral 
exophthalmos.  The  condition  may  be  truly 
unilateral  or  only  more  obvious  in  one  orbit. 
In  most  of  these  patients  there  is  a notice- 
able disturbance  of  ocular  motility.  In  some 
of  them  there  is  a conspicuous  edema  of  the 
lids  and  conjunctiva  (Fig.  2).  Most  of  these 
cases  can  be  diagnosed  by  the  various  clini- 
cal tests  which  evaluate  the  function  of  the 
thyroid.  Occasionally  it  may  be  necessary 
to  test  the  uptake  of  radioactive  iodine  after 
a prolonged  administration  of  thyroid  hor- 
mones. The  treatment  in  these  cases  will  be 
medical  except  for  those  patients  who  need 
a decompression  of  the  orbit  because  of  ex- 
posure keratitis.  In  these  latter  instances 
we  prefer  the  Kronlein  approach.  Histologic 
examination  of  orbital  tissue  excised  during 
such  an  operation  reveals  an  unusually  se- 
vere edema  of  connective  tissue,  muscle,  and 
fat.  This  waterlogging  of  the  orbital  tissues 
is  apparently  due  to  the  increase  of  certain 


Fig.  2.  Left  exophthalmos  in  a patient  with  thyroid  dis- 
ease. Note  also  the  retraction  of  the  left  upper  lid. 


hydrophilic  mucopolysaccharides  in  the 
ground  substance. 

In  children  who  suffer  from  diffuse  his- 
tiocytosis the  orbit  is  frequently  involved. 
This  may  occur  during  the  acute  phase,  but 
much  more  frequently  and  characteristically 
during  the  chronic  stage,  the  so-called  Hand- 
Schiiller-Christian  disease.  These  children 
have  either  a unilateral  or  bilateral  exoph- 
thalmos. The  orbit  contains  the  nearly  path- 
ognomonic xanthomatous  granulation  tissue. 

Occasionally  the  orbit  is  affected  in  the 
course  of  a systemic  neoplasia,  such  as  in 
Hodgkin’s  disease.  The  lymphomas  will  be 
discussed  later. 

Tuberculosis  around  the  bony  orbital  walls 
or  around  the  lacrimal  sac  is  now  rare.  Sar- 
coidosis of  the  orbit  should  only  be  diag- 
nosed when  there  are  systemic  manifesta- 
tions and  this  lesion  occurs  mainly  in  the 
area  of  the  lacrimal  gland. 

Inflammations 

An  orbital  cellulitis  may  follow  an  infec- 
tion of  the  skin  or  an  open  fracture.  This  is 
especially  true  when  the  patient  suffers 
from  diabetes.  This  man  experienced  only  a 
slight  trauma,  but  the  orbit  became  violently 
inflamed  and  exophthalmos  was  present  dur- 
ing the  acute  phase.  Necrosis  eventually  fol- 
lowed and  the  patient  lost  his  eye. 

A peculiar  infection  of  the  orbit  is  due  to 
a fungus,  namely  mucormycosis.  This  is  usu- 
ally a complication  of  severe  acidosis  as  it 
occurs  in  terminal  diabetes.  The  infection 
may  be  secondary  to  a meningitis  or  come 
from  the  nose.  The  combination  of  severe 
diabetes  and  inflammatory  exophthalmos  is 
practically  pathognomonic  for  mucormycotic 
infection. 

An  infestation  with  Trichinella  spiralis 
may  occur  in  the  orbit  in  the  course  of  the 
acute  stage  of  this  disease.  These  patients 
have  not  only  lid  edema,  but  also  exophthal- 
mos. When  the  infestation  becomes  inactive, 
calcified  foci  may  be  found  in  the  extraocu- 
lar muscles. 

An  inflammation  of  the  orbit  may  occur 
secondary  to  some  other  pathologic  process 
in  this  area.  Frequent  is  an  inflammatory 
reaction  around  a dermoid  cyst  especially 
when  the  dermoid  has  ruptured.  The  oily 
contents  of  the  cyst  set  the  stage  for  a gran- 
ulomatous reaction  and  this  inflammatory 
response  may  then  give  rise  to  a sudden  on- 
set of  a unilateral  exophthalmos.  An  in- 
flammatory reaction  may  also  occur  around 
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a malignant  tumor.  This  may,  for  instance, 
be  the  case  around  a malignant  tumor  of  the 
lacrimal  gland.  This  emphasizes  the  impor- 
tance of  an  adequate  biopsy.  If  only  the 
peripheral  part  of  the  lesion  is  excised  there 
may  be  the  erroneous  impression  of  an  or- 
bital inflammation  when  a highly  malignant 
tumor  may  lie  deeper  in  the  orbit. 

The  most  important  inflammatory  condi- 
tion of  the  orbit  is  the  so-called  pseudotumor 
of  the  orbit.  This  is  a peculiar,  usually  uni- 
lateral, chronic  inflammatory  reaction  of  the 
orbit  for  which  no  cause  or  reason  has  been 
found.  The  condition  may  occur  at  any  age 
and  usually  has  a benign  clinical  course.  The 
onset  is  usually  sudden  and  disturbances  of 
ocular  motility  are  frequent.  Clinically  a 
hard  tumor  can  usually  be  palpated.  The 
term  “pseudotumor”  is,  therefore,  mislead- 
ing since  a true  inflammatory  tumor  is  usu- 
ally present.  A more  proper  designation 
would  be  pseudoneoplasm  of  the  orbit.  The 
patient  may  also  show  an  inflammatory  re- 
action of  the  conjunctiva  and  the  lids  on  the 
affected  side  (Fig.  3). 

Histologic  examination  of  such  a lesion 
reveals  a diffuse  or  follicular  lymphocytic 
infiltration  often  involving  the  extraocular 
muscles.  Occasionally  there  is  a true  granu- 
lomatous process  usually  around  necrotic  fat 
tissue.  This  has  given  this  condition  also  the 
name  “nonspecific  orbital  granuloma.”  Oc- 
casionally the  histologic  picture  is  that  of  a 
benign  lymphocytic  hyperplasia,  even  resem- 
bling a true  lymphoma.  Even  though  the 
histologic  picture  may  appear  disturbingly 
malignant,  the  clinical  course  is  usually  be- 
nign. The  lesion  responds  well  to  systemic 
steroids  which  may  be  supported  by  a mild 
x-irradiation  to  the  orbital  tissues,  especially 
when  the  lesion  resembles  a lymphoid  tumor. 

The  orbit  is  often  involved  in  Wegener’s 
granulomatosis.  In  this  condition  we  find  a 
progressing  inflammatory  reaction  of  the 
upper  respiratory  tract  and  of  the  kidneys 
together  with  a diffuse  vasculitis.  The  or- 
bital involvement  is  usually  secondary  to  a 
severe  sinusitis  (Fig.  4).  The  inflammatory 
reaction  is  here  more  of  a purulent  character. 

Secondary  Orbital  Lesions 

The  orbit  may  be  affected  by  a lesion 
which  originates  from  an  adjacent  struc- 
ture. A good  example  is  meningioma  which 
originates  from  the  sphenoid  ridge,  but  sec- 
ondarily invades  the  orbit.  It  will  be  dis- 


Fig.  3.  Left  exophthalmos  due  to  pseudotumor  of  the  orbit. 

cussed  later  among  the  benign  neoplasms. 

The  sinuses  may  frequently  affect  the  or- 
bit. A severe  and  acute  sinusitis  may  lead 
to  an  orbital  cellulitis  since  the  border  be- 
tween the  two  structures  is  often  a thin  bone 
with  many  dehiscences  (Fig.  5).  A blocked 
sinus  may  lead  to  an  enlargement  of  the 
mucosal  cavity  which  may  break  through  a 
defect  in  the  bony  wall  into  the  orbit  pro- 
ducing a mucocele.  These  may  come  from 
the  frontal  or  the  maxillary  sinus  or  from 
an  ethmoidal  cell.  They  may  acquire  an  un- 
usually large  size  displacing  the  globe  (Fig. 
6). 

Malignant  and  benign  neoplasms  of  the 
nasal  sinuses  may  also  invade  the  orbit  (Figs. 
7 and  8). 

Benign  Neoplasms 

True  osteomas  of  the  orbit  are  relatively 
rare.  Usually  they  are  found  incidentally  on 
an  x-ray  examination  and  require  no  ther- 
apy. Occasionally  they  have  to  be  removed 
because  of  pressure  symptoms. 

Hemangiomas  of  the  orbit  are  one  of  the 
most  frequent  orbital  neoplasms.  The  usual 
hemangioma  is  not  a neoplasm  in  the  strict 
sense,  but  a hamartoma.  These  are  congen- 
ital lesions  and  have  a tendency  for  spon- 
taneous regression.  In  some  instances,  how- 
ever, they  grow  and  displace  the  eye  wall. 
They  may  lead  to  hemori'hages  and,  there- 
fore, to  an  acute  exacerbation  of  the  symp- 
toms. 

Lymphomas  occur  frequently  in  the  orbit 
of  elderly  patients.  Clinically  they  appear  as 
whitish,  yellowish  masses  and  have  a rub- 
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Fig.  4.  Left  exophthalmos  with  displacement  of  the  globe 
temporally  in  a patient  with  Wegener's  granulomatosis. 

Fig.  5.  Left  exophthalmos  with  ptosis  in  a patient  with 
acute  frontal  sinusitis. 

Fig.  6.  Right  exophthalmos  with  enormous  displacement 
of  the  eyeball  due  to  a large  mucocele. 

bery  consistency.  Histologically  they  consist 
of  an  accumulation  of  lymphocytes  some- 
times interspersed  with  inflammatory  cells. 
Most  of  these  lymphoid  tumors  are  actually 
only  benign  lymphoid  hyperplasias  and  not 
lymphomas  in  a strict  sense.  Their  differ- 
entiation from  the  lymphoid  type  of  orbital 
pseudotumors  is  often  impossible. 

The  nerves  in  the  orbit  may  give  rise  to 
a number  of  neoplasms.  Occasionally  the 
orbit  participates  in  a systemic  neurofibro- 
matosis. In  these  cases  one  may  find  a true 
neurofibroma  of  one  of  the  peripheral  nerves 
or  a glioma  (astrocytoma)  of  the  optic  nerve 
(Fig.  9).  Both  lesions  are  more  common  in 
children  than  in  adults,  and  produce  a uni- 


Fig.  7.  Displacement  of  the  left  eye  upward  due  to  a 
fibroma  of  the  antrum. 


lateral  exophthalmos.  In  the  latter  case,  how- 
ever, there  is  usually  a severe  loss  of  vision. 
In  addition,  we  may  find  isolated  schwan- 
nomas in  the  orbit  (Fig.  10).  They  are  usu- 


Fig.  8.  Exophthalmos  and  lid  tumor  on  the  right  due  to 
an  epithelioma  of  the  antrum. 
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Fig.  9.  Right  exophthalmos  in  a four -year -old  boy  with 
glioma  of  the  optic  nerve. 


Fig.  10.  Exophthalmos  on  the  left  side  with  displacement 
of  the  globe  downward  in  a young  girl  with  orbital  schwan- 


ally  benign  and  can  be  shelled  out  without 
too  much  difficulty. 

Meningiomas  may  involve  the  orbit  in  a 
variety  of  ways.  First,  the  meningioma  may 
be  autochthonous  in  the  orbit  and  originate 
from  the  arachnoidal  sheath  of  the  orbital 
part  of  the  optic  nerve.  In  other  instances 
the  meningioma  may  invade  the  orbit  com- 
ing from  the  sphenoid  ridge,  the  suprasellar 
fossa  or  even  the  parasagittal  area. 

Meningiomas  and  optic  nerve  gliomas  are 
lesions  which  frequently  extend  into  the 
cranial  cavity.  A combined  approach  is  here 
indicated.  Routinely,  I excise  the  optic  nerve 
by  a Kronlein  approach  preserving  the  eye- 
ball. Eight  to  ten  days  later  the  intracranial 
part  of  the  optic  nerve  or  the  intracranial 
part  of  the  tumor  is  removed  by  a neuro- 
surgeon using  the  transfrontal  approach  if 
the  histologic  examination  reveals  intra- 
cranial extension. 

Malignant  Neoplasms 

The  most  frequent  orbital  malignant  neo- 
plasm in  children  is  the  rhabdomyosarcoma. 
This  is  a highly  malignant  tumor  which  imi- 
tates striated  muscle  cells.  The  onset  is  usu- 
ally acute  and  these  tumors  tend  to  bleed 
easily. 

The  most  important  malignant  tumor  of 
the  orbit  in  adulthood  is  the  lacrimal  gland 
tumor  (Fig.  11).  It  has  to  be  realized,  how- 
ever, that  tumefaction  in  the  area  of  the 
lacrimal  gland  may  be  due  to  a number  of 
lesions.  In  about  one-third  of  these  cases 
the  tumor  is  an  inflammatory  one  belonging 
to  the  group  of  pseudotumors  of  the  orbit 
responding  well  to  steroid  treatment  and 
perhaps  x-ray.  In  another  third  of  the  cases 
the  tumor  is  a true  mixed  tumor.  This  is  a 
benign  lesion  stemming  from  the  ducts  of 


noma. 


Fig.  11.  Adenocarcinoma  of  the  lacrimal  gland  causing 
exophthalmos  on  the  left  with  displacement  of  the  globe 
downward. 


the  gland  leading  to  a proliferation  not  only 
of  the  epithelial  tissue,  but  also  of  meso- 
dermal tissue.  These  neoplasms  are  usually 
well  encapsulated  and  if  totally  removed 
should  not  recur.  The  last  third  of  these 
tumors  are  truly  malignant  neoplasms,  either 
adenocarcinomas  or  adenoid -cystic  type  of 
carcinomas.  Both  types  have  a poor  prog- 
nosis, and  radical  treatment  is  indicated 
once  the  diagnosis  is  made. 

In  the  case  of  a malignant  orbital  neo- 
plasm the  exenteration  of  the  entire  orbit 
should  be  executed.  The  modem  variation 
of  this  operation  which  includes  a trans- 
plantation of  the  temporalis  muscle  and  im- 
plantation of  a plastic  sphere  makes  wound 
healing  and  cosmetic  repair  much  easier.  It 
is,  however,  possible  that  such  a muscle 
transplantation  may  hide  a recurrence. 

^ Dr.  Blodi,  University  Hospitals,  Department  of 
OphthalmolojJTy,  The  University  of  Iowa,  Iowa  City, 
Iowa  52241. 
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Carcinoma  of  the  Lacrimal  Gland 

G.  W.  TILLERY,  M.D.,  and  G.  J.  RACE,  M.D. 


Carcinoma  of  the  lacrimal  gland  may  recur 
many  times  in  one  individual  and  is 
capable  of  local  orbital  bone  involvement  as 
well  as  distant  metastases.  Two  case 
reports  are  presented,  adenoid  cystic  carci- 
noma and  adenocarcinoma. 

f 1 INTEREST  IN  and  knowledge  of 

CASE  REPORTS  tfio  cllnical  and  pathological  as- 

■ pects  of  tumors  of  the  lacrimal 
gland  have  been  lacking,  presuma- 
bly due  to  the  relative  rarity  of  these  tumors. 
Lacrimal  gland  tumors  have  a close  similar- 
ity to  salivary  gland  tumors,  and  recent  re- 
port of  a large  series  of  cases  of  lacrimal 
gland  tumors  by  Sanders  and  associates^’  “ 
has  helped  confirm  the  histologic  similarity 
of  lacrimal  gland  tumors  to  salivary  gland 
tumors  and  has  improved  the  direct  knowl- 
edge of  their  behavior. 

Since  50  to  80  percent-  of  lacrimal  gland 
tumors  are  benign,  our  knowledge  of  the 
malignant  tumor  is  not  as  great.  The  lacri- 
mal gland  carcinomas  have  similar  counter- 
parts in  salivary  gland  carcinomas,  but  their 
location  in  the  orbital  area  creates  special 
problems.  This  presentation  reports  lacri- 
mal gland  carcinomas  seen  in  this  hospital 
since  1935  including  their  follow-up  compli- 
cations. 


Materials  and  Case  Reports 

Since  1935  there  have  been  two  cases  of 
carcinoma  of  the  lacrimal  gland  seen  in  this 
hospital.  These  are  reported  with  long-term 
follow-up  data. 

Case  1. — A 48-year-old  white  woman  was  first 
seen  in  March,  1953,  at  which  time  she  complained  of 
swelling  in  her  left  eye,  present  for  approximate- 
ly three  months.  She  was  admitted  to  the  hospital 
and  portions  of  a small  tumor  were  removed  from 
the  lacrimal  fossa.  A diagnosis  of  adenocarcinoma, 
adenoid  cystic  type,  of  the  lacrimal  gland  was  made. 


Ten  days  later  additional  surgery  was  performed 
for  exenteration  of  the  left  orbit.  The  surgeon 
stated  that  there  was  no  apparent  invasion  of  the 
periosteum  and  the  tumor  appeared  entirely  re- 
moved. Pathologic  examination  revealed  a few  small 
areas  of  remaining  adenoid  cystic  carcinoma  in  soft 
tissue  with  perineural  lymphatic  invasion  and  with 
no  evidence  of  infiltration  of  periosteum  or  the  eye 
itself.  Recovery  from  surgery  was  uneventful. 

The  patient  apparently  did  well  and  was  next 
seen  in  September,  1955,  at  which  time  she  noted 
a small  nodule  in  the  left  temporal  area.  A 1.5  cm. 
subcutaneous  mass  was  removed  and  found  to  be 
recurrent  adenoid  cystic  carcinoma.  In  March,  1961, 
another  nodule  was  noted  on  the  lateral  rim  of  the 
left  orbit  which  was  0.5  cm.  in  size.  It  was  removed 
and  was  adenoid  cystic  carcinoma.  There  were  sim- 
ilar recurrences  in  February,  1963,  and  December, 
1963,  when  small  recurrent  nodules  were  removed 
from  the  left  temporal  area.  Throughout  this  course 
there  had  been  no  irradiation  therapy  and  no  evi- 
dence of  involvement  of  the  orbital  bone  or  intra- 
cranial extension.  At  age  59,  11  years  after  origi- 
nal symptoms,  the  patient  is  living  and  well. 

Case  2.  — A 54 -year -old  white  man  in  October, 

1959,  noted  tbe  onset  of  drooping  of  the  left  eyelid, 
which  progressed  to  complete  ptosis  in  two  months. 
No  pain,  but  burning  and  itching  in  the  distribu- 
tion of  the  left  supraorbital  nerve  was  noted.  He 
was  first  examined  at  this  hospital  in  May,  1960, 
when  a firm,  movable  mass  was  noted  in  the  left 
lateral  orbit.  It  was  not  attached  to  the  eye  and 
extended  over  the  whole  temporal  side  of  the  orbit. 
It  greatly  limited  tbe  movement  of  tbe  eye  and  had 
produced  sensory  nerve  deficits  over  the  area  of  the 
eye.  Complete  preoperative  examination  revealed 
the  tumor  was  limited  to  the  orbit.  A biopsy  was 
performed  in  June,  1960,  and  a diagnosis  of  adeno- 
carcinoma of  the  lacrimal  gland  was  made.  In  July, 

1960,  orbital  exenteration  was  performed  and  since 
there  was  gross  evidence  of  periosteal  invasion  the 
periosteum  was  removed  completely  by  curettage 
and  scraping  of  the  underlying  bone.  Pathologic 
examination  revealed  a poorly  differentiated  adeno- 
carcinoma of  the  lacrimal  gland  infiltrating  the  soft 
tissues  of  the  orbit  and  extending  to  the  margins 
of  tissue  resection  of  many  areas.  Bone  involve- 
ment was  not  noted.  Adipose  tissue  about  the  optic 
nerve  showed  small  foci  of  tumor.  The  patient  had 
an  uneventful  recovery  from  surgery. 

He  was  apparently  well  until  December,  1961, 
when  he  was  seen  with  complaints  of  the  presence 
of  a nodule  at  the  upper  pole  of  the  left  parotid 
gland  which  had  developed  over  one  to  two  months. 
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At  that  time  a 2 cm.,  well  circuinscribed  nodule 
with  small  portions  of  the  surrounding  parotid 
gland  was  removed.  This  revealed  a large  lymph 
node  with  the  central  portion  showing  metastatic, 
poorly  differentiated  adenocarcinoma.  The  surround- 
ing parotid  tissue  was  normal  and  review  of  the 
previous  tumor  from  the  orbit  revealed  these  were 
similar  tumors.  This  was  considered  a metastatic 
lesion  from  the  lacrimal  gland  carcinoma.  After 
recovery  from  surgery  the  patient  did  well  until 
December,  1964,  when  he  was  seen  for  the  problem 
of  peripheral  vascular  insufficiency  of  the  right 
leg.  He  again  was  noted  to  have  a nodule  in  the 
left  parotid  gland  area.  Removal  of  this  nodule 
showed  a lymph  node  with  metastatic  adenocarci- 
noma consistent  with  the  primai'y  tumor  of  the 
lacrimal  gland.  There  was  no  evidence  of  distant 
metastases. 

Pathology 

Examination  of  material  from  case  1 
showed  an  adenoid  cystic  carcinoma  arising 
in  the  lacrimal  gland  and  infiltrating  the 
surrounding  soft  tissue.  Fig.  1 illustrates 
the  tumor  arising  in  normal  lacrimal  gland. 
There  are  nests  of  dark-staining  epithelial 
cells  infiltrating  the  surrounding  fibrous 
tissue.  Some  of  the  epithelial  nests  have 
central  cystic  spaces  of  the  typical  adenoid 
cystic  pattern.  Fig.  2 demonstrates  lym- 
phatic and  also  perineural  sheath  infiltra- 
tion in  the  surrounding  soft  tissue.  No  in- 
volvement of  the  eye  was  present.  All  five 
recurrences  of  the  lesion  were  similar  (Fig. 
3)  with  areas  of  adenoid  cystic  pattern. 

In  case  2 there  was  complete  replacement 
of  the  lacrimal  gland  by  a poorly  differen- 
tiated adenocarcinoma.  There  was  no  evi- 
dence of  mixed  tumor  elements  present.  The 
deep  orbital  tissue  was  involved  with  small 
foci  of  tumor  in  the  adipose  tissue  about  the 
optic  nerve.  No  involvement  of  the  eye  was 
noted  and  no  bone  involvement  was  present. 
Fig.  4 shows  the  infiltrating  carcinoma  in 
small  nests  of  relatively  large  cells  which 
vary  in  size  and  shape  and  contain  vesicular 
nuclei.  Mitotic  figures  are  frequent.  There 
is  occasional  tendency  to  differentiate  into 
glandular  structures.  The  neoplasm  was 
demonstrated  in  lymphatics.  Fig.  5 is  a 
photomicrograph  of  a preauricular  node 
metastasis  and  demonstrates  the  similarity 
to  the  primary  lesion  in  the  orbit.  The  sur- 
rounding parotid  gland  was  normal.  Metas- 
tasis to  this  area  from  orbital  tumors  is  ex- 
pected since  the  lymphatic  drainage  from 
the  external  orbit  is  over  the  face  to  this 
region. 


Discussion 

The  behavior  of  the  adenoid  cystic  carci- 
noma in  case  1 coincides  closely  with  those 
in  previous  studies.  Of  the  39  carcinomas 
of  the  lacrimal  gland  reported  by  Sanders 
and  associates,^'  - 29  were  adenoid  cystic  tu- 
mors. Forrest^  reported  10  of  15  lacrimal 
carcinomas  were  adenoid  cystic  type.  These 
studies  indicate  the  predominance  of  this 
type  of  neoplasm  in  carcinomas  of  the  lac- 
rimal gland.  These  tumors  reportedly  have 
a more  malignant  course  in  the  lacrimal 
gland  than  in  the  salivary  gland,  based  upon 
the  fact  that  recurrences  appear  earlier. 
Early  deaths  are  usually  due  to  intracranial 
extension  or  distant  metastases.  Follow-up 
information  was  available  on  32  of  these  39 
patients.  Nine  were  living  after  a follow-up 
of  five  to  ten  years.  All  32  case  reports  avail- 
able for  follow-up  included  either  recurrent 
lesions  or  evidence  of  metastatic  disease. 
Four  patients  had  distant  metastases.  Eigh- 
teen had  died  of  their  disease.  Five  had  died 
of  other  causes.  The  patient  in  case  1 is  liv- 
ing with  satisfactory  treatment  of  local  re- 
currences after  11  years.  Only  2 of  the  39 
patients  were  living  after  this  period  of  fol- 
low-up. 

Thirteen  adenocarcinomas  other  than  ma- 
lignant mixed  tumors  or  adenoid  cystic  car- 
cinomas of  the  lacrimal  gland  were  reported 
in  the  previous  articles.  Eight  patients  had 
died  of  their  disease  before  five  years  and 
four  were  still  living  after  varjdng  periods 
of  follow-up.  One  was  living  after  removal 
of  recurrences  with  a 20  to  25  year  follow- 
up. Five  of  these  13  tumors  had  shown 
metastases  as  compared  to  4 of  39  in  the 
adenoid  cystic  carcinoma  group.  The  patient 
in  case  2 is  living  after  four  years  and  has 
had  two  regional  node  metastases  removed. 

Summary 

Two  carcinomas  of  the  lacrimal  gland 
with  long-term  follow-up  are  reported.  These 
are  an  adenoid  cystic  carcinoma  and  an 
adenocarcinoma. 

It  is  apparent  that  carcinoma  of  the  lacri- 
mal gland  is  capable  of  many  recurrences, 
local  orbital  bone  involvement,  as  well  as 
distant  metastases.  It  is  probable  that  most 
patients  will  develop  these  complications  but 
may  live  for  extended  periods.  The  necessity 
for  early  total  extirpation  is  apparent.  The 
diagnosis  should  be  considei’ed  by  all  physi- 
cians when  cases  of  superior  or  lateral  or- 
bital swelling  are  seen. 
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Fig.  1.  Case  1.  Original  biopsy  showing  infiltrating  carci- 
noma. Note  adenoid  cystic  pattern  at  lower  left  and  nor- 
mal lacrimal  gland  in  lower  right.  There  is  lymphatic 
invasion  at  lower  center.  (X  134) 

Fig.  2.  Case  1.  Infiltration  of  soft  tissue  and  lymphatic 
invasion.  Small  nerve  in  center  has  perineural  sheath  in- 
vasion. (X  134) 

Fig.  3.  Case  1.  Fourth  periorbital  recurrence  in  1963.  The 
neoplasm  is  infiltrating  skeletal  muscle.  Here  adenoid 
cystic  pattern  is  more  evident.  (X  134) 

Fig.  4.  Case  2.  Photomicrograph  of  original  lesion  show- 
ing poorly  differentiated  adenocarcinoma  infiltrating  soft 
tissue  of  orbit.  (X  134) 

Fig.  5.  Case  2.  Preauricular  lymph  node  metastasis  18 
months  after  original  surgery.  Glandular  differentiation 
in  center.  (X  223) 
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Nodular  and  Cystic  Lesions  of  the  Nose 


THE  DIFFERENTIAL  diagno- 
RESEARCH I investigation  sls  of  iiodular  OT  cystic  lesions 

■ of  the  nose  may  be  perplexing. 

To  discover  what  types  of  nod- 
ules or  cysts  occur  on  the  nose,  and  how 
frequently  they  are  biopsied  for  study,  5,000 
histopathologic  records  were  reviewed  from 
the  Dermal  Pathology  Laboratory,  New  Or- 
leans. Seven  hundred  fifteen  records  con- 
taining 759  histopathologic  diagnoses  per- 
taining to  lesions  from  the  nose  were  sepa- 
rated for  study.  These  reports  were  recorded 
from  June,  1962,  to  January,  1964.  All  his- 


topathologic diagnoses  were  made  by  Dr.  R. 
J.  Reed,  dermatopathologist,  Tulane  Univer- 
sity. The  findings  are  summarized  morpho- 
logically in  Tables  1 and  2. 

Separation  of  such  lesions  into  these  two 
groups  is  arbitrary  since  at  times  a lesion 
may  fit  in  either  category.  It  is  also  evident 
that  these  findings  are  biased  in  that  only 
lesions  of  unusual,  premalignant,  malignant 
or  cosmetic  importance  were  removed  for 
study,  which  could  explain  the  large  propor- 
tion of  carcinomatous  lesions  found. 


Table  1. — Nodular  or  Cystic  Lesions. 

Table  2. — Lesions  Not  Usually  Considered 

^ 

Nodular  or  Cystic. 

Basal  cell  carcinoma 

312 

Keratinizing  or  basosquamous  carcinoma 

15 

Actinic  (senile)  keratosis 

129 

Solitary  trichoepithelioma 

10 

Epidermal  or  verrucoid  hyperplasia. 

Compound  and  intradermal  nevi 

38 

unclassified 

41 

Dermal  fibrosis,  unclassified 

20 

Squamous  cell  carcinoma 

45 

Epidermal  inclusion  cysts 

8 

Seborrheic  keratosis 

39 

Keratoacanthoma 

9 

Dermatitis,  unclassified 

20 

Others 

23 

Superficial  basal  cell  carcinoma 

8 

Milium 

3 

Discoid  lupus  erythematosus 

7 

Neurofibroma 

2 

Carcinoma-in-situ 

6 

Granuloma  pyogenicum 

2 

Sebaceous  gland  hyperplasia 

6 

Blue  nevi 

2 

Compatible  with  polymorphic  light  eruption  4 

Sebaceous  adenoma 

2 

Radiodermatitis 

3 

Sebaceous  epithelioma 

2 

Hemangioma 

3 

Senile  sebaceous  nevus 

1 

Comedo 

2 

Nevus  sebaceus  of  Jadassohn 

1 

Folliculitis 

2 

Chondroid  syringoma 

1 

Lentigo 

2 

Kaposi’s  sarcoma 

1 

Ephelis 

1 

Spindle  cell  nevus 

1 

Verruca  vulgaris 

1 

Molluscum  contagiosum 

Granuloma,  unclassified 

1 

1 

Senile  elastosis 

1 

Adenoma  and  folliculoma 

1 

Rhinophyma 

1 

Benign  skin  appendage  tumor 

Pseudoepitheliomatous  hyperplasia 

1 

unclassified 

1 

Hutchinson’s  melanotic  freckle 

1 

Multiple  follicular  retention  cysts 

1 

Follicular  hyperkeratosis 

1 

Totals 

23 

435 

Total 

324 

Table 

3. — Basal  Cell  Carcinoma. 

■ 

* 

^ Diagnosis n ^ 

Age  ^ ' 

Correct  Incorrect  Below  30* 

30-39 

40-49  50-59  60-69  70  plus*  Male 

Female 

294  (94%)  18  (6%)  3 

17 

60  86  56  61  152 

160 

"Youngest  19,  oldest  86. 

Age  not  stated  on  30  patients. 
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The  author  surveys  715  biopsy  reports  of 
lesions  of  the  nose  and  discusses  briefly  some 
of  the  more  common  and  unusual 
nodular  and  cystic  lesions. 


M.  A.  HAIRSTON,  JR.,  M.D. 


Common  Nodular 
And  Cystic  Lesions 

Basal  cell  carcinomas  were  separated  into 
groups  by  age  and  sex  (Table  3).  These 
lesions  occurred  with  approximately  equal 
frequency  in  men  and  women,  especially 
from  40  to  50  years  of  age.  The  youngest 
patient  was  19,  the  oldest  86.  Basal  cell  car- 
cinoma (Fig.  1)  is  easily  recognized  by  its 
waxy,  pearly,  rolled  border,  ulcerative  cen- 
ter and  telangiectasia  (96  percent  correct 
clinical  diagnosis  in  our  series)^  - Although 
metastasis  is  extremely  rare,^  growth  is  by 
direct  extension  and  may  involve  bone  or 
cartilage.  Treatment  may  be  accomplished 
by  surgical  excision,  x-ray,  or  dessication 
and  curettage."*’®  Multiple  basal  cell  epithe- 
lioma in  young  patients  with  dyskeratotic 
palms  and  soles  and  mandibular  cysts  should 
alert  the  physician  to  the  possibility  of  the 
basal  cell  nevus  syndrome.® 

Keratinizing  or  basosquamous  carcinoma 
may  be  clinically  indistinguishable  from 
basal  cell  carcinoma.  All  15  cases  reported 
in  this  study  were  diagnosed  as  such  clini- 
cally. The  diagnosis  is  made  histologically 


Fig.  1.  Basal  cell  carcinoma  showing  waxy,  pearly,  rolled 
border  with  ulcerative  center. 


when  elements  of  both  basal  and  squamous 
cell  epithelioma  are  found.  In  the  usual  in- 
stance this  diagnosis  implies  that  the  tumor 
will  behave  in  the  manner  of  a basal  cell 
carcinoma. 

Trichoepithelioma  is  a benign  skin  ap- 
pendage tumor  of  hair  follicle  origin  which 
may  closely  resemble  basal  cell  carcinoma. 
All  of  the  ten  cases  reported  here  were  diag- 
nosed clinically  as  basal  cell  epithelioma. 
Histologically,  the  differential  diagnosis  be- 
tween basal  cell  carcinoma  and  trichoepithe- 
lioma may  be  difficult." 

Compound  and  intradermal  nevi  are  com- 
monly found,  usually  as  pigmented  lesions. 
These  should  be  removed  for  cosmetic  rea- 
sons since  the  nose  is  not  a traumatic  area 
and  only  rarely  have  malignant  changes 
been  reported.®  No  case  of  melanoma  was 
found  arising  in  the  38  cases  reported  in 
this  series.  However,  one  Hutchinson’s  mel- 
anotic freckle  (Fig.  2),  a superficial  mela- 
noma of  low  grade  malignancy,  was  found. 


Fig.  2.  Hutchinson's  melanotic  freckle  on  bridge  of  nose. 
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One  spindle  cell  nevus  (juvenile  melanoma) 
was  removed  from  a six-year-old  child.  There 
was  no  recurrence  or  evidence  of  metastasis 
one  year  after  removal,  which  supports  the 
findings  of  Kernen  and  Ackerman,  who  con- 
tend that  this  is  a benign  tumor.® 

Dermal  fibrosis,  unclassified,  is  a desig- 
nation given  to  lesions  which  are  character- 
ized by  the  replacement  of  the  dermis  with 
fibrous  tissue  such  as  is  found  in  scars. 
However,  in  12  of  the  17  lesions  reported, 
an  identical  histopathologic  appearance  to 
solitary  angiofibroma  (adenoma  sebaceum) 
was  seen.i®  Histologically,  dermal  append- 
ages were  placed  in  a dense  fibrovascular 
stroma.  Clinically,  more  than  half  of  the 
lesions  were  thought  to  be  nevi. 

Epidermal  inclusion  cysts  (sebaceous 
cysts)  “ are  common  skin  lesions.  They  are 
usually  removed  for  cosmetic  reasons.  How- 
ever, 1.1  percent  have  been  found  associated 
with  malignant  changes.^®  Multiple  epider- 
mal inclusion  cysts  occurring  in  a young 
patient  may  herald  the  existence  of  Gard- 
ner’s syndrome  with  its  associated  prema- 
lignant  large  bowel  polyposis. 

Keratoacanthoma  may  simulate  squamous 
cell  epithelioma  clinically  as  well  as  histo- 
logically. However,  in  four  of  the  nine  cases 
reported,  a correct  clinical  diagnosis  was 
made.  The  pathogenesis  of  keratoacanthoma 
suggests  that  its  origin  is  in  the  upper  seg- 
ment of  the  hair  follicle.  Rarely,  lesions 
have  occurred  on  the  mucous  membranes, 
palms,  or  soles.^^  The  history  of  sudden  on- 
set, fast  growth,  and  occasional  spontaneous 
cure  may  be  of  help  in  making  the  diagnosis. 
Nuclear  particles  of  possible  viral  origin 
have  been  found  in  keratoacanthoma  but 
similar  particles  have  been  discovered  in 
other  dermatoses.^®-  Consequently  the 
etiology  of  this  disease  is  still  doubtful. 


Uncommon  Nodular 
And  Cystic  Lesions 

Blue  nevi  may  be  papulonodular  lesions 
of  brown  to  blue-black  color.  They  are  prin- 
cipally found  on  the  buttocks,  dorsum  of 
hands  and  feet,  and  face.  The  pathogenesis 
appears  to  be  an  embryologic  arrest  of  mi- 
grating neural  crest  cells.  Histologically, 
these  lesions  are  composed  of  spindle-shaped 
cells,  arranged  in  fascicles  which  may  re- 
semble nei've  tissue.  Intermixed  are  pigment- 


laden melanophores  containing  coarse  pig- 
ment granules  and  melanocytes  containing 
fine  pigment  granules.  Malignant  transfor- 
mation has  rarely  been  reported.^® 

Kaposi’s  sarcoma  usually  occurs  on  the 
lower  extremities  where  brownish -purple 
nodular  or  plaque-like  lesions  are  found. 
However,  lesions  have  been  reported  from 
all  parts  of  the  body.  The  clinical  course 
may  be  protracted ; or  an  abrupt  sarcomat- 
ous change  may  supervene.  A higher  inci- 
dence of  lymphoma  or  leukemia  has  been 
reported  in  patients  having  Kaposi’s  sarco- 
ma. The  diagnosis  is  confirmed  by  finding 
the  presence  of  spindle-shaped  cells  inti- 
mately associated  with  hyperemic  vascular 
slits  on  histologic  examination. i® 

Chondroid  syringoma  is  usually  diagnosed 
clinically  as  a cyst  or  nevus.  In  the  series 
of  cases  reported  by  Hirsch  and  Helwig-®  37 
of  the  188  lesions  were  taken  from  the  nose. 
The  diagnosis  is  based  on  the  following  his- 
topathologic findings:  (1)  nests  of  cuboidal 
or  polygonal  cells,  (2)  tubuloalveolar  struc- 
tures lined  by  cells  morphologically  similar 
to  1,  (3)  ductal  structures  with  tail-like  pro- 
tuberances associated  with  2,  (4)  occasional 
keratinous  cysts,  and  (5)  a matrix  of  homo- 
genous, faintly  bluish  chondroid  substance 
(Fig.  3).  No  case  of  malignant  transforma- 
tion has  been  reported,  however,  local  recur- 
rence with  incomplete  excision  is  common.®® 
Senile  sebaceous  nevus  should  probably  be 
considered  as  a form  of  senile  sebaceous  hy- 
perplasia (Table  2)  since  it  is  composed  of 
mature  sebaceous  gland  elements.  It  usually 
occurs  on  the  forehead  as  yellow,  umbili- 
cated  nodule.  Histologically,  it  is  composed 
of  lobules  of  mature  sebaceous  glands  that 
drain  into  a large  central  pore  which  cor- 
responds to  the  lesion’s  central  depression.®^ 


Fig.  3.  Chondroid  syringoma  showing  nests  of  polygonol 
cells,  tubuloalveolar  structures,  ductal  structures  with  tail- 
like protuberances,  and  homogenous  matrix. 
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Nevus  sebaceus  of  Jadassohn  is  a lesion 
found  on  one  side  of  the  scalp  or  face.  It  is 
composed  of  a group  of  small  rounded,  hy- 
perchromatic  papules  which  group  to  form 
a plaque-like  lesion.  Often  it  has  a furrowed 
surface.  Histologically,  the  lesion  is  com- 
posed of  nearly  mature  sebaceous  glands. 
The  epidermis  may  show  hyperkeratosis  and 
papillomatosis.  Frequently,  apocrine  glands 
are  noted  in  the  depth  of  the  lesion  (Fig.  4) . 
Histologic  examination  is  essential  since 
often  a basal  cell  carcinoma  is  found  asso- 
ciated with  this  lesion.-- 

Sebaceous  adenoma  is  reported  to  be  a 
rare  tumor.  It  does  not  have  a character- 
istic clinical  appearance.  It  is  a smooth  nod- 
ular or  pedunculated  lesion  of  varying  size 
occurring  on  the  face  or  scalp.  On  histo- 
logic examination  the  lesion  shows  less  dif- 
ferentiation than  nevus  sebaceous  of  Jadas- 
sohn but  more  than  sebaceous  epithelioma. 
The  sharply  demarcated,  lobulated  lesion  is 
composed  of  two  types  of  cells;  the  periph- 
ery has  basal  cell  epithelioma-like,  germina- 
tive  cells,  whereas  differentiated  sebaceous 
cells  are  found  in  the  center.  There  may  be 
a transition  zone  between  these  two  types 
of  cells.  The  proportionate  distribution  of 
these  cells  may  vary.^® 

Sebaceous  epithelioma  is  a rare  tumor 
which  exhibits  no  characteristic  clinical  ap- 
pearance. It  is  usually  a solitary  nodular  or 
plaque-like  lesion  occurring  on  the  face.  His- 
tologically it  closely  resembles  basal  cell 
carcinoma.  Cells  showing  sebaceous  gland 
differentiation  are  found  in  the  middle  of 
poorly  defined,  irregularly  shaped  tumor  cell 
masses.--^ 


Fig.  4.  Nevus  sebaceus  of  Jadassohn  showing  hyperkera- 
tosis and  papillomatosis  of  the  epidermis,  immature  seba- 
ceous glands,  and  apocrine  glands  in  the  depth  of  the 
lesion. 


Summary 

The  morphologic  similarity  of  the  various 
nodular  or  cystic  lesions  of  the  nose  requires 
a careful  clinical  examination.  A biopsy 
may  be  essential  for  establishing  the  correct 
diagnosis.  In  this  study  a brief  survey  was 
made  of  715  biopsy  reports  of  lesions  taken 
from  the  nose.  Briefly  discussed  are  some 
of  the  more  common  and  unusual  nodular 
and  cystic  lesions. 
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STAPEDECTOMY 

An  Evaluation  of  Current  Techniques 
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SINCE  ROSEN^  reintroduced 
stapedial  surgeiy  for  conductive 
deafness  due  to  otosclerosis,  many 
different  surgical  techniques  have 


evolved. 

Early  in  the  process  of  this  evolution,  at- 
tention was  directed  primarily  to  various 
methods  of  mobilization  of  the  stapes.  The 
most  widely  accepted  techniques  were  direct 
mobilization  via  the  head  of  the  stapes  and 
transcrural  mobilization.  As  surgical  expe- 
rience accumulated,  the  number  of  stapes 
which  could  not  be  mobilized  and  the  high 
refixation  rate  stimulated  efforts  for  better 
methods. 

The  search  for  these  techniques  resulted 
in  more  attention  being  paid  to  the  crura 
and  the  footplate  itself.  Thus,  the  technique 
of  mobilization  of  the  footplate  with  chisels, 
with  or  without  anterior  crurotomy,  became 
popular.  These  techniques  increased  the  in- 
cidence of  mobilization,  but  did  not  mate- 
rially reduce  the  refixation  rate. 

The  next  technique  that  came  into  use  was 
that  of  stapedectomy,  both  complete  and 
partial.  Shea’s-  operation  of  stapedectomy 
with  vein  graft  was  a milestone  in  improved 
stapedial  surgery.  Many  types  of  tissue 
grafts  and  prostheses  were  tried.  Among 
the  most  widely  used  materials  were  vein, 
fat,  polyethylene,  steel  wire,  and  Gelfoam. 
The  immediate  and  long-term  results  of  these 
procedures  were  better  than  with  the  older 
techniques,  but  the  increased  incidence  of 
cochlear  losses  prompted  otologic  surgeons 
to  seek  better  methods. 

Although  the  perfect  operation  for  oto- 
sclerosis, that  is,  100  percent  permanent  air- 
bone  gap  closure  without  cochlear  loss,  has 
not  yet  been  devised,  the  use  of  the  Teflon 
piston  appears  to  be  a great  stride  toward 


Prescvted  before  the  TMA  Section  on  Otolaryn- 
gology and  the  Texas  Otolaryngological  Association 
at  their  joint  meeting  in  Houston  in  April,  196i. 


that  goal.  Guilford’s  Teflon  wire  procedure 
has  given  the  best  results  to  date  over  all 
other  methods  in  our  experience.  The  tech- 
nique of  this  operation  as  described  by  Guil- 
ford^ follows: 

The  patient  is  examined  on  the  day  prior 
to  surgery  to  rule  out  the  presence  of  an  up- 
per respiratory  infection  or  otitis  externa. 
Complete  audiometric  studies  are  done,  in- 
cluding pure  tone  tests  for  bone  and  air  con- 
duction and  speech  discrimination  tests.  The 
external  auditory  canal  is  prepared  with 
loprep  antiseptic  and  the  meatus  plugged 
with  sterile  cotton.  The  patient’s  heart  and 
lungs  are  examined  and  the  blood  pressure 
recorded. 

The  patient  is  admitted  to  the  hospital  on 
the  afternoon  prior  to  surgery,  at  which 
time  a complete  blood  count,  urinalysis,  and 
bleeding  and  clotting  time  are  done.  The 
hair  is  shaved  one-half  inch  around  the  ear, 
and  the  ear  is  again  prepared  with  loprep 
antiseptic  and  covered  with  a mastoid  type 
dressing.  Prophylactic  antibiotics  are  begun 
with  the  evening  meal. 

On  the  morning  of  the  surgeiy,  the  pa- 
tient is  premedicated  45  minutes  prior  to 
his  operation  with  one  and  one-half  grains 
of  Nembutal  and  50  mg.  of  Demerol. 

In  the  operating  room,  the  head  dressing 
is  removed,  and  the  ear  again  prepared  with 
loprep.  After  routine  draping  of  the  op- 
erative field,  the  external  auditory  meatus 
is  infiltrated  with  1 cc.  of  1 :4000  mixture 
of  Xylocaine  and  Adrenalin. 

A trapezoidal  incision  is  made  in  the  skin 
of  the  posterior  canal  wall  and  the  middle  ear 
entered  after  elevation  of  this  flap.  Enough 
bone  is  removed  from  the  superior  portion 
of  the  bony  canal  wall  with  a microcuret  so 
that  the  pyramidal  eminence,  oval  window, 
and  the  facial  nerve  can  be  visualized.  The 
chorda  tympani  is  preserved  unless  it  defi- 
nitely interferes  with  proper  visualization 
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Newer  methods  of  replacing  the  stapes  in 
otosclerosis  are  reviewed. 


of  the  oval  windo’w  area.  In  97  percent  of 
the  patients,  the  chorda  tympani  is  left  in- 
tact. 

Then  the  round  window  is  examined,  and 
the  mobility  of  the  malleus  and  incus  is  de- 
termined. The  stapedius  tendon  is  cut  and 
the  crura  removed,  utilizing  the  small  Bel- 
lucci  scissors,  saw  knife,  joint-knife,  and 
mobilization  pick.  The  mucous  membrane 
over  the  posterior  portion  of  the  footplate 
and  surrounding  margins  of  the  oval  win- 
dow is  removed  with  angled  footplate  picks. 
The  distance  from  the  undersurface  of  the 
incus  to  the  footplate  is  measured. 

The  footplate  is  then  transected  at  its 
mid-portion.  If  the  footplate  is  thin,  this  is 
accomplished  with  a pick.  If  the  footplate 


Fig.  1.  0.6  mm.  and  0.8  mm.  round  prostheses. 


W.  LEONARD  DRAPER,  M.D. 


is  thick,  Harrison  bone  knives  or  the  point 
of  a perforating  burr  are  used.  Completion 
of  the  transection  and  mobilization  of  the 
posterior  fragment  of  the  footplate  is  ac- 
complished with  chisels,  and  this  fragment 
removed  with  picks  and  hooks. 

The  Teflon  wire  prosthesis  usually  used 
is  the  0.8  mm.  round,  however,  if  there  is  a 
moderate  sensori-neural  loss  or  if  the  an- 
terior footplate  is  inadvertently  mobilized, 
an  oval  Teflon  wire  prosthesis  0.8  mm.  by 
1.5  mm.  or  0.8  mm.  by  2 mm.  has  been  used. 
With  usage  of  an  oval  Teflon  wire,  it  is  nec- 
essary to  remove  the  anterior  fragment  of 
the  footplate  in  the  same  manner  as  the  pos- 
terior fragment. 

The  Teflon  wire  prosthesis  cut  to  a length 
0.5  mm.  longer  than  the  previously  meas- 
ured incus-footplate  distance,  is  then  placed 
in  position  and  clinched  onto  the  incus  in 
two  steps.  The  first  step  is  to  clinch  the 


Fig.  2. 
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STAPEDECTOMY — Draper — continued 

ring  from  a posterolateral  direction  utilizing 
the  Guilford  forcep,  and  the  second  step  is 
clinching  the  ring  from  the  anterior-lateral 
direction  using  the  McGee  forceps.  Great 
care  is  necessary  to  clinch  the  ring  of  the 
prosthesis  tight  enough  to  prevent  slippage, 
but  not  tight  enough  to  cause  interference 
with  the  blood  supply  to  the  tip  of  the  incus. 
The  mucous  membrane  covering  the  incus 
should  be  disturbed  as  little  as  possible  since 
this  is  an  important  source  of  blood  supply. 
The  space  between  the  Teflon  and  the  mar- 
gins of  the  oval  window  is  closed  with  small 
strips  of  pressed  Gelfoam.  The  drum  and 


skin  flap  are  replaced  and  the  patient’s  hear- 
ing grossly  checked  by  voice  test.  The  op- 
eration is  completed  by  protecting  the  skin 
flap  with  surgical  rayon  and  packing  the 
external  auditory  canal  with  small  cotton 
balls  previously  impregnated  with  Polycin 
ointment.  This  packing  is  removed  the  fol- 
lowing morning,  and  the  patient  is  dis- 
charged from  the  hospital  with  a five-day 
supply  of  antibiotics. 

A striking  observation  is  that  these  pa- 
tients have  much  less  morbidity,  particular- 
ly vertigo  and  nausea,  than  with  any  other 
method  in  our  experience.  Almost  all  pa- 
tients are  able  to  go  home  on  the  first  post- 
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operative  day,  which  has  not  been  our  ex- 
perience with  other  techniques. 

As  shown  by  the  following  statistics  (based 
on  the  combined  results  obtained  by  our 
group),  this  procedure  has  more  nearly  ap- 
proached complete  air-bone  gap  closure  and 
has  decreased  cochlear  losses.  The  basis  for 
expressing  cochlear  damage  is  a discrimina- 
tion loss  greater  than  10  percent  as  reported 
by  Guilford.^ 

Summary 

Development  of  stapes  surgery  has  caused 
the  evolution  of  a number  of  surgical  tech- 
niques. At  present,  partial  stapedectomy 


with  Teflon  wire,  although  not  100  percent 
perfect,  appears  the  best  technique  so  far 
devised.  Statistical  comparison  of  stapedec- 
tomy with  vein  graft,  fat  graft,  and  Teflon 
wire  in  our  experience  has  shown  that  Tef- 
lon wire  is  superior  to  other  procedures  in 
both  hearing  results  and  decreased  patient 
morbidity. 
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Tangled  Web  of  the  Woman  Alcoholic 

A Texas  Air  Force  officer’s  wife  cooks  dabs  of  food  on  Friday 
to  put  in  the  refrigerator  as  “leftovers”  so  that  her  returning  hus- 
band will  think  she  has  been  eating  all  week.  Actually,  she  has  spent 
the  five  weekdays  in  heavy  drinking. 

In  Connecticut,  a woman  with  perfect  vision  wears  thick-lensed 
glasses  to  hide  her  bloodshot  eyes. 

One  housewife  confessed  to  a New  York  interviewer  that  she 
had  kept  vodka  in  “everything  I could  funnel  it  into.”  This  included 
plastic  lotion  bottles,  ammonia  bottles,  and  even  the  steam  iron.  Other 
women  alcoholics  have  secreted  their  booze  in  diaper  pails,  hot  water 
bottles,  vacuum  cleaners,  cereal  boxes,  and  vinegar  bottles. 

While  men  may  get  by  with  heavy  public  drinking,  women  can- 
not. They  must  drink  in  secret  or  be  socially  ostracized,  thus  their 
illness  is  usually  well  advanced  before  it  is  detected,  reports  Medicine 
at  Work,  June  issue. 

The  article  points  up  the  need  for  a means  of  identifying  the 
alcoholic  woman.  , 
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Six  Key  Laboratory  Tests 
For  Detecting  Occult  Liver  Disease 


p"  ' CLINICIANS  frequently  need  to 
CLINICAL  medicine  determine  the  correct  tests  to  be 
given  for  diagnosis  of  particular 
disease.  In  this  article  six  key 
tests  to  be  used  this  year  for  the  detection 
of  occult  liver  disease  are  defined.  In  addi- 
tion, five  other  common  but  unnecessary 
tests  are  listed. 


Six  Key  Tests 

The  key  laboratory  tests  to  be  used  in  ini- 
tial screening  for  occult  liver  disease  are 

1.  Conjugated  bilirubin  (one-minute  direct 
reaction) 

2.  SGO-Transaminase 

3.  Alkaline  phosphatase 

4.  Thymol  turbidity 

5.  Prothrombin  time 

These  five  tests  are  essential  in  every  hos- 
pitalized patient  suspected  of  having  liver 
disease.  If  all  five  tests  are  normal  and  liver 
disease  is  still  suspected,  the  additional  test 
required  is 

6.  Sulfobromophthalein  clearance  (BSP) 


Unnecessary  Tests 

Many  liver  function  tests  are  not  needed 
because  they  are  either  redundant  or  mis- 
leading. The  following  five  tests  are  selected 
as  typical  examples  of  unnecessary  tests: 

1.  Cephalin-cholesterol  flocculation 

2.  Cholesterol  and  cholesterol  esters 

3.  Zinc  turbidity 

4.  Isocitric  dehydrogenase 

5.  Urine  urobilinogen 


Key  Tests  in  Detail 

1.  Conjugated  Bilirubin. — When  red  blood 
cells  break  down,  free  bilirubin  is  formed. 
The  free  bilirubin  is  conjugated  with  glucu- 
ronic acid  by  liver  cells  and  then  is  excreted 
in  the  bile.  Thus,  there  is  no  theoretical  rea- 
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son  for  normal  serum  to  contain  conjugated 
bilirubin.  In  normal  people  conjugated  bili- 
rubin is  found  in  bile,  while  free  bilirubin 
is  found  in  blood. 

Solvent  extraction  procedures  have  con- 
firmed that  normal  people  have  little  or  no 
conjugated  bilirubin  in  their  sera.^—  There- 
fore, a slight  elevation  in  the  level  of  con- 
jugated bilirubin  is  highly  significant.  Fre- 
quently, the  total  bilirubin  is  normal  when 
the  conjugated  bilirubin  is  elevated.^- ^ 

Levels  of  conjugated  bilirubin  above  0.26 
mg.  per  100  ml.  are  abnormal,  while  levels 
of  total  bilirubin  up  to  1.15  mg.  per  100  ml. 
are  normal.^'  ^ In  addition,  as  long  as  the 
conjugated  bilirubin  is  elevated  there  is  no 
need  to  perform  a BSP  test  because  the  dye 
will  be  retained.  For  example,  a young  boy 
recovering  from  infectious  mononucleosis 
showed  the  results  listed  in  Table  1.  On  Aug. 
22,  1963,  the  27  percent  BSP  retention  could 
have  been  predicted  on  the  basis  of  the  ele- 
vated conjugated  bilirubin  even  though  the 
total  bilirubin  was  within  the  range  of  nor- 
mal. When  the  patient’s  conjugated  bilirubin 
returned  to  normal  on  Aug.  30,  1963,  his  BSP 
clearance  likewise  returned  to  normal. 

The  classic  method  for  estimating  the 
amount  of  conjugated  bilirubin  is  to  measure 
the  direct  diazo  reaction  after  one  minute 
using  the  method  of  Ducci  and  Watson. ^ Con- 
jugated bilirubin  can  also  be  measured  ac- 
curately by  the  method  of  Jendrassik  and 
Grof  after  one  minute  of  diazotization  using 
0.05  nitrogen  hydrochloric  acid  in  place  of 
the  caffeine  reagent,^-  ® or  by  solvent  extrac- 
tion with  subsequent  diazotization  as  de- 
scribed by  Weber  and  Schalm.-  It  is  impor- 
tant to  use  a sensitive  and  precise  technique. 
The  usual  routine  laboratory  method  is  not 


Table  1. — Correlation  of  BSP  Retention  with  Level 
of  Conjugated  Bilirubin  in  Young  Man  Recov- 
ering from  Infectious  Mononucleosis. 


Bilirubin  Mg./ 100  Ml. 

BSP  Retention 

Date 

Conjugated 

Total 

(45  min.)  % 

8/22/63 

0.36 

1.00 

27 

8/30/63 

0.17 

0.37 

5 
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The  author  succinctly  outlines  six  currently 
correct  tests  to  determine  liver  disease 
and  describes  also  five  tests  which  are  com- 
mon but  unnecessary. 


satisfactory  because  the  calibration  curve  ex- 
tends to  15  to  20  mg.  per  100  ml. 

Table  2 presents  a list  of  clinical  examples 
in  which  the  measurement  of  conjugated  bili- 
rubin was  vital  in  confirming  the  presence  of 
liver  disease.  In  each  case  the  total  bilirubin 
was  normal.  Similar  results  were  first  re- 
ported by  Watson^  and  Nosslin.® 

2.  SGO -Transaminase. — Serum  glutamic 
oxaloacetic  transaminase  (SCOT)  is  elevated 
when  liver  cells  are  injured.  Therefore, 
SGOT  is  elevated  in  such  diseases  as  hepa- 
titis, cirrhosis  with  liver  necrosis,  and  acute 
severe  cholecystitis.  SGOT,  rather  than  se- 
rum glutamic  pyruvic  transaminase  (SGPT) , 
is  the  test  of  choice  for  routine  screening 
because  SGOT  may  remain  elevated  after 
SGPT  has  returned  to  normal.’^  Therefore, 
many  cases  of  cirrhosis  will  show  a slight 
elevation  of  SGOT  but  a normal  level  of 
SGPT. 

In  acute  liver  injury  SGPT  usually  rises 
to  higher  levels  than  SGOT,  but  SGOT  is 
also  elevated  and  is  therefore  a valid  screen- 
ing test.  Once  liver  disease  has  been  de- 
tected, the  SGOT  and  SGPT  can  be  done  to- 
gether to  differentiate  acute  liver  disease 
from  chronic  liver  disease.  The  routine  com- 
bination of  SGOT  and  SGPT  is  a waste  of 
laboratory  time  and  patient’s  money  unless 
the  tests  are  automated. 

3.  Alkaline  Phosphatase. — An  elevation  of 
serum  liver  alkaline  phosphatase  is  the  most 
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sensitive  indicator  of  injury  or  blockage  of 
bile  ducts.  This  increase  in  serum  liver  alka- 
line phosphatase  results  from  increased  pro- 
duction by  injured  bile  duct  mucosa.®  Where 
there  is  focal  injury  or  blockage  of  bile  ducts 
it  is  possible  for  the  remaining  liver  to  com- 
pletely clear  bilirubin.  The  coupling  of  a 
normal  bilirubin  with  an  elevated  alkaline 
phosphatase  is  frequently  diagnostic  of  such 
focal  liver  diseases  as  metastatic  tumor,  ab- 
scesses, or  intrahepatic  stones.  The  focally 
injured  or  blocked  bile  ducts  produce  much 
more  alkaline  phosphatase,  thereby  raising 
the  serum  level,  but  serum  bilirubin  does 
not  increase  because  the  intervening  normal 
liver  can  easily  handle  the  normal  bilirubin 
load. 

When  there  is  diffuse  injury  or  blockage 
of  bile  ducts,  both  bilirubin  and  alkaline 
phosphatase  can  rise  to  high  levels.  Bile 
duct  injury  accounts  for  the  high  alkaline 
phosphatase  seen  in  cholestatic  hepatitis  and 
in  drug  cholestasis.  Bile  duct  injury  also 
accounts  for  elevation  of  alkaline  phospha- 
tase in  active  cirrhosis  with  bile  duct  pro- 
liferation. 

Liver  and  bone  alkaline  phosphatase  can- 
not be  separated  in  the  routine  laboratory 
at  this  time.  Therefore,  the  possibility  of 
bone  disease  or  bone  proliferation  (children, 
fractures)  should  be  considered  when  inter- 
preting an  elevated  alkaline  phosphatase. 

4.  Thymol  Turbidity. — The  thymol  tur- 


Table  2. — Correlation  of  Elevation  of  Conjugated  Bilirubin  and  Liver  Disease. 


Unit  No. 

^Bilirubin  Mg./ 100 
Conjugated 

Ml.-^ 

Total 

Final  Diagnosis 

164  556 

0.27 

0.60 

Dilatation  of  left  main  intrahepatic  duct  on  operative 

cholangiogram 

120  583 

0.43 

0.78 

Miliary  tuberculosis  in  liver 

171  343 

0.47 

0.75 

Pulmonary  emboli  with  severe  liver  congestion 

169  384 

0.50 

0.85 

Hepatitis 

164  293 

0.54 

1.04 

Clear  cell  carcinoma  in  liver 

125  665 

0.58 

0.75 

Severe  acute  cholecystitis 

165  423 

0.58 

1.14 

Common  duct  stone 

108  284 

0.70 

0.80 

Myocardial  infarction  with  severe  liver  congestion 

In  each  case  the  total  bilirubin  is  within  normal  limits  but  the  conjugated  bilirubin  is  elevated,  and 
in  each  ease  there  is  liver  disease. 
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LIVER  TESTS — Gambino — continued  

bidity  test^  is  one  among  many  tests  useful 
in  screening  for  gross  protein  abnormali- 
ties. It  could  be  replaced  by  serum  electro- 
phoresis, but  thymol  turbidity  was  chosen 
for  routine  screening  because  of  simplicity, 
low  cost,  and  ability  to  detect  the  clinically 
significant  protein  abnormalities  found  in 
chronic  liver  disease.  Thus,  evaluation  of 
thymol  turbidity  aids  in  differentiating 
acute  from  chronic  liver  disease.  An  iso- 
lated abnoi-mal  thymol  turbidity  indicates  an 
alteration  in  the  serum  protein  pattern,  but 
does  not  by  itself  necessarily  mean  liver  dis- 
ease. Thymol  turbidity,  or  any  other  tur- 
bidity or  flocculation  test,  should  never  be 
performed  as  the  only  screening  test  for 
liver  disease. 

5.  Prothromhm  Time. — The  determination 
of  prothrombin  time  is  recommended  for 
hospitalized  patients  only.  Many  patients 
with  possible  liver  disease  may  undergo  sur- 
gery or  liver  biopsy.  If  the  prothrombin  time 
is  abnormal  (more  than  14  seconds  with  a 12 
second  control)  a single  dose  of  parenteral 
vitamin  Ki  (5  mg.)  should  be  given.  If  the 
prolonged  prothrombin  time  was  secondary 
to  extrahepatic  obstruction,  sterilization  of 
the  bowel,  malabsorption  or  malnutrition, 
this  single  small  dose  promptly  returns  the 
prolonged  prothrombin  time  to  normal  with- 
in 24  hours. 

If,  on  the  other  hand,  the  prolonged  pro- 
thrombin time  was  secondary  to  serious  pa- 
renchymal liver  disease,  the  5 mg.  dose  will 
not  return  the  prothrombin  time  to  normal. 
Larger  doses  or  additioyial  doses  of  vitamin 
K are  dangerous.^^  More  vitamin  K may  ac- 
tually prolong  the  prothrombin  time  in  seri- 
ous liver  disease.  Vitamin  K will  increase 
the  production  of  prothrombin  (factor  II), 
but  at  the  same  time  it  may  cause  a decrease 


in  the  serum  level  of  other  procoagulants 
produced  by  the  liver,  that  is,  factors  V,  VII, 
IX  and  X.  This  anomalous  situation  may  be 
likened  to  the  results  of  giving  high  doses 
of  folic  acid  to  a patient  with  vitamin  B]2 
deficiency. 

6.  Sulfobromophthalein  Clearance  (BSP). 
— If  all  of  the  previous  tests  are  normal  and 
liver  disease  is  still  suspected  on  the  basis 
of  history  and  physical  examination,  a BSP 
test  is  indicated. 

However,  even  minimal  elevations  of  con- 
jugated bilirubin  make  it  unnecessary  to 
perform  the  BSP  test.  Table  3 lists  typical 
examples  of  unnecessary  BSP  tests.  In  each 
case  the  abnormal  BSP  was  predicted  by 
the  abnormal  conjugated  bilirubin,  and  in 
each  case  the  total  bilirubin  was  normal. 
When  the  total  bilirubin  is  elevated,  routine 
BSP  tests  are  obviously  unnecessary.  Inac- 
tive cirrhosis  of  the  liver  is  the  most  com- 
mon disease  in  which  an  abnormal  BSP  test 
may  be  associated  with  normal  results  for 
bilirubin,  SCOT,  alkaline  phosphatase,  thy- 
mol turbidity,  and  prothrombin  time.  It  is  a 
mistake,  however,  to  use  routine  BSP  tests 
to  detect  cirrhosis  of  the  liver.  To  begin 
with,  the  majority  of  cirrhotic  patients  have 
abnormalities  in  tests  other  than  BSP.  Sec- 
ond, the  BSP  test  can  cause  serious  morbid- 
ity from  extravasated  dye,  and  has  produced 
death  secondary  to  hypersensitivity. 


Unnecessary  Tests  in  Detail 

It  is  just  as  important  to  eliminate  unnec- 
essary tests  as  it  is  to  select  proper  tests. 
The  following  tests  are  no  longer  useful. 

1.  Cephalin-Cholesterol  Floccidation. — 
This  test  was  devised  by  Dr.  Franklin  Han- 
ger as  an  indicator  of  hepatic  cell  necrosis, 
not  as  a test  for  occult  liver  disease.  A neg- 


Table  3. — Correlation  of  Elevation  in  Conjugated  Bilirubin  with 
Increased  BSP  Retention  in  Seven  Patients. 


Unit  No. 

^Bilirubin  Mg./ 100 
Conjugated 

MI.-n 

Total 

BSP  Retention 
(45  min.)  % 

Diagnosis 

132  561 

0.29 

0.57 

10.5 

Constrictive  pericarditis 

134  118 

0.40 

0.89 

24.5 

Cirrhosis 

154  390 

0.30 

1.1 

25 

Cirrhosis 

162  340 

0.30 

0.74 

17 

Severe  congestive  failure 

166  329 

0.30 

0.75 

19.5 

Fatty  liver 

166  600 

0.35 

0.89 

30 

Cirrhosis 

Outpatient 

5/24 

0.60 

0.90 

15 

Drug  hepatitis 

5/31 

0.40 

0.80 

10 

6/14 

0.25 

0.50 

7.5 

_ ^ 

In  each  case  the  total  bilirubin  is  normal. 
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ative  Ceph-Floc  is  strong  evidence  against 
active  liver  cell  necrosis,  but  false  positives 
are  common.  This  test  was  useful  before  the 
introduction  of  SCOT,  but  SCOT  is  far  more 
sensitive  and  accurate  than  Ceph-Floc  in  de- 
tecting occult  liver  cell  necrosis.'^  Further- 
more, the  measurement  of  SCOT  gives  a 
semiquantitative  assessment  of  the  severity 
and  extent  of  liver  cell  injury. 

The  Ceph-Floc  should  be  abandoned  by 
all  because  it  has  been  replaced  by  SGO- 
transaminase. 

2.  Zmc  Turbidity. — Zinc  turbidity  corre- 
lates with  gamma  globulin  levels  and  is, 
therefore,  the  simplest  test  to  use  in  screen- 
ing for  hyper-  and  hypogammaglobulinemi- 
as,^- but  it  is  a poor  test  for  occult  liver 
disease. 

3.  Cholesterol  and  Cholesterol  Esters.  — 
Cholesterol  and  its  esters  were  once  useful. 
A decrease  in  cholesterol  esters  suggested 
severe  parenchymal  damage.  Today  the  same 
information  can  be  obtained  with  greater 
accuracy  by  following  the  sequential  changes 
in  SCOT  and  bilirubin.  In  addition,  few 
physicians  realize  how  difficult  it  is  for  the 
laboratory  to  determine  cholesterol  esters. 
As  commonly  performed  the  test  is  frequent- 
ly inaccurate. 

This  test  should  be  abandoned  by  all  be- 
cause it  is  unnecessary,  inordinately  diffi- 
cult to  perform  and  frequently  inaccurate. 

4.  Isocitric  Dehydrogenase. — This  enzyme 
is  selected  as  one  among  many  enzymes  in- 
troduced recently  to  replace  or  supplement 
SCOT  and  alkaline  phosphatase.  A few 
years  ago  isocitric  dehydrogenase  was 
thought  to  be  superior  to  SCOT  and  SGPT 
but  subsequent  data  have  failed  to  support 
this  claim.^^  The  same  caution  should  be 
reserved  for  other  newer  enzymes  such  as 
leucine  aminopeptidase,  and  isozymes  of 
lactic  dehydrogenase.  Determination  of  other 
enzymes  may  become  essential,  but  at  pres- 
ent these  enzymes  are  still  in  the  experi- 
mental category  and  therefore  should  not  be 
ordered  on  a routine  basis. 

5.  Urine  Urobilinogen. — Urine  urobilino- 
gen has  been  used  as  an  indicator  of  acute 
liver  damage  and  as  a guide  to  differentiat- 
ing extrahepatic  from  intrahepatic  obstruc- 
tion. Unfortunately,  there  is  no  laboratory 
test  that  can  absolutely  differentiate  extrahe- 
patic from  intrahepatic  obstruction.  And  as 
far  as  indicating  acute  liver  damage,  the 
measurement  of  SGOT  is  superior  to  urine 
urobilinogen.  Thus,  there  is  no  longer  any 


compelling  reason  for  performing  routine 
studies  of  urine  urobilinogen.^^  The  time 
spent  collecting  urine  specimens  and  inter- 
preting the  occult  ups  and  downs  of  urine 
urobilinogen  could  be  better  spent  elsewhere. 
Changes  in  urine  urobilinogen  do  not  add 
to  information  one  can  obtain  by  noting 
changes  in  stool  color,  serum  bilirubin,  and 
SGOT. 


Summary 

The  measurement  of  conjugated  bilirubin 
(one  minute  fraction),  SGO -transaminase, 
alkaline  phosphatase,  thymol  turbidity,  and 
prothrombin  time  will  detect  almost  all  cases 
of  occult  liver  disease.  If  BSP  clearance  is 
measured  when  the  first  five  tests  are  nor- 
mal, additional  cases  of  occult  cirrhosis  will 
be  detected.  In  nine  years’  experience  with 
these  tests,  I have  never  seen  an  anatomical- 
ly proved  case  of  liver  disease  missed  by  the 
battery  of  six  key  tests.  All  other  current 
tests  of  “liver  function”  did  not  contribute 
additional  information. 
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Metatarsal  Fractures 


p ^ FRACTURES  of  the  metatarsals 

CLINICAL  MEDiciNE  ai'e  Hot  frequently  a cause  of  con- 
cern since  satisfactory  healing  is 
the  rule  and  residual  loss  of  func- 
exception.  Open  or  closed  reduction 
is  seldom  necessaiy  since  anatomic  approxi- 
mation is  not  needed  for  an  excellent  func- 
tional result.  The  application  of  a short  leg 
cast  with  perhaps  a walking  heel  to  allow 
weight  bearing  after  pain  subsides  could  be 
termed  standard  treatment.  These  fractures 
occur  frequently,  often  from  having  heavy 
materials  fall,  roll,  or  otherwise  strike  the 
foot.  The  worker  whose  job  requires  pro- 
longed weight  bearing  and  the  manipulation 
of  heavy  objects  is  especially  prone  to  this 
type  injury.  Likewise,  because  of  job  re- 
quirements, he  may  not  be  able  to  function 
with  a cast  on.  Since  there  is  usually  some 
stiffness  and  weakness  present  after  a cast 
has  been  on  for  some  weeks,  the  length  of 
disability  may  be  prolonged  from  an  injury 
which,  as  mentioned,  is  easily  treated. 

Relative  immobility  of  the  foot  can  also 
be  obtained  by  means  of  a stiff-soled  shoe, 
also  used  in  the  treatment  of  such  fractures. 
Usually  this  is  achieved  by  either  having  the 
patient  purchase  a shoe  with  a much  thicker 
and  stiffen  sole  than  normal,  or  by  the  sim- 
ple expedient  of  nailing  a board,  which  has 
been  cut  roughly  to  shape,  to  the  sole  of  the 
shoe.  This  is  a considerable  improvement 
from  the  patient’s  point  of  view  over  the  use 
of  a cast,  since  this  shoe  may  be  removed 
from  time  to  time  for  care  of  the  foot.  How- 
ever, most  shoes  with  even  relatively  thick 
soles  will  bend  at  the  metatarsal  level  and 
the  presence  of  a board  on  the  sole  of  a shoe 
makes  it  awkward  to  wear,  dangei'ous  if 
slippeiy  surfaces  are  to  be  encountered,  or 
climbing  is  to  be  done,  and  aesthetically  un- 
acceptable to  the  woman  who  might  sustain 
such  a fracture.  It  is  merely  a refinement 
of  this  idea  which  is  shown  here,  accom- 
plished by  inserting  a piece  of  stainless  steel 


between  the  inner  sole  and  the  outer  sole  to 
provide  stability  and  inflexibility  from  the 
toe  to  the  heel. 

Fig.  1 shows  the  shoe  with  a piece  of 
stainless  steel  inserted  between  the  inner 
and  outer  sole.  It  extends  from  the  toe  to 
the  heel.  The  actual  shoe  can  vary  from  a 
nurse’s  oxford  to  a lumberman’s  boot,  just 
so  the  sole  can  be  thus  split.  The  inner  sole 
and  outer  sole  are  then  sewed  together.  This 
pi’ovides  a firm  support  which  allows  flexion 
at  the  ankle  but  not  at  the  metatarsal  and 
phalangeal  level.  Since  the  shoe  can  be  tight- 
ened or  loosened  by  laces  it  gives  better  sup- 
port to  the  foot  than  a cast. 

In  practice  it  is  often  advisable  to  supply 
a removable  arch  support  to  reduce  weight 
bearing  on  a particular  part  of  the  foot. 
The  steel  insert  can  vary  in  thickness  de- 
pending on  the  size  of  the  individual,  but 
14  gauge  steel  is  an  average.  Actually  the 
availability  of  a shoemaker  or  appliance 
maker  who  can  make  these  adjustments  is 


Fig.  1.  Inner  sole  and  outer  sole  of  shoe  separated  with 
stainless  steel  insert  extending  from  heel  to  toe. 
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Length  of  disability  following  metatarsal 
fractures  can  be  lessened  by  the  use  of  a 
stiff-soled  shoe  instead  of  a cast,  notes 
the  author.  Aesthetic  as  well  as  medical 
reasons  are  mentioned. 


JOHN  H.  SEWELL,  M.D. 


the  only  drawback  to  the  applicability  of 
this  method  of  treatment.  A simple  meta- 
tarsal bar  frequently  is  adequate  in  minor 
fractures  of  the  metatarsals,  but  it  does  not 
provide  the  immobility  that  the  steel  insert 
does. 


Fig.  2.  Compound  comminuted  fracture  of  the  first  meta- 
tarsal. Patient  in  special  shoe  at  ten  days. 

Fig.  3.  Four  weeks  after  injury.  Patient  walking  without 
discomfort.  Steel  insert  removed. 


In  treating  fractures  of  the  metatarsals 
such  as  shown  (Figs.  2 through  8),  immedi- 
ately after  injury  and  diagnosis,  local  meas- 
ures to  control  swelling  and  pain  such  as 
ice  packs,  elevation,  and  elastic  bandages, 
are  used  for  several  days.  The  foot  is  usual- 


Fig.  4.  Nine  months  after  injury.  Foot  asymptomatic.  This 
patient  lost  12  days  work  from  a job  which  required  pro- 
longed standing  and  walking. 

Fig.  5.  Multiple  fractures  of  metatarsals  from  a crush  in- 
jury. Patient  in  special  shoe  at  the  end  of  ten  days. 
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ordinarily  be  removed,  this  steel  insert  is 
taken  out.  However,  since  the  patient  has 
been  able  to  move  the  foot  and  toes,  to  bathe 
and  massage  the  area,  and  otherwise  care 
for  it,  the  stiffness,  muscle  weakness,  and 
trophic  skin  changes  that  are  secondary  to 
cast  immobilization  do  not  occur. 

The  patient’s  convalescence  and  period  of 
disability  is  shortened  and  the  results  in 
simple,  compound,  comminuted,  and  multi- 
ple fractures  of  the  metatarsals  and  the 
phalanges  have  been  unifonnly  excellent.  It 
may  be  true  that  the  final  result  is  no  better 
than  with  a cast,  but  the  time  involved  is 
lessened  and  the  patient’s  mobility  improved. 
The  medical  indications  are  presented  for 
adopting  this  method,  but  the  aesthetic 
qualities  make  patient  acceptance  equally 
good,  for  they  can  wiggle  the  toes,  soak  the 
foot,  and  scratch  the  itch  without  the  heavy, 
cumbersome,  and  often  odorous  nuisance  of 
a cast. 
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Fig.  8.  Six  weeks  following  fracture  showing  early  callus 
and  satisfactory  position  of  fragments. 


Fig.  7.  Fracture  of  fifth  metatarsal  in  a nurse,  who  was 
off  duty  two  days. 


ly  ready  to  be  put  in  a shoe  and  weight  bear- 
ing permitted  after  three  to  seven  days,  de- 
pending on  the  severity  of  the  injury.  Little 
pain  accompanies  this  and  after  a week, 
walking  with  minimal  discomfort  is  the  rule. 
After  four  to  six  weeks,  when  a cast  would 


Fig.  6.  Four  weeks  after  injury  showing  callus  formation. 
Patient  walking  and  asymptomatic  at  this  time.  Steel  in- 
sert removed. 
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Clinicopathologic  Conference 

Virgilio  Beato,  M.D.,  Hugo  F.  Elmendorf,  Jr.,  M.D., 
and  M.  W.  Delmer,  M.  D. 


A 71 -year-old  woman  who  had  suffered 
cramping  leg  pain  for  seven  years  and  back 
pain  for  several  months,  was  admitted  to 
the  hospital  with  these  symptoms  plus 
dyspnea,  weakness,  and  apprehension.  Until 
recently  her  leg  pains  had  responded  to 
oral  calcium.  It  was  thought  that  she  was 
uremic.  Death  followed  11  days  later. 

f*"  ' A 71-YEAR-OLD  white  woman 
CPC  was  admitted  on  April  24,  1964, 

■ with  the  following  complaints; 

(1)  dyspnea,  weakness,  and  ap- 
prehension of  a few  days’  duration,  (2) 
cramping  back  pain  of  several  months’  dura- 
tion, (3)  and  cramping  leg  pain  of  seven 
years’  duration.  She  died  on  May  7,  1964. 

The  cramping  leg  pain  began  in  1957  at 
about  the  same  time  the  patient  had  an  epi- 
sode of  “kidney  stones,”  requiring  shots  for 
pain  on  two  different  occasions  a few 
months  apart.  The  leg  pains  had  usually  re- 
sponded to  oral  calcium  (Fosfree)  until  re- 
cently. She  had  taken  the  medication  at  fre- 
quent intervals  during  the  seven  years.  The 
back  pain  developed  more  recently.  During 
the  past  few  weeks  her  health  seemed  to  de- 
teriorate and  three  days  prior  to  admission 
her  physician  was  called  to  the  home  because 
of  the  complaint  of  weakness.  At  the  time 
of  admission  she  was  described  as  very  weak 
and  sick,  partially  disoriented,  and  semico- 
matose.  It  was  thought  that  she  was  uremic. 

The  past  history  indicates  that  in  May, 
1959,  her  blood  pressure  was  170/84  mm.  of 
mercury  and  she  was  administered  Serpasil 
and  Apresoline  hydrochloride ; as  long  as  she 
stayed  on  this  combination  her  blood  pres- 

This  is  the  second  in  a series  of  clinicopathologic 
conferences  from  Baptist  Memorial  Hospital,  San 
Antonio.  Dr.  Alvin  O.  Severance,  Chief  of  Pathol- 
ogy, is  guest  editor.  Participating  in  this  conference 
are  Drs.  Virgilio  Beato,  attending  medical  staff; 
Hugo  F.  Elmendorf,  Jr.,  radiologist;  and  M.  W.  Del- 
mer, associate  pathologist. 


sure  was  kept  at  reasonable  limits.  The 
highest  it  was  ever  recorded  was  with  a di- 
astolic pressure  of  122  and  the  highest  sys- 
tolic pressure  was  190.  In  September,  1961, 
she  had  an  episode  of  swelling  of  the  ankles 
for  which  she  received  Mercuhydrin. 

Also  in  May,  1959,  she  had  a hemoglobin 
value  of  8 gm.  per  100  ml.  For  several 
months  she  took  hematemics,  which  included 
iron,  vitamins,  and  liver.  Finally,  in  August, 
1960,  her  hemoglobin  reached  11.2  gm.  per 
100  ml. 

The  only  other  notable  features  in  the  past 
history  included  several  episodes  of  boils, 
controlled  with  antibiotics  and  staphylococ- 
cal vaccine,  and  in  the  past  few  years  fairly 
severe  constipation.  In  January,  1961,  bi- 
lateral knee  pain  was  relieved  by  instilling 
cortisone  into  the  joints.  Personal  and  fam- 
ily history  are  noncontributory. 

The  following  laboratory  data  are  avail- 
able also  from  the  outpatient  course:  urine, 
Aug.  27,  1959,  specific  gravity  1.010  with  4 
to  6 white  blood  cells;  March  12,  1964,  4-1- 
albumin,  4-|-  sugar,  a few  v^hite  blood  cells; 
March  13,  1964,  4+  albumin  and  14-  sugar. 
Also  on  that  date  a glucose  tolerance  test 
showed  fasting  blood  sugar  of  107  mg.  per 
100  ml.;  1/2  hr.  173,  1 hr.  157,  2 hrs.  145, 
and  3 hrs.  118. 

Physical  Examination. — Examination  re- 
vealed a well-developed  white  woman, 
anxious,  apprehensive,  dyspneic,  and  appear- 
ing acutely  ill.  Blood  pressure  was  114/70 
mm.  of  mercury;  pulse,  110;  temperature 
98.4  F.;  height,  5 feet  6 inches;  weight,  140 
pounds.  The  following  positive  findings  are 
recorded:  mucosa  and  skin,  dry;  rales  at 
both  lung  bases;  left  border  of  cardiac  dull- 
ness 6 to  7 cm.  left  of  the  midclavicular  line, 
in  the  fifth  intercostal  space,  with  a regular 
rhythm  and  rate,  and  with  a mitral  murmur 
in  the  systolic  phase;  excruciating  tender- 
ness in  extremities  and  back,  especially  the 
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Table  1. — Hospital  Laboratory  Data. 


4/24  4/25  4/27  5/3  5/5 


BUN 

53  mg.  / 100  ml. 

100  mg./ 100  ml.  94  mg./lOO  ml. 

Creatinine 

5.5  mg./lOO  ml. 

5.7  mg./ 100  ml.  7.8  mg. /TOO  ml. 

Uric  Acid 

10.1  mg./lOO  ml. 

Alkaline  phosphatase 

55  units* 

Chlorides 

106  mEq. 

103  mEq. 

Sodium 

141  mEq. 

140  mEq. 

Potassium 

3.9  mEq. 

3.3  mEq. 

Calcium 

7.4  mg./ 100  ml. 

8.2  mg./lOO  ml. 

Phosphorus 

10.2  mg./lOO  ml. 

Carbon  dioxide 

22  mEq. 

Cholesterol 

164  mg. /1 00  ml. 

Protein 

5.4  gm./lOO  ml. 

Albumin/globulin  ratio 

1.2 

Blood  sugar 

131  mg./ 100  ml. 

*3-12  units  is  normal. 


lower  extremities  to  deep  palpation.  Reflexes 
were  described  as  moderately  hyperactive. 

A d ditional  Data. — Phenolsulf onphthalein 
(PSP)  showed  1 percent  excretion  at  15 
minutes,  total  of  2.5  percent  excretion  at  30 
minutes,  and  a total  of  3.5  percent  excretion 
after  1 hour.  A Goldsmith  test  showed  a 
phosphate  to  creatinine  ratio  of  0.5,  0.47, 
0.46,  and  0.16.  Electrocardiogram  showed 
tachycardia  and  nonspecific  evidence  of  in- 
jury, ischemia,  or  electrolyte  imbalance. 

Hospital  Course. — The  patient  was  afe- 
brile most  of  the  time  with  the  highest  eleva- 
tion of  temperature  100  F.  rectally.  She  ex- 
perienced occasional  tachycardia  and  failed 
to  evidence  hypertension  but  ran  blood  pres- 
sures of  around  114/70  mm.  of  mercury. 
For  the  most  part,  she  was  rational  and  con- 
scious, eating,  but  not  well.  She  complained 
frequently  and  bitterly  of  leg  pain  and  was 
sometimes  restless  and  at  times  hallucinat- 
ing. On  May  7,  1964,  she  stated  at  9 :45  a.m. 
that  she  was  going  to  die;  at  10:20  a.m.  she 
was  pronounced  dead. 

Medications  included  frequent  administra- 
tion of  Demerol  and  Sparine  as  analgesia, 
intravenous  fluids,  including  calcium,  and 
colchicine.  The  latter  drug  was  used  in  con- 
nection with  pain  at  the  base  of  the  great  toe. 

Fluid  balance  sheet  indicated  that  urinary 
output  varied  between  550  ml.  and  1300  ml. 
per  24-hour  period  and  was  recorded  as  825 
ml.  on  the  day  prior  to  death. 

Radiologic  Findings 

DR.  HUGO  F.  ELMENDORF,  JR.:  The 
radiographs  available  for  study  were  of  a 
chest,  right  elbow,  hips  and  pelvis.  Since 
clinically,  a diagnosis  of  hyperparathyroid- 
ism was  being  considered,  additional  films 
were  obtained  of  the  hands  and  the  skull. 


The  manifestations  of  hyperparathyroid- 
ism primarily  or  secondarily  are  not  always 
evidenced  on  the  radiographs  of  the  skeletal 
system.  However,  the  usual  sites  for  mani- 
festation were  examined.  The  characteristic 
and  most  specific  finding  in  hyperparathy- 
roidism is  that  of  subperiosteal  bone  resorp- 
tion, particularly  about  the  phalanges  of  the 
hands,  which  finding  could  not  be  substan- 
tiated. The  patient  was  a postmenopausal 
woman  and  had  osteoporosis  commensurate 
with  her  age.  The  skull  findings  in  hyper- 
parathyroidism were  absent,  there  being 
some  demineralization  of  the  skull  but  no 
specific  subcortical  or  subperiosteal  cystic 
lesion.  The  teeth  were  absent,  so  the  possi- 
bility of  a diagnosis  established  by  loss  of 
the  lamina  dura  was  lacking.  Occasionally 
there  are  described  calcifications  in  the  basal 
ganglia  which  were  also  lacking.  The  brown 
tumors  or  cystic  lesions  occasionally  seen  in 
the  long  bones  were  absent.  The  subperi- 
osteal bone  resorption,  which  has  been  de- 
scribed in  the  distal  ends  of  the  clavicles, 
could  not  be  identified.  Unfortunately,  no 
radiographs  were  obtained  of  the  renal 
areas,  so  that  assessment  of  the  renal  mass 
and/or  the  presence  of  urinary  calculi  could 
not  be  established.  The  demineralization 
present  in  the  skeletal  system  is  commonly 
seen  in  osteoporosis  of  senility,  and  the  find- 
ings are  not  diagnostic  of  the  suspected  clin- 
ical entity. 

Chest  films  did  demonstrate  cardiomegaly 
with  congestive  failure  and  pulmonary 
edema. 

Clinical  Discussion 

DR.  VIRGILIO  BEATO:  From  reading 
the  history  we  can  notice  a great  number  of 
symptoms,  physical  findings,  and  laboratoiy 
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reports  that  can  be  summarized  in  the  fol- 
lowing manner : 

Symptoiyis. — Dyspnea,  weakness,  back 
pain,  cramping  leg  pain  and  mental  mani- 
festations. 

Physical  Findings. — Obesity,  acutely  ill 
appearance,  enlarged  heart,  wet  lungs,  ex- 
cruciating tenderness  on  lower  extremities 
to  deep  palpation. 

As  important  laboratory  test  reports  we 
have  increased  BUN,  uric  acid,  creatinine, 
alkaline  phosphatase,  and  phosphorus.  The 
blood  sugar  was  reported  one  time  as  slight- 
ly elevated  and  diabetic  curve  was  obtained 
after  glucose  tolerance  test.  The  calcium  has 
been  reported  low  and  then  noticeable  de- 
crease of  PSP  excretion  is  found.  From  the 
x-ray  point  of  view,  we  can  find  cardio- 
megaly,  lung  congestion  and  moderate  de- 
mineralization of  the  skeleton.  A Goldsmith 
test  was  not  characteristic. 

Finally,  as  important  past  history,  we  do 
have  kidney  stone,  treatment- resistant  ane- 
mia, hypertension,  and  prolonged  oral  cal- 
cium intake. 

When  one  faces  a case  like  this,  with  such 
a great  number  of  pathologic  findings,  the 
best  approach  is  to  choose  the  main  and  most 
important  syndrome  to  start  the  analysis. 
In  the  present  example,  my  choice  is  renal 
failure.  Renal  failure  is  a well  established 
fact  in  this  patient.  We  can  be  sure  of  that 
because  the  biochemical  findings  revealing 
increased  BUN,  creatinine,  uric  acid,  phos- 
phorus and  a greatly  reduced  PSP  excretion 
leave  no  room  for  doubt.  We  can,  therefore, 
assume  that  this  patient  was  in  an  advanced 
stage  of  renal  failure,  and  it  could  reason- 
ably explain  most  of  the  whole  clinical  pic- 
ture like  weakness,  muscular  and  bone  pain, 
anemia,  cardiomegaly,  and  mental  manifes- 
tation. Hence,  accepting  on  this  firm  basis 
that  the  patient  had  renal  failure,  one  should 
ask  himself  if  it  is  a case  of  extrarenal 
uremia.  Or  are  we  dealing  with  a primary 
renal  disease? 

Extrarenal  uremia  cannot  be  postulated 
here  with  such  a prolonged  history  of  kid- 
ney troubles,  kidney  stone,  and  pathologic 
urinary  findings  since  1957.  Otherwise  the 
low  urinary  specific  gravity,  with  marked 
BUN  and  creatinine  elevation,  in  presence 
of  almost  normal  urinary  volume  excretion, 
rules  out  that  possibility.  Hence,  we  can 
presume  that  the  patient  had  renal  failure 
due  to  organic  chronic  renal  disease. 

From  the  practical  view,  the  next  step  in 


dealing  with  renal  failure  is  to  differentiate 
between  obstructive  uropathy  and  medical 
nephropathies.  This  point,  not  so  important 
in  this  overt  case  of  medical  nephropathy, 
should  always  be  kept  in  mind.  In  a woman, 
like  this  patient,  prostate  gland  disease  need 
not  be  considered,  but  do  not  forget  it  in 
the  male.  In  the  woman  with  obstructive 
uropathy,  ureteral  involvement  due  to  carci- 
noma of  the  uterus  should  always  be  investi- 
gated. Uremia  sometimes  appears  as  the 
first  manifestation  of  an  undiagnosed  carci- 
noma of  the  uterus,  with  invasion  of  both 
ureters.  Also,  the  so-called  Ormond  disease,^ 
with  progressive  fibrosis  and  retraction  of 
the  retroperitoneal  tissue  involving  both 
ureters,  can  be  a cause  of  what  appears  to 
be  an  obscure  case  of  uremia.  But  all  of 
these  conditions  of  obstructive  uropathies 
are  expressed  with  progressive  oliguria,  and 
some  evidence  of  hydronephrosis  can  be 
demonstrated.  The  urogram  would  permit 
eliminating  any  obstructive  disorder.  The 
intravenous  pyelogram  in  this  case  showed 
no  dye  excretion  and  small  kidneys  as  usual- 
ly seen  in  patients  with  far  advanced  stage 
of  medical  nephropathy. 

Assuming  that  this  patient  had  some  sort 
of  primary  kidney  disease,  we  have  to  dis- 
cuss immediately  what  this  kidney  disease 
was. 

In  this  regard,  we  have  to  consider  four 
categories  of  chronic  kidney  disease:  (1) 
toxic  nephropathies,  (2)  metabolic  nephro- 
pathies, (3)  infiltrative  nephropathies,  and 
(4)  vascular  nephropathies. 

From  the  first  category,  two  types  of 
chronic  intoxication  leading  to  damage  of 
both  kidneys,  and  renal  failure  should  be 
considered : chronic  lead  intoxication  and  so- 
called  phenacetin  nephritis.  Lead  nephropa- 
thy has  received  more  attention  during  re- 
cent years  partially  because  of  epidemio- 
logic studies  in  Australia  showing  a high 
incidence."  The  clinical  picture  has  no  dis- 
tinguishing features  and  is  suspected  only 
when  there  is  history  of  prolonged  contact 
with  lead.  In  this  particular  case,  no  history 
of  lead  exposure  has  been  recorded.  As  far 
as  phenacetin  nephritis  is  concerned,  the 
number  of  reported  cases  has  increased  dur- 
ing the  last  decade.^  Phenacetin  is  able  to 
produce  interstitial  nephritis  and  even  papil- 
lary necrosis  after  several  years  of  consum- 
ing this  drug.  But  again,  we  do  not  have  a 
history  to  back  this  possibility,  which  is  by 
no  means  uncommon. 
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The  second  group  of  chronic  renal  diseases 
to  consider  are  the  metabolic  nephropathies. 
Among  them  gout,  primary  hyperparathy- 
roidism, milk-alkali  syndrome,  adult  Fanconi 
syndrome  and  primary  renal  tubular  acido- 
sis should  be  mentioned.  A history  of  dif- 
fuse pain,  as  in  this  case,  knee  involvement 
requiring  intrasynovial  cortisone  injection, 
kidney  stone,  and  increased  serum  uric  acid, 
would  suggest  gout  with  renal  involvement 
as  a possibility.  But  the  patient  belonged  to 
the  sex  in  which  gout  is  less  frequent,  no 
tophus  had  been  found,  and  no  history  of 
acute  gout  arthritis  or  the  characteristic 
chronic  tophaceous  arthritis  is  recorded  in 
the  history.  Thus,  we  can  assume  that  this 
hyperuricemia  is  secondary  and  not  a pri- 
mary biochemical  finding.  In  this  case  I 
think  gout  could  be  ruled  out  definitely. 

In  primary  hyperparathyroidism  increased 
alkaline  phosphatase  in  the  serum  is  a classi- 
cal finding.  Also  demineralization  of  the 
skeleton  and  kidney  stone  formation  consti- 
tutes one  of  the  most  frequent  bone  mani- 
festations that  can  occur  in  this  disease. 
Weakness,  constipation,  anorexia,  weight 
loss,  and  neuropsychiatric  symptoms,  all  of 
which  had  been  present  in  this  patient,  also 
are  frequent  complaints  of  one  with  primary 
hyperparathyroidism.  But  the  biochemical 
picture  present  in  this  case  showing  low  se- 
rum calcium  and  high  inorganic  phosphorus 
are  strongly  against  this  possibility.  In  this 
case  a high  alkaline  phosphatase  level  prob- 
ably reflects  some  secondary  hyperparathy- 
roidism associated  with  the  chronic  renal 
failure.  But  we  should  not  forget  that  pri- 
mary hyperparathyroidism  often  is  compli- 
cated with  nephrocalcinosis  and  it  in  turn 
leads  to  renal  failure  and  phosphate  reten- 
tion, with  secondary  lowering  of  the  serum 
calcium.  But  this  is  a case  where  nephrocal- 
cinosis is  not  present.  Thus,  it  seems  to  me 
highly  improbable  that  we  are  dealing  with 
a case  of  primary  hyperparathyroidism. 

Another  condition  that  I would  like  to 
mention  is  the  milk -alkali  syndrome  de- 
scribed by  Burnett.^  It  is  true  that  this 
patient  was  taking  oral  calcium  for  seven 
years,  but  we  do  not  have  a history  of  peptic 
ulcer  and  prolonged  ingestion  of  excessive 
amounts  of  milk  alkali.  In  Burnett’s  syn- 
drome we  would  expect  hypercalcemia,  hy- 
pochloremic alkalosis,  normal  serum  phos- 
phate and  alkaline  phosphatase  levels.  Irre- 
versible renal  damage  can  occur.  Also,  cal- 


cinosis with  conjunctivitis  and  band  kerati- 
tis are  important  physical  findings,  not  pres- 
ent in  this  case. 

The  adult  form  of  Fanconi  syndrome, 
which  may  be  due  to  inborn  error  or  ac- 
quired, can  in  advanced  stage  be  associated 
with  uremia.  The  clinical  manifestations  in 
the  adult  usually  are  dominated  by  the  man- 
ifestations of  osteomalacia  and  hypokalemia. 
Bone  pains,  weakness,  and  recurrent  epi- 
sodes of  hypokalemic  paralysis  can  occur. 
Patients  excrete  glucose  in  the  urine  due  to 
defective  tubular  reabsorption.  All  of  these 
symptoms  and  glycosuria  were  present  in 
our  case,  and  could  suggest  at  first  glance 
this  possibility.  Immediately  we  can  rule 
out  this  entity  if  we  remember  that  gly- 
cosuria in  Fanconi’s  syndrome  is  a type  of 
renal  glycosuria  not  associated  with  hyper- 
glycemia, and  in  our  case,  on  the  contrary, 
glycosuria  was  a manifestation  of  a real 
diabetes.  On  the  other  hand,  the  biochemi- 
cal picture  in  blood  and  urine  is  character- 
istic, and  is  completely  different  from  that 
present  in  the  case  under  discussion.  In  Fan- 
coni’s syndrome,  we  have  amino-aciduria, 
and  increased  excretion  of  potassium,  bicar- 
bonate, urate,  and  phosphate  associated  with 
low  plasma  concentration  of  all  these  com- 
ponents. The  same  can  be  said  about  pri- 
mary renal  tubular  acidosis  where  hypokale- 
mic paralysis  constitutes  one  of  the  main 
features  of  the  disease. 

Talking  now  about  infiltrative  nephro- 
pathies, there  are  two  of  them  that  are  char- 
acteristically associated  with  changes  in  the 
serum  calcium.  These  are  multiple  myeloma 
and  sarcoidosis.  In  both  diseases,  the  skele- 
ton also  is  frequently  involved  and  should 
be  mentioned  here.  Uremia  may  occur  fol- 
lowing the  deposition  of  Bence-Jones  pro- 
tein within  the  nephrons.  Multiple  myeloma 
with  diffuse  involvement  of  the  skeleton  is 
accompanied  by  hypercalcemia,  and  the 
roentgenologic  picture  can  resemble  that  of 
osteoporosis.  Also  hyperuricemia  may  occur 
as  an  expression  of  an  increased  rate  of 
purine  metabolism.  All  these  features  plus 
anemia  could  suggest  multiple  myeloma  in 
this  71-year-old  woman,  but  we  do  not  have 
here  the  benefit  of  a bone  marrow,  or  a test 
for  Bence-Jones  protein  in  the  urine,  to  rule 
out  this  possibility.  But  the  presence  of  hy- 
pertension and  low  total  proteins  make  this 
diagnosis  a remote  one. 

Sarcoidosis  is  also  associated  with  hyper- 
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calcemia  and  may  involve  both  kidneys  lead- 
ing to  renal  failure  and  uremia.  Deposition 
of  calcium  in  the  kidneys  with  subsequent 
pyelonephritis  or  renal  damage  as  a result  of 
direct  sarcoid  infiltration  may  occur.  But 
we  do  not  have  any  one  of  the  subsidiary 
symptoms  or  signs  of  sarcoidosis  and  the 
roentgenologic  aspect  of  the  skeleton  is  not 
that  usually  seen  in  this  disease. 

Finally,  we  have  to  consider  the  most  fre- 
quent category  of  medical  nephropathies.  I 
have  grouped  them  under  the  title,  vascular 
nephropathies.  It  includes  chronic  glomeru- 
lonephritis, arteriolonephrosclero’sis,  intra- 
capillary glomerulosclerosis  (Kimmelstiel- 
Wilson  syndrome),  and  pyelonephritis.  In 
all  of  them  the  participation  of  the  glomeruli 
is  predominant. 

One  could  be  tempted  to  postulate  a chron- 
ic glomerulonephritis  in  this  case  with  a 
past  history  of  several  episodes  of  boils.  We 
all  know  that  pyoderma  is  second  only  to 
streptococcal  throat  infection  in  producing 
acute  glomerulonephritis.  In  chronic  glom- 
erulonephritis, the  acute  stage  usually  is  not 
recorded  in  the  patient’s  past  history,  and 
that  could  be  the  case  here.  But  the  ad- 
vanced age  of  the  patient,  and  the  lack  of 
any  evidence  of  nephrotic  manifestations  in 
the  patient’s  past  history,  bring  me  to  con- 
sider chronic  glomerulonephritis  as  a less 
likely  possibility. 

Arteriolonephrosclerosis  is  the  result  of 
arterial  hypertension.  The  majority  of 
cases  terminate  in  congestive  heart  failure 
or  stroke  before  nephrosclerosis  becomes  se- 
vere enough  to  produce  uremia.  On  the  other 
hand,  uremia  rarely  develops  in  nephro- 
sclerosis until  hypertension  is  severe  and 
when  uremia  appears  the  course  is  usually 
rapid.  Based  on  these  facts,  we  can  rule  out 
arteriolonephrosclerosis  as  the  main  patho- 
logic finding  in  this  case,  but  accept  that 
some  arteriolar  changes  probably  are  pres- 
ent as  reflection  of  chronic  arterial  hyper- 
tension. Also  we  can  postulate  that  some  de- 
gree of  arteriosclerotic  nephropathy  should 
be  found  in  this  71-year-old  woman,  but  it 
indeed  will  not  constitute  the  main  patho- 
logic lesion. 

Diabetic  glomerulosclerosis  always  has  to 
be  considered  in  a patient  with  diabetes.  Of 
course,  the  clinical  picture  in  this  case  is 
not  the  classic  one  resembling  nephrotic 
syndrome.  We  should  not  forget  that  often 
diabetic  patients  have  a mixed  renal  pathol- 
ogy. The  kidneys  show  at  the  same  time 
evidence  of  chronic  pyelonephritis,  nephro- 


sclerosis of  arterial  and  arteriolar  type,  and 
glomerular  changes  as  described  by  Kimmel- 
stiel  and  Wilson.  All  of  these  lesions  lead  to 
small  retracted  organs,  with  final  uremia 
where  the  most  comprehensive  name  of 
Bright’s  disease  could  be  used. 

Chronic  pyelonephritis  is  statistically  the 
most  frequent  kidney  disease  found  on 
autopsy.  This  patient  was  diabetic  and  dia- 
betics are  prone  to  develop  pyelonephritis. 
Chronic  pyelonephritis  is  associated  with  a 
prolonged  and  protracted  course  often  end- 
ing in  uremia  with  small  and  contracted 
kidneys  as  appears  in  this  case.  I think,  as 
far  as  the  kidneys  are  concerned,  that  a 
mixed  histologic  picture  where  pyelonephri- 
tis is  the  basic  pathology,  with  nephroscle- 
rosis and  maybe  some  glomerulosclerotic 
changes  of  diabetic  type,  is  the  most  likely 
diagnosis. 

The  diffuse  demineralization  of  the  skele- 
ton, associated  with  great  elevation  of  alka- 
line phosphatase,  indicates  that  renal  osteo- 
dystrophy is  present.  In  renal  osteodystro- 
phy we  have  two  different  pictures  that  can 
occur  simultaneously  in  different  degrees. 
One  is  osteomalacia  and  the  other  is  osteitis 
fibrosa.  Recently  it  has  been  suggested  that 
a relative  decrease  in  the  biologic  activity 
of  ingested  vitamin  D in  persons  suffering 
from  renal  failure  seems  more  likely  to  be 
the  cause  of  a decrease  in  calcium  absorp- 
tion.® This  results  in  imperfect  mineraliza- 
tion of  newly  formed  bone  and  then  osteo- 
malacia. At  the  same  time  in  uremia,  in  ad- 
dition to  a reduced  calcium  absorption,  the 
retention  of  phosphate  further  reduces  the 
available  ionized  calcium  concentration  caus- 
ing the  parathyroid  gland  to  respond  with 
an  increased  secretion  of  hormone.  This  in 
turn  causes  an  increased  mobilization  of  cal- 
cium and  phosphorus  from  the  skeleton  giv- 
ing the  picture  of  osteitis  fibrosa.  In  re- 
viewing the  x-ray  film  of  this  case,  we  do 
not  see  classical  roentgenologic  changes  of 
either  one,  that  is,  osteomalacia  or  osteitis 
fibrosa.  In  osteomalacia  the  findings  of  the 
so-called  Looser’s  zones  or  pseudofractures 
are  typical  as  in  subperiosteal  reabsorption 
of  bone  in  hyperparathyroidism.  Frequent- 
ly, the  diagnosis  can  be  made  only  with  bi- 
opsy of  the  bone.  The  finding  of  a poorly 
calcified  osteoid  tissue  is  the  rule  in  osteo- 
malacia, and  osteoclastic  reabsorption  of 
bone  and  its  replacement  by  connective  tis- 
sue and  attempt  at  new  bone  formation  is 
characteristic  of  osteitis  fibrosa.  In  this  par- 
ticular case,  we  are  probably  dealing  with 
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a combination  of  both  processes  in  different 
degrees.  The  term  renal  osteodystrophy 
might  well  be  applied.  Thus,  in  concluding 
our  discussion,  we  can  reach  the  following 
diagnoses : 

1.  Uremia  as  a result  of  far  advanced, 
slowly  progressive  medical  nephropathy. 

2.  The  underlying  renal  pathology  proba- 
bly is  a combination  of  chronic  atrophic  py- 
elonephritis with  nephrosclerosis  of  arterial 
and  arteriolar  type. 

3.  Renal  osteodystrophy  with  mixed 
changes  of  osteomalacia  and  osteitis  fibrosa. 

4.  Secondary  hyperplasia  of  the  parathy- 
roid gland  of  the  chief  cell  type,  and  no  real 
adenoma  as  usually  appears  in  primary  hy- 
perparathyroidism. 

5.  Lastly,  an  associated  pathology,  char- 
acterized by  cardiac  enlargement,  left  ven- 
tricular hypertrophy,  and  the  usual  findings 
of  a patient  dying  in  uremia. 


Pathologic  Findings 

M.  W.  DELMER,  M.D. : In  the  absence 
of  Dr.  Annie  Kirshman,  who  performed  this 
autopsy  while  a resident  in  our  department, 
I shall  present  the  autopsy  findings.  Dr. 
Beato  has  been  very  accurate  in  his  assess- 
ment of  the  case. 

The  kidneys  weighed  90  and  110  gm.  with 
the  larger  kidney  containing  urinary  calculi 
in  the  pelvis  and  exhibiting  hydronephrosis. 
Both  of  these  kidneys  demonstrated  a dis- 
tinct minority  of  glomeruli  that  were  not 
hyalinized.  There  was  post -inflammatory 
scarring  of  the  stroma,  and  there  were  focal 
infiltrates  of  moderate  numbers  of  lympho- 
cytes. Furthermore,  there  were  fairly  heavy 
calcium  deposits  in  renal  tubular  cells,  in  the 
lumen  of  some  of  the  tubules,  and  also  in 
interstitial  tissue  between  tubules  (Fig.  1). 
Medium  size  and  small  thick-walled  arteries 
reflected  a considerable  degree  of  accom- 
panying arteriosclerosis.  Perirenal  fat  also 
exhibited  a few  foci  of  metastatic  calcifi- 
cation. 

The  heart  weighed  520  gm.  and  showed 
extensive  arteriosclerosis  of  the  coronary 
vessels  but  nothing  to  indicate  occlusion. 
There  was  left  ventricular  hypertrophy  with 
the  wall  measuring  up  to  2 cm.  in  thickness. 
Both  the  aortic  and  mitral  valves  exhibited 
calcific  thickening,  particularly  of  their 
rings.  This  had  resulted  in  a moderate  de- 


gree of  narrowing  of  the  aortic  valve  open- 
ing, but  no  considerable  stenosis.  Multiple 
foci  of  metastatic  calcification  within  myo- 
cardial fibers  and  in  the  interstitial  tissues 
were  found  in  sections  of  the  heart,  and  oc- 
casionally such  areas  were  associated  with 
foreign  body  multinucleated  giant  cell  re- 
sponse (Fig.  2). 

The  parathyroid  glands  each  measured  8, 
10,  10,  and  25  mm.  in  greatest  diameter,  pre- 
senting a considerable  enlargement  above 
normal.  Sections  of  these  glands  showed  a 
preponderance  of  chief  cells  with  occasional 
water  clear  cells  in  little  clusters  and  an  oc- 
casional small  nest  of  oxyphilic  cells.  There 
was  little  or  no  fat  present  in  any  one  of 
these  glands  (Fig.  3). 

Sections  of  vertebrae  were  taken  as  ex- 
amples of  the  skeletal  system,  and  in  this 
material  we  noted  irregular,  sometimes  frag- 
mented bony  trabeculae  and  some  of  these 
exhibited  irregular  seams  with  thin  osteoid 
covering  and  with  osteoclastic  activity  lead- 
ing to  irregular  absorption  of  bone.  Central 
portions  of  trabeculae  sometimes  showed  fi- 
brous replacement  of  bone  (Fig.  4).  It  is 
my  feeling  that  the  changes  reflected  a com- 
bination of  osteomalacia  as  well  as  early 
osteitis  fibrosa,  considering  the  increased 
osteoplastic  and  osteoclastic  activity,  and  the 
focal  areas  of  increased  fibrous  connective 
tissue.  This  was  not  the  well  advanced  os- 
teitis fibrosa  that  one  sometimes  sees  with 
severe  chronic  renal  disease.  Perhaps  renal 
osteodystrophy  is  the  best  terminology. 

Aside  from  these  major  findings,  other 
changes  to  be  expected  in  connection  with 
uremia  were  found.  This  included  bilateral 
pleural  effusions,  congestion  of  the  lungs 
and  edema,  and  hyperemia  of  intestinal 
mucosa. 

In  putting  these  findings  together,  I be- 
lieve that  this  patient  had  experienced  pro- 
longed chronic  renal  failure  due  to  pyelone- 
phritis, with  a history  dating  back  at  least 
seven  years  and  probably  longer.  This  had 
led  to  uremia  and  to  secondary  hyperpara- 
thyroidism. Metastatic  calcification  of  heart 
and  kidneys  has  occurred  because  of  the 
mobilization  of  calcium  from  the  bone  under 
the  influence  of  the  parathyroid  hormone. 
I believe  death  should  be  attributed  to  a 
combination  of  uremia  and  congestive  heart 
failure  with  pulmonary  edema.  A fairly  ex- 
tensive myocardial  calcification  may  have 
contributed  to  the  failure. 

Lucas®  is  credited  in  1883  with  noting  that 
patients  ill  with  chronic  renal  disease  also 
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Fig.  1.  Calcification  of  renal  tubules  and  interstitial  tissue.  Fig.  3.  Hyperplasia  of  parathyroid  gland,  mainly  chief  cells. 


Fig.  2.  Metastatic  calcification  of  myocardium. 

developed  abnormalities  of  the  skeletal  sys- 
tem. Since  that  time,  the  combination  of 
chronic  renal  disease,  secondary  hyperpara- 
thyroidism, and  osteodystrophy  has  become 
well  recognized.  In  a recent  review.  Pollack'^ 
noted  that  there  were  few  well  documented 
instances  of  renal  disease  with  secondary 
hyperparathyroidism  in  the  literature.  He 
reported  on  17  patients  in  his  series  and  in 
reviewing  the  literature  found  25  more 
cases.  It  seems  likely  that  the  literature  is 
not  a true  reflection  of  the  incidence  of  this 
combination  of  findings.  Chronic  pyelone- 
phritis forms  the  largest  group  in  his  series 
of  renal  diseases  that  lead  to  parathyroid 
involvement. 

Interestingly,  metastatic  calcification, 
such  as  we  have  in  our  case,  has  not  been 
reported  in  uncomplicated  primary  hyper- 
parathyroidism, but  may  occur  late  when 
renal  failure  has  led  to  elevated  serum  phos- 
phorus. 

Pathological  Diagnoses 

1.  Uremia  due  to  chronic  pyelonephritis. 


Fig.  4.  Irregular  seams  of  bone  and  focal  fibrosis. 

right  hydronephrosis  with  renal  calculi,  and 
arterionephrosclerosis. 

2.  Secondary  hyperplasia  of  parathyroid 
glands,  due  to  chronic  renal  disease. 

3.  Renal  osteodystrophy  (early  osteitis 
fibrosa  and  osteomalacia). 

4.  Metastatic  calcification  of  heart  and 
kidneys. 

5.  Acute  pulmonary  edema,  bilateral. 
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Texas  Delegates  Contribute 
To  AMA  Policy  on  Medicare 


Texas  delegates  played  a 

significant  role  in  shaping  the  pol- 
icies of  the  American  Medical  As- 
sociation on  key  issues  at  the  1965 
Annual  Convention  at  New  York 
City  on  June  20-24.  At  the  same 
time  delegates  reelected  Dr.  Milford 
0.  Rouse,  Dallas,  and  Dr.  J.  B. 
Copeland,  Austin,  to  positions  of 
leadership. 

Dr.  Rouse  was  reelected  Speak- 
er of  the  House  of  Delegates,  the 
Association’s  235-member  top  pol- 
icy-making body.  Dr.  Rouse  was 
named  unanimously  to  serve  a 
third  year  as  Speaker;  he  previ- 
ously had  held  the  office  of  Vice 
Speaker  for  four  years. 

Dr.  Copeland  was  elected  to 
serve  a full  term  of  three  years  as 
a member  of  the  Association’s 
Board  of  Trustees.  Dr.  Copeland 
was  first  elected  to  the  AMA 
Board  in  December,  1964,  to  fill 
the  unexpired  term  of  Dr.  James 
Z.  Appel,  Lancaster,  Pennsylvania, 
now  President. 


Dr.  J.  B.  Copeland  Resigns 
Post  as  TMA  Trustee 

As  a result  of  his  election  to  a full 
term  to  the  AMA  Board  of  Trustees, 
Dr.  J.  B.  Copeland  resigned  as  a mem- 
ber of  the  TMA  Board  of  Trustees  in 
view  of  his  pressing  new  duties.  Dr. 
John  M.  Smith,  Jr.,  of  San  Antonio, 
past  chairman  of  the  Council  on  Medi- 
cal Jurisprudence,  was  appointed  by 
Dr.  David  Wade,  President,  to  fill  out 
the  unexpired  term,  which  ends  at  the 
1966  Annual  Session. 


The  role  of  the  physician  in  the 
Medicare  program  attracted  the 
greatest  interest  of  the  House  of 
Delegates.  The  Texas  Delegation 
asked  the  AMA  to  reaffirm  Sec- 
tion 6 of  the  “Principles  of  Medi- 
cal Ethics”  which  states  that  “A 
physician  should  not  dispose  of  his 
services  under  terms  or  conditions 
which  tend  to  interfere  with  or 
impair  the  free  and  complete  ex- 
ercise of  his  medical  judgment  and 
skill  or  tend  to  cause  a deteriora- 
tion of  the  quality  of  medical 
care.” 

The  Texas  resolution  specifical- 
ly called  for  the  AMA  to  reaffirm 
that  it  is  ethical,  proper,  and  de- 
sirable for  physician  members  to 
protect  the  interest  of  those  they 
serve  by  continuing  to  care  for 
them  free  from  the  dictates  of  any 
agency  or  third  party  constituted 
or  designated  to  implement  any 
compulsory  social  insurance  pro- 
gram of  medical  care. 

The  Texas  resolution  was  one  of 
nine  presented  on  the  subject  of 
Medicare.  While  the  Texas  reso- 
lution was  not  adopted.  Section  6 
of  the  “Principles  of  Medical  Eth- 
ics” was  cited  in  the  policy  state- 
ment adopted  by  the  AMA  House 
of  Delegates. 

The  policy  statement  also  reaf- 
fiiTued  the  Bauer  Resolution  adopt- 
ed in  1961  which  reads: 

“The  House  of  Delegates  of  the 
American  Medical  Association  be- 
lieves the  medical  profession  will 
see  to  it  that  every  person  receives 
the  best  possible  medical  care  re- 
gardless of  ability  to  pay.  The 
medical  profession  will  render  that 
care  according  to  the  system  it 


believes  is  in  the  public  interest, 
and  that  it  will  not  be  a willing 
party  to  implementing  any  system 
which  it  believes  to  be  detrimental 
to  the  public  welfare.” 

The  Texas  Delegation  presented 
a second  resolution  relating  to  the 
recommendations  of  the  President’s 
Commission  on  Heart  Disease,  Can- 
cer, and  Stroke.  The  Commission 
has  recommended,  among  many 
provisions,  the  creation  of  regional 
complexes  for  care  and  clinical  in- 
vestigation of  patients  with  heart 
disease,  cancer,  and  stroke  as  well 
as  the  establishment  of  diagnostic 
and  treatment  stations  for  those 
diseases. 

The  Texas  resolution  said  that 
it  was  apparent  that  the  Commis- 
sion has  based  its  recommendations 
on  the  assumption  that  many  pa- 
tients die  of  these  diseases  need- 
lessly because  the  physician  and 
the  present  system  do  not  render 
pi'oper  care.  In  effect,  the  Com- 
mission has  taken  the  position  that 
it  is  impossible  to  achieve  optimum 
control  of  heart  disease,  cancer, 
and  stroke  without  a broad,  sweep- 
ing revision  of  the  present  system 
of  health  care.  The  Commission  has 
proposed  to  reorganize  medical 
services  in  this  country. 

The  Texas  resolution  called  for 
the  AMA  to  oppose,  in  principle, 
the  report  “which  raises  many 
more  questions  than  it  answers,” 
and  to  reiterate  strong  support 
for  the  present  system  of  health 
care.  Six  other  state  delegations 
joined  Texas  in  presenting  reso- 
lutions. After  considering  those 
resolutions,  the  House  of  Delegates 
incorporated  them  into  a single 
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statement  of  policy.  The  action 
placed  the  AMA  in  opposition  to 
“those  particular  Commission  rec- 
ommendations which  call  for  and 
have  stimulated  legislation  propos- 
ing hastily  contrived,  unproven, 
and  sweeping  changes  in  the  pat- 
tern of  medical  research,  educa- 
tion, and  patient  care.”  The  policy 
statement  also  cited  the  great  ad- 
vances which  have  been  made  in  the 
diagnosis  and  treatment  in  heart 
disease,  cancer,  and  stroke  under 
the  present  system  of  health  care. 


AMA  Roundup 


Federal  health  care  legislation, 
the  report  of  the  President’s  Com- 
mission on  Heart  Disease,  Cancer 
and  Stroke,  The  Gundersen  Com- 
mittee report  on  organization  of 
the  House  of  Delegates  and  a plan 
for  a new  method  of  establishing 
AMA  scientific  sections  were 
among  the  major  subjects  acted 
upon  by  the  House  of  Delegates  at 
the  American  Medical  Association’s 
114th  Annual  Convention  on  June 
20-24  in  New  York  City. 

Dr.  Charles  L.  Hudson  of  Cleve- 
land, Ohio,  a member  of  the  AMA 
Board  of  Trustees  since  1961,  was 
named  President-Elect.  He  will 
take  office  in  June,  1966,  succeed- 
ing Dr.  James  Z.  Appel  of  Lancas- 
ter, Pa. 

The  1965  AMA  Distinguished 
Service  Award  was  won  by  Dr. 
Tinsley  R.  Harrison  of  Birming- 
ham, Ala.,  for  his  outstanding  work 
in  the  field  of  cardiovascular  dis- 
eases. 

Final  registration  figures  reached 
64,517,  including  24,268  physicians, 
the  largest  physician  registration 
in  the  Association’s  history. 

Action  on  the  Gundersen  Com- 
mittee report  reviewing  the  size, 
makeup  and  functions  of  the 
House  of  Delegates  was  postponed 
until  the  1965  Clinical  Convention 
in  Philadelphia. 

The  committee  pointed  out  that 
certain  aspects  of  its  work  were 
unfinished,  particularly  those  deal- 
ing with  the  function  of  the  AMA 
scientific  sections. 

In  a report  to  the  Board  of  Trus- 
tees, the  Council  on  Postgraduate 
Programs  affirmed  its  belief  that 
the  establishment  of  a new  section 
is  an  important  change  in  the  AMA 
structure,  and  submitted  a proce- 
dure for  evaluating  the  qualifica- 
tions for  a new  section  and  the  sci- 
entific programs  of  all  sections. 

The  House  approved  the  recom- 


mendation, with  certain  word 
changes,  and  suggested  that  it  be 
sent  first  to  the  Gundersen  Com- 
mittee and  then  to  the  appropriate 
AMA  council  for  consideration. 

In  dealing  with  73  resolutions 
and  numerous  reports  from  coun- 
cils, committees,  and  the  Board  of 
Trustees,  the  House  of  Delegates 
also: 

Urged  medical  schools  and  agen- 
cies concerned  with  continuing  edu- 
cation to  incorporate  “appropriate 
learning  experiences”  for  physi- 
cians in  counseling  relating  to  sex- 
ual attitudes  and  behavior. 

Agreed  that  hospital  medical 
staffs  and  state  and  component 
medical  societies  be  urged  to  en- 
courage the  establishment,  mainte- 
nance, and  proper  use  of  cancer 
registries  in  hospitals,  but  that  the 
establishment  of  such  registries 
should  not  be  made  a requirement 
for  accreditation  by  the  Joint  Com- 
mission on  the  Accreditation  of 
Hospitals. 

Instructed  the  Council  on  Medi- 
cal Service  and  its  Committee  on 
Federal  Medical  Services  to  “re- 
main alert  to  any  deviations  from 
policies  of  the  Veterans  Adminis- 
tration concerning  the  provision  of 
drugs  to  veterans  treated  by  pri- 
vate physicians,  and  to  meet  with 
pharmacy  representatives  so  that 
the  basic  principle  of  freedom  of 
choice”  of  pharmacists  be  main- 
tained. 

Referred  to  the  Board  of  Trus- 
tees a resolution  calling  for  the 
AMA  to  caution  the  public  against 
discontinuing  voluntary  health  in- 
surance policies  and  prepayment 
plans  for  persons  over  65  in  “an- 
ticipation of  pending  legislation.” 

Reaffirmed  its  policy  concerning 
the  practice  of  radiology,  patholo- 
gy, anesthesiology,  and  physical 
medicine  in  hospitals. 

Reaffirmed  AMA  policy  that  hu- 


Author  Reports  Correction 


Dr.  A.  W.  White,  Jr.,  author  of 
“Hemangioma  of  Liver:  Spontane- 
ous Rupture  in  Pregnancy,”  May 
Texas  Medicine,  reports  that  since 
publication  of  his  article,  he  has 
received  a further  reference  and 
information  on  a case  of  hemangi- 
oma of  the  liver  in  early  pregnancy. 
Drs.  John  H.  Sewell  and  Kurt  Weiss 
reported  “Spontaneous  Rupture  of 
Hemangioma  of  the  Liver.  A Re- 
view of  the  Literature  and  Presen- 
tation of  Illustrative  Case”  in  the 
Archives  of  Surgery,  volume  83, 
page  729  in  November,  1961. 


man  blood,  as  living  tissue,  should 
not  be  purchased  under  insurance 
contracts.  It  was  recognized  that 
exceptions  may  be  necessary  when 
there  is  need  for  unusually  large 
numbers  of  transfusions,  or  when- 
ever volunteer  blood  donors  are  not 
available. 

Urged  state  and  local  medical  so- 
cieties to  encourage  the  develop- 
ment of  the  Explorer  Scout  Pro- 
gram for  Medical  Specialty  Posts 
and  noted  that  about  150  of  the 
21,000  Explorer  Scout  posts  in  the 
country  are  directly  related  to 
health. 

Adopted  a resolution  calling  for 
continued  efforts  to  secure  the  pas- 
sage of  legislation  “which  will  re- 
move tax  discrimination  against 
professional  people,  specifically  HR 
10  (Keogh)  and  HR  697  (Weltner), 
but  turned  down  recommendations 
that  the  AMA  encourage  its  mem- 
bers to  proceed  at  the  state  and 
county  levels  with  the  foiTnation  of 
corporations  for  the  purpose  of  im- 
plementing an  “organized  effort  in 
the  courts  to  remove  tax  discrimi- 
nation.” 

Directed  the  Board  to  review  the 
subject  of  federal  assistance  for 
operating  expenses  for  health  or 
medical  education  facilities. 

Directed  the  Board  to  study  the 
opportunities  and  problems  associ- 
ated with  Operation  Head  Start 
and  other  programs  now  operating 
or  planned  under  the  Economic  Op- 
portunity Act. 

Referred  to  the  Board  for  study 
a resolution  calling  for  “a  program 
of  purchase  of  health  insurance  . . . 
in  every  state,  subsidy  for  which 
shall  be  by  federal-state  participa- 
tion,” under  which  “extension  of 
coverage  shall  be  to  all  needy  per- 
sons regardless  of  age.” 

Received  a series  of  resolutions 
urging  approval  of  an  American 
Board  of  Family  Practice.  All  were 
referred  to  the  Council  on  Medical 
Education. 

Urged  the  Council  on  Medical 
Education  to  establish  a standard 
date  of  appointment  for  all  ap- 
proved residency  training  pro- 
grams. 

Encouraged  state  and  county 
medical  societies  to  participate  in 
the  formation  of  State  Associa- 
tions of  the  Professions,  “to  pro- 
vide a vehicle,  for  interprofessional 
cooperation  in  those  areas  where 
united  activity  of  the  various  pro- 
fessions can  be  of  great  benefit.” 

Amended  the  bylaws  to  provide 
that  the  vice  president  shall  suc- 
ceed to  the  presidency  should  the 
president  die,  resign,  or  be  removed 
from  office. 
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Port-de-Paix 

David  P.  Hansford,  M.D. 

The  first  of  three  articles  by  members  of  Navarro  County  Medi- 
cal Society,  this  is  an  account  of  an  AMDOC  trip  to  Haiti.  AMDOC, 
Incorporated,  is  a not-for-profit  organization  founded  in  March,  1964. 
Its  purpose  is  to  help  the  American  physician  who  desires  to  give  his 
time  and  his  talents  to  work  in  a needy  or  developing  area  of  the 
world  find  a location  where  his  services  can  be  used.  The  physician 
is  expected  to  pay  his  and  his  family's  transportation  to  and  from  the 
field  of  service  and,  where  possible,  the  sponsoring  organization  with 
whom  the  physician  works  in  the  field  takes  care  of  his  board  and 
room.  No  AMDOC  physicians  are  compensated  for  their  service. 

The  Navarro  County  Medical  Society  undertook  AMDOC  as  a 
project  shortly  after  it  was  founded.  During  1964,  three  of  the  Socie- 
ty's 24  active  members  made  AMDOC  trips.  During  1965  four  other 
members  are  scheduled  to  go  abroad  under  this  program. 


Health  Insurance  Council 
Revises  Forms  Program 

The  Health  Insurance  Council 
has  completed  revisions  in  its  uni- 
fonn  forms  program  designed  to 
ease  the  papei'work  of  physicians 
in  reporting  claims  information  on 
patients  covered  by  insurance  com- 
pany health  insurance  policies. 

Developed  by  the  HIC  in  coop- 
eration with  the  American  Medical 
Association,  the  revised  program 
consists  of  a master  list  of  ques- 
tions to  obtain  infonnation  essen- 
tial for  the  payment  of  health  in- 
surance benefits.  The  questions 
used  have  been  simplified  and 
standardized  in  terminology  and 
sequence  and  are  applicable  to  all 
forms  of  health  insurance,  both 
group  and  individual.  The  revi- 
sions constitute  a refinement  of  an 
earlier  program  in  which  two  lists 
of  questions  were  used,  one  for 
group  claims  and  one  for  individ- 
ual and  family  claims. 

Broad  support  for  the  new  pro- 
gram within  the  insurance  indus- 
try came  from  the  HIC’s  constitu- 
ent associations  representing  com- 
panies which  issue  more  than  90 
percent  of  the  health  care  cover- 
ages written  by  the  nation’s  insur- 
ance companies.  Many  companies 
have  adopted  the  master  list  and 
others  are  planning  to  convert  to 
the  new  procedure  shortly. 

The  HIC  has  published  a brief 
reference  manual  on  the  revised 
uniform  forms  program  to  serve 
as  a guide  to  physicians  and  their 
medical  assistants  when  complet- 
ing claim  statements. 

Quantities  of  the  booklet  have 
been  distributed  to  state  and  coun- 
ty medical  societies  throughout  the 
country,  and  to  medical  assistants 
and  clinic  managers  through  their 
respective  local  organizations. 

Single  copies  of  the  booklet,  en- 
titled “Simplified  and  Standardized 
Health  Insurance  Claim  Forms — a 
Report  to  the  Physician,”  may  be 
obtained  without  charge  from  the 
Health  Insurance  Council,  750 
Third  Avenue,  New  York,  N.  Y. 
10017. 


P ORT-DE-PAIX,  Haiti,  West  In- 
dies, is  a town  of  about  8,000  on 
the  northern  coast  of  Haiti  direct- 
ly across  from  the  Island  of  Tor- 
tuga. The  name  Hispaniola  and 
Tortuga  are  well  known  to  those 
who  have  read  stories  of  the  Span- 
ish Main  and  the  pirates  of  old, 
but  Port-de-Paix,  where  I served 
as  an  AMDOC  physician,  is  any- 
thing but  a prosperous  pirate 
hangout  these  days. 

Port-de-Paix  is  150  miles  from 
the  capital  of  Port-au-Prince  and 
is  reached  by  an  eight-hour  jeep 
ride  over  almost  unbelievably  bad 
roads  along  which  it  is  impossible 
to  find  rest  rooms,  safe  drinking 
water,  or  safe  foods.  At  the  end 
of  the  wearying  journey,  the  pas- 
sengers and  baggage  are  covered 
with  finely  powdered  limestone 
dust.  One’s  desire  for  adventure 
truly  is  satiated  for  one  day  since 
every  turn  of  the  road  and  every 
chuckhole,  donkey,  chicken,  or  pe- 
destrian who  happens  to  be  in  the 
way  of  the  Haitian -driven  jeep 
provides  a thrill  a minute. 

Port-de-Paix  is  the  capital  of 
the  Department  of  the  Northwest, 


one  of  nine  departments  or  states 
in  Haiti,  and  is  populated  by  some 
of  the  kindest,  gentlest,  and  most 
appreciative  people  we  have  ever 
known.  Because  of  the  political 
climate,  which  has  gradually  forced 
out  all  foreign  capital  from  the 
country  and  discouraged  practical- 
ly all  tourism,  people  are  in  des- 
perate need.  There  is  no  work,  no 
imports  or  exports,  and  no  pros- 
pect of  improvement  in  the  near 
future.  One  cannot  name  anything 
that  these  people  do  not  need  ex- 
cept poverty,  filth,  and  disease 
Day  to  day  existence  in  this  coun- 
try is  the  item  of  greatest  impor- 
tance to  the  people,  and  this  occu- 
pies so  much  of  all  their  efforts 
and  their  thinking  that  they  do 
not  have  time  to  be  psychoneu- 
rotic. It  was  not  unusual  for  peo- 
ple to  tell  us  that  they  had  not 
eaten  in  two  or  three  days.  Two  ob- 
servations stand  out  in  our  minds. 
One,  we  did  not  see  any  obese  peo- 
ple in  Haiti,  and,  two,  we  were 
impressed  with  how  few  birds  we 
saw  (probably  because  they  had 
all  been  used  for  food  a long  time 
ago) . The  main  diet  staple  for 
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the  natives  is  the  plantain  and 
fruits  in  season.  No  one  has  an 
adequate  intake  of  protein. 

We  were  told  that  our  living 
accommodations  in  Port-de-Paix 
would  be  a third  floor  ocean  front 
room  with  a balcony  overlooking 
the  beach.  It  was ! Our  room  was 
on  the  third  floor  of  a concrete 
block  structure  unlike  any  hotel  we 
had  ever  seen.  The  walls  of  our 
room  were  painted  a depressing 
blue,  and  the  ceiling  was  beaver 
board.  Our  chandelier  was  a sin- 
gle bare  40-watt  light  bulb  hang- 
ing from  the  ceiling  in  the  center 
of  the  room,  and  this  provided  a 
very  dim  light  for  the  two  hours 
when  the  electricity  was  on  dur- 
ing the  day,  if  it  was  on.  In  one 
comer  of  the  room  in  an  alcove 
was  a cold  water  shower  and  a 
flush  toilet.  Both  of  these  worked 
about  one-third  of  the  time,  but  it 
became  pure  luxury  for  us  when 
both  were  working.  There  were 
screens  over  the  windows,  but  the 
screen  sash  lacked  an  inch  all  the 
way  around  of  meeting  the  win- 
dow frame.  Everytime  it  rained 
someone  had  to  go  up  the  stairs 
to  our  room  and  move  the  luggage. 
Our  room  contained  one  double 
bed  and  two  single  beds,  all  of 
unknown  age  but  all  with  many 
years  of  service  behind  them.  The 
beds  sloped  down  from  all  sides  to 
the  exact  center,  and  one  had  the 
profound  impression  that  he  was 
sleeping  in  a ditch.  There  truly 
was  a balcony,  and  this  is  the  only 
thing  that  we  were  not  disappoint- 
ed in.  And  it  did  overlook  the 
beach,  but  no  one  had  told  us  that 
the  beach  was  the  latrine,  refuse 
dump,  playground  for  children, 
and  one  of  the  main  thoroughfares 
of  the  town. 

Our  food  was  the  native  food  of 
the  country  prepared  Haitian  style 
by  a very  solicitous  cook  who  hov- 
ered about  the  table  eager  to  at- 
tend to  our  every  wish  and  anxi- 
ously waiting  for  compliments 
which,  if  they  did  not  come,  were 
subtly,  though  earnestly,  solicited. 
We  lived  with  the  thought  that 
what  we  didn’t  know  about  the 


preparation  of  food  wouldn’t  hurt 
us  and  that  heat  kills  everything. 
We  will  always  remember,  however, 
that  the  seasonal  fruits  were  ab- 
solutely delicious. 

Accompanying  me  to  this  re- 
mote, desperate  region  were  my 
wife  and  two  older  children,  ages 
11  and  7.  My  wife  worked  with 
me  in  the  clinic  and  as  a circulat- 
ing nurse  in  the  operating  room. 
The  children  were  taken  in  hand 
by  a young  Haitian  who  proceeded 
to  take  them  on  all-day  walks  ev- 
ery day  to  outlying  areas  of  the 
town,  up  mountains,  and  out  to 
the  fishing  boats  in  the  harbor. 
In  spite  of  privation,  hardships, 
and  absolute  lack  of  any  of  the 
niceties  of  civilization,  everyone 
was  uncomplaining  and  thorough- 
ly enjoyed  the  experience  as  well 
as  receiving  an  education. 

The  main  medical  facility  for 
the  Department  of  the  Northwest 
and  its  175,000  people  was  located 
in  Port-de-Paix  under  the  control 
of  one  native  government  physi- 
cian. The  facility  consisted  of  a 
general  hospital  where  medical  pa- 
tients with  every  kind  of  ailment 
could  be  found  lying  next  to  each 
other  with  an  occasional  materni- 
ty patient  thrown  in.  This  facil- 
ity consisted  of  about  50  beds. 
There  was  another  separate  build- 
ing of  about  50  beds  which  housed 
nothing  but  tuberculosis  patients. 
The  third  building  was  the  surgi-  ' 
cal  building  with  one  operating 
room  and  15  male  and  15  female 
beds.  The  clinic,  which  was  a build- 
ing without  any  facilities,  was  lo- 
cated across  from  the  operating 
room. 


Our  work  day  started  about  7 
o’clock  in  the  morning,  and  no 
matter  what  we  were  doing  we 
had  to  stop  at  noon  because  at 
that  time  the  generator  was  turned 
off  and  everyone  went  home.  As 
soon  as  the  native  populace  heard 
that  an  American  physician  was 
at  the  clinic,  lines  formed  which 
seemed  unending.  We  would  see 
40  to  50  people  every  day,  and  one 
out  of  four  had  a surgical  problem. 
When  advised  that  they  needed 
surgery  for  their  particular  con- 
dition, the  immediate  reply  was 
“When  can  you  do  it?”  It  was 
impossible  really  to  accomplish 
very  much  in  surgical  procedures 
for  these  people  on  account  of  the 
limited  time  there  was  available 
and  the  working  materials  and 
conditions.  However,  we  were  con- 
stantly impressed  by  the  fact  that 
these  people  appreciated  seeing  a 
doctor  and  having  as  accurate  a 
diagnosis  as  possible  made  and  be- 
ing advised  as  to  the  proper  ther- 
apy. We  were  thanked  time  and 
again  by  complete  strangers  to  us 
for  the  effort  that  we  were  mak- 
ing on  behalf  of  the  Haitian  peo- 
ple. There  was  no  doubt  in  our 
minds  that  we,  as  a family,  con- 
tributed more  goodwill  on  behalf 
of  the  United  States  of  America 
than  all  other  efforts  that  have 
been  made  in  this  country  in  re- 
cent years.  It  was  because  we 
came  on  a person-to-person  basis  to 
do  what  we  could,  asking  nothing 
in  return,  living  and  working  with 
the  people. 

The  operating  facility  was  a 
sight  to  behold.  The  operating 
room  was  13  by  15  feet,  complete- 
ly closed  to  the  outside  with  no 
ventilation  and  only  a 12-inch  elec- 
tric fan  for  air  circulation.  By 
8:30  in  the  morning  the  operating 
room  was  unbearably  hot,  and  we 
had  to  change  our  clothes  between 
each  case.  The  operating  room 
was  mopped  once  a day  regard- 
less of  the  number  of  cases  that 
had  been  done  in  it.  If  the  floor 
became  too  slippery  during  the 
course  of  the  operating  day,  bur- 
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lap  bags  were  thrown  down  so 
that  the  doctors  and  nurses  would 
not  slip.  Linen  on  the  operating 
table  was  changed  between  cases 
only  if  it  had  become  soiled  dur- 
ing the  previous  case.  There  was 
no  anesthetic  machine.  There  was 
not  a single  tank  of  any  kind  of 
gas,  not  even  oxygen,  in  the  entire 
Department  of  the  Northwest.  No 
resuscitation  equipment — and  no 
one  to  know  what  to  do  with  it  if 
it  had  been  there.  The  native  phy- 
sician did  what  surgery  he  did  un- 
der local  procaine  anesthesia.  For 
the  pelvic  surgery  that  I accom- 
plished I administered  spinals 
(with  some  fear  and  trepidation 
because  of  the  lack  of  resuscita- 
tion equipment) . I had  no  trouble, 
however.  I had  to  fuss  to  get  one 
bottle  of  fluid  per  patient  per  op- 
eration, and  if  I didn’t  specifical- 
ly impress  upon  the  attendant  that 
the  patient  was  to  get  the  entire 
bottle  of  fluid,  it  was  discontinued 
as  soon  as  the  operation  was  over. 
From  then  on  for  each  case  there 
were  no  intravenous  fluids.  Each 
patient  who  had  surgery  received 
at  8 p.m.  on  the  day  of  surgery 
100  mg.  of  Demerol.  Beyond  that 
they  gritted  their  teeth  and  used 
phenobarbital.  In  surgery,  any 
time  I bent  my  head  over  the  field 
at  least  one-half  ounce  of  perspi- 
ration would  roll  off  my  head  and 
down  my  glasses  into  the  patient’s 
belly!  Either  my  perspiration  is 
sterile  or  these  people  had  a ter- 
rific resistance  because  we  had  no 
more  than  the  usual  amount  of 
morbidity  expected  in  modern  fa- 
cilities in  the  United  States,  and 
all  of  our  major  surgical  cases 
went  home  in  five  days. 

Pathological  services  were  diffi- 
cult to  obtain.  Three  days  after 
one  operation  I did,  I found  the 
ants  behind  the  operating  room 
vigorously  chewing  on  a specimen 
that  I had  removed.  Sterilization 
of  instruments  was  done  in  an 
aluminum  kettle  over  a charcoal 
fire.  Linens  and  gloves  were  ster- 
ilized by  this  method,  also. 

The  main  surgical  conditions  en- 
countered were  tumors,  fistulas, 


and  hernias.  The  main  medical 
problems  were  malnutrition,  tuber- 
culosis, parasitosis,  malaria,  and 
anemia.  Trachoma  is  not  uncom- 
mon, but  a lot  of  progress  has  been 
made  with  venereal  diseases.  I saw 
no  peptic  ulcers,  ulcerative  colitis 
or  nervous  females,  although  one 
woman  did  tell  me  that  she  thought 
the  “spirits”  were  after  her,  mak- 
ing her  sick.  Voodoo  medicine  was 
our  greatest  competition  and  was 
usually  responsible  for  most  of  the 
neglect  in  patients  getting  ade- 
quate care. 

At  one  missionary  facility  about 
five  miles  from  Port-de-Paix  there 
was  a small  hospital  for  medical 
and  pediatric  cases  only.  Their 
main  medical  problems  were  those 
I listed,  but  at  this  institution  I 
saw  75  cases  of  Pott’s  disease  of 
the  spine  under  therapy,  and  three 
cases  of  neonatal  tetanus  in  the 
hospital  at  the  same  time.  There 
is  another  medical  facility  on  the 
Island  of  Tortuga  that  is  run  by  a 
Catholic  mission.  There,  also,  sur- 
gery was  not  permitted,  but  the 
mission  had  an  outpatient  clinic 
and  medical  inpatient  facilities.  At 
this  clinic,  interestingly  enough,  the 
priest  was  the  dentist,  untrained 
except  for  what  he  had  learned  in 
the  French  army  during  his  ob- 
ligatory service.  Extractions  with- 
out anesthesia  were  free  but  with 
anesthesia  cost  one  “goude”  or  20 
cents  in  U.  S.  currency. 

At  all  the  facilities  people  would 
wait  for  hours  to  be  seen,  and 
many  walked  for  days  over  the 
mountains  to  get  to  the  outpatient 
clinic.  The  missionaries  have 
learned  long  ago  that  if  the  serv- 
ices of  the  doctor  and  the  medi- 
cine are  free  the  people  usually 
will  not  take  the  doctor’s  advice  or 
the  medicine.  However,  if  a charge 
is  made  for  both  the  doctor’s  ad- 
vice and  the  medicine,  both  become 
something  important. 

I mentioned  the  uncomplaining 
attitude  of  my  family — transported 
from  the  lap  of  luxury  to  a situa- 
tion where  they  were  surrounded 
with  dire  poverty  and  misery  and 
forced  to  live  for  a month  with 


none  of  the  conveniences  or  even 
what  we  consider  bare  necessities. 
There  were  no  complaints.  The  chil- 
dren probably  had  the  most  enjoya- 
ble time  of  their  lives,  playing  with 
the  other  children,  and  in  spite  of 
the  language  barrier  and  the  dif- 
ference in  skin  color.  Our  two  chil- 
dren were  tremendous  ambassadors 
of  goodwill.  In  the  afternoons  after 
we  finished  our  work  we  were 
taken  visiting  by  our  interpreter. 
It  was  truly  a great  experience  to 
engage  in  the  fine  art  of  conver- 
sation and  to  listen  to  the  view- 
points of  nationals.  In  every  home 
where  we  stopped  we  had  to  ac- 
cept a little  refreshment  which 
usually  consisted  of  the  fermenta- 
tion products  of  one  of  the  native 
fruits.  Children  were  expected  to 
participate  in  the  refreshments 
also,  and  I must  say  that  ours  car- 
ried it  off  with  great  diplomacy, 
even  if  they  found  what  was  of- 
fered to  be  completely  unpalatable. 

Just  before  we  left,  the  social 
event  of  the  season  was  held  in  our 
honor.  This  was  a party  planned 
for  days  in  advance  and  held  at  a 
three-acre  farm  owned  by  one  of 
the  local  government  officials.  All 
of  the  dignitaries  and  officials  of 
the  Department  of  the  Northwest 
attended.  Food  was  prepared  in 
big  black  kettles  over  a charcoal 
fire.  Even  ice  had  been  obtained 
for  this  special  party.  This  ice  had 
arrived  by  ti*uck  from  Port-au- 
Prince  (eighUhours’  drive  away) 
packed  in  mahogany  shavings.  The 
fare  consisted  of  tough,  stringy 
chicken  both  fried  (without  bread- 
ing) and  boiled,  heart  of  palm 
salad,  heart  of  palm  cooked  with 
conch,  rice,  macaroni,  fried  sweet 
potato  chips,  and  plantain.  At  this 
party  only  the  high  government 
officials  were  invited  to  eat;  most 
of  the  people  being  invited  just  to 
watch.  And  watch  us  they  did! 
We  kept  a perpetual  smile  frozen 
on  our  faces  and  made  the  best  of 
the  situation.  For  entertainment 
the  music  of  the  country  was  pro- 
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vided — voodoo  drums  and  songs 
which  became  better  and  better 
with  each  libation  of  rum  to  the 
drummers. 

Another  experience  that  will  be 
long  remembered  was  when  we 
were  taken  back  into  the  bush  to 
attend  the  third  night  function  of 
a genuine  voodoo  celebration.  These 
celebrations  last  four  days  and 
are  regarded  as  serious  religious 
ceremonies.  They  are  attended  by 
thousands  of  people,  all  of  whom 
stay  the  entire  four  days  and 
nights.  Drums  and  dancing  go  on 
constantly  throughout  the  cere- 
mony, and  early  each  morning 
there  is  an  animal  sacrifice.  On 
the  night  that  we  were  there  the 
white  rooster  was  sacrificed.  The 
ceremony  ends  on  the  fourth  day 
with  the  sacrifice  of  a young  ox, 
several  goats,  and  chickens.  The 
sacrificed  animals  are  then  roasted 


The  nurse  and  the  physician 
work  side  by  side  in  the  hospital 
but  frequently  fail  to  understand 
one  another. 

“Nurse-Physician  Communica- 
tions in  the  Hospital”  was  the  sub- 
ject of  a special  program  at  the 
114th  annual  convention  of  the 
AMA.  Sponsor  of  the  session  was 
the  AMA  Committee  on  Nursing. 

Communication  difficulties  ap- 
pear to  be  related  to  the  social 
structure  of  hospitals,  said  speak- 
er Luther  Christman,  Ph.D.,  R.N., 
associate  professor  of  nursing  at 
the  University  of  Michigan,  Ann 
Arbor. 

For  instance,  he  said,  vast  edu- 
cational differences  exist  between 
doctors  and  nurses.  Training  and 
education  create  vital  differences 
in  the  way  physicians  and  nurses 
see  events  in  the  hospital.  In  addi- 
tion, the  physician  remains  ori- 
ented to  continued  learning  through 
postgraduate  education,  while  the 
nurse’s  formal  education  usually 
stops  the  day  she  leaves  training. 

As  other  critical  areas  of  com- 
munication difficulty  due  to  hos- 
pital social  structure,  he  cited: 

— The  various  and  often  highly 
specialized  technical  languages  of 


and  eaten  along  with  all  the  other 
offerings  to  the  voodoo  gods. 

My  family  and  I regard  our 
month  of  service  with  AMDOC  as 
one  of  the  most  outstanding  events 
of  our  lives.  And  I must  admit  it 
was  a life-changing  experience  for 
us.  We  found  that  we  could  be 
happy  as  a family  with  none  of  the 
products  of  civilization  that  we 
had  considered  so  essential  to  our 
everyday  life  here  in  the  United 
States.  There  was  indeed  a great 
deal  of  personal  satisfaction  for 
me  professionally  to  learn  that  I 
was  a real  doctor  and  could  do 
some  good  with  nothing  to  work 
with  except  my  hands  and  my 
brain. 

I enjoyed  my  experience  in  Haiti 
so  much  that  I am  taking  a leave 
of  absence  from  my  private  prac- 
tice this  summer,  and  my  family 
and  I are  off  to  the  west  coast  of 
Africa  for  a prolonged  stay. 


subgi’oups  in  the  hospital.  Nurses 
may  lack  the  training  to  under- 
stand a highly  technical  order,  but 
may  be  hesitant  to  ask  for  clarifi- 
cation. 

— The  differing  career  patterns 
of  the  two  professions.  Physicians 
are  often  self-employed  and  self- 
directing. Nurses  are  employees 
subject  to  control  from  the  hos- 
pital medical  staff,  hospital  ad- 
ministration, and  nursing  admin- 
istration. 

— Socioeconomic  class  differences 
between  members  of  the  two  pro- 
fessions. Physicians  usually  enjoy 
considerably  larger  incomes  than 
nurses,  permitting  a different  style 
of  life  that  seldom  brings  them 
into  social  contact  with  members 
of  the  nursing  staff. 

— Sex  differences,  since  most 
physicians  are  men  and  most 
nurses  women. 

— Clashes  over  power.  The  phy- 
sician’s accustomed  position  as  a 
power  unto  himself  in  his  office, 
and  his  intense  preoccupation  with 
the  clinical  problems  of  his  pa- 
tients in  the  hospital,  may  bring 
him  into  conflict  with  nurses  when 
he  is  expected  to  share  power  in 
the  complex  hospital  structure. 


Texas  Agency  To  Counsel 
Draft  Medical  Rejectees 


Texas  is  one  of  four  states  in  the 
U.  S.  to  receive  contracts  with  the 
Department  of  Health,  Education 
and  Welfare  to  establish  and  op- 
erate counseling  and  referral  serv- 
ices for  Armed  Forces  medical 
rejectees. 

The  Texas  Division  of  Vocation- 
al Rehabilitation  has  been  desig- 
nated by  Gov.  John  Connally  to 
operate  the  program.  Texas  will 
receive  $211,129  from  the  federal 
government,  the  largest  amount  to 
be  awarded  so  far,  according  to  a 
recent  announcement  from  the  Pub- 
lic Health  Service  in  Washington. 

“Many  of  the  men  rejected  for 
military  service  for  medical  reasons 
do  not  adequately  understand  why 
they  were  rejected  or  the  impor- 
tance of  the  conditions  found,”  Sec- 
retary of  Health,  Education  and 
Welfare  Anthony  J.  Celebreeze 
said.  “Nor  do  they  know  how  to 
seek  the  treatment  and  other  serv- 
ices they  need.  This  program  will 
support  counseling,  referral,  and 
follow-up  services  on  a voluntary 
basis,  bringing  the  rejectee  into 
contact  with  the  appropriate  re- 
sources of  his  community.” 

Under  the  program,  the  Texas 
Division  of  Vocational  Rehabilita- 
tion will  (1)  screen  and  evaluate 
Armed  Forces  Examination  Sta- 
tion medical  records  of  men  re- 
jected for  military  service  for  med- 
ical reasons,  (2)  counsel  these 
young  men  concerning  their  health 
needs,  and  (3)  refer  them  to  health 
and  rehabilitation  resources  for  ap- 
propriate services. 

Other  states  to  receive  contracts 
at  this  time  are  Illinois,  New  Mex- 
ico, and  Pennsylvania.  It  is  ex- 
pected that  the  program  will  be- 
come nationwide  shortly. 

No  actual  treatment  of  rejectees 
at  federal  expense  is  included  in 
the  program.  The  rejectee  is  to  be 
referred  to  his  family  physician  by 
the  state  agency,  and  if  he  has  none 
and  is  unable  to  pay  for  a private 
physician,  he  will  be  referred  to  a 
welfare  agency. 

Estimates  from  the  Selective 
Service  indicate  that  approximate- 
ly 355,000  young  men  in  the  U.  S. 
will  be  rejected  for  medical  reasons 
in  1965.  Of  these,  it  is  estimated 
that  89,000  will  not  require  referral 
to  a source  of  medical  care,  66,000 
will  already  be  under  private  care, 
and  67,000  will  not  respond  to  the 
program,  leaving  133,900  in  the  na- 
tion who  will  receive  counseling, 
referral,  and  follow-up. 


AMA  Speaker  Suggests  Reasons 
Doctors,  Nurses  Fail  To  Communicate 
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Disaster  Workers 
Aid  Sanderson 


Five  physicians  from  surround- 
ing communities — John  W.  O’Don- 
nell and  John  W.  Pate,  Alpine; 
John  C.  Hundley  and  George  A. 
Hoffman,  Fort  Stockton;  and  Ed- 
win R.  Franks,  Iraan — and  disas- 
ter workers  from  the  Texas  State 
Department  of  Health,  Red  Cross, 
and  Fort  Bliss,  El  Paso,  came  to 
the  aid  of  Sanderson  flood  victims 
June  11  when  a cloudburst  brought 
a wall  of  water  gushing  through 
lower  parts  of  the  small  southwest 
Texas  town. 

Commissioner  of  Health  Dr.  J. 
E.  Peavy  reports  that  the  first  in 


a series  of  three  typhoid  shots  has 
now  been  given  to  more  than  2,000 
persons  in  Sanderson.  Health  De- 
partment personnel  will  remain 
there  until  the  series  has  been  ad- 
ministered. 

“The  worst  is  now  over,’’  says 
state  epidemiologist  Dr.  M.  S. 
Dickerson,  “although  it  will  take 
awhile  to  clean  the  town  up.”  He 
reported  that  doctors  in  neighbor- 
ing communities  have  offered  their 
services  to  help  Sanderson’s  one 
physician.  Dr.  W.  G.  McWilliams, 
care  for  the  injured. 

The  sudden  downpour  measur- 
ing perhaps  12  inches  fell  about 
7 a.m.  over  a ten-mile-square  area 
west  of  the  town.  Rain,  filling 
two  canyons  that  converge  near- 


by was  channeled  into  the  town, 
drowning  22  persons  (4  others  are 
missing)  and  injuring  25,  10  of 
whom  were  hospitalized. 

In  the  flooded  town  all  means 
of  communication  were  cut  off, 
and  it  was  noon  before  word  of 
the  disaster  reached  doctors  in 
other  areas.  They  responded  im- 
mediately, and  treated  primarily 
cuts,  bruises,  and  fractures.  The 
little  community  of  about  2,200  is 
an  isolated  one,  64  miles  from  Fort 
Stockton  where  the  nearest  hos- 
pital is  located.  Alpine  is  84  miles 
away  and  Ozona,  120. 

A sanitation  engineer  from  the 
Health  Department  arrived  on  the 
scene  the  day  of  the  disaster. 
Some  244  families  are  reported  to 
have  suffered  losses  and  have  been 
touched  by  the  flood  in  some  man- 
ner or  another.  Fifty-four  homes 
were  destroyed,  and  many  more 
were  damaged.  Twenty-seven  small 
businesses  were  damaged. 

Measures  to  prevent  disease 
were  taken  as  rapidly  as  possible. 
Incidentally,  Sanderson  had  un- 
dergone a mass  typhoid  immuni- 
zation two  years  ago  when  a case 
of  the  disease  was  confirmed  there. 

Included  in  the  devastation  was 
destruction  of  tracks  of  the  South- 
era  Pacific  railroad  and  damage 
to  the  cemetery  where  at  least  five 
bodies,  which  have  now  been 
found,  were  washed  up. 


Bexar  Hears  Talks 
On  Terminal  Illness 

“Problems  of  Terminal  Illness” 
was  the  subject  of  a two-part  dis- 
cussion held  recently  at  meetings 
of  the  Bexar  County  Medical  So- 
ciety. 

At  the  March  and  May  meet- 
ings, local  clergymen  were  guests 
of  the  Society’s  Committee  on 
Medicine  and  Religion.  Discussion 
panels  were  made  up  of  both  phy- 
sicians and  ministers.  Moderator 
at  both  meetings  was  Dr.  Jack  B. 
Lee,  San  Antonio. 

The  March  meeting  discussion 
involved  medical  and  moral  prob- 
lems of  terminal  illness,  and  the 
May  panel  took  up  ministerial  and 
theological  problems. 

Aim  of  the  meetings  was  to  nur- 
ture greater  interprofessional 
knowledge,  undei’standing,  respect, 
and  appreciation. 

March  panelists  were  Dr.  Wal- 
ter Walthall,  past  president  of  the 
Society,  and  the  Rev.  Samuel  Ter- 
ry, pastor  of  Madison  Square 
Presbyterian  Church. 


Tips  for  Mailing  X-Rays,  Specimens 


Has  there  ever  been  a question 
in  your  office  about  the  procedure 
for  mailing  x-rays,  packaging  lab- 
oratory specimens,  or  how  much 
postage  is  required  for  third  and 
fourth  class  mail? 

A check  with  Austin  Postmaster 
Oliver  N.  Brack  has  brought  forth 
the  following  helpful  information: 

X-ray  material  may  be  mailed 
at  either  third  or  fourth  class 
postal  rates.  Up  to  but  not  in- 
cluding 16  oz.  goes  third  class; 
packages  weighing  more  go  fourth 
class.  The  third  class  rate  is  4c 
for  the  first  2 oz.,  2c  for  each 
additional  ounce  or  fraction  there- 
of. Fourth  class  postage  is  fig- 
ured according  to  weight  and  zone. 
To  determine  this,  one  must  con- 
sult Post  Office  Department  Pub- 
lication 3,  September,  1964,  which 
may  be  obtained  at  the  local  post 
office. 

Biological  specimens  are  shipped 
third  or  fourth  class  depending  on 
weight,  and  the  same  rates  apply 
as  those  for  x-rays.  It  is  impor- 
tant to  remember  that  when  first 
class  matter  is  enclosed,  this  must 
be  indicated  on  the  face  of  the 
article  and  the  appropriate  first 
class  rate  of  postage  must  be  ap- 
plied. While  one  meter  stamp  may 
cover  both  rates,  the  notation 
“First  Class  Matter  Enclosed” 
must  appear  on  the  face  of  the 
article.  First  class  mail  and  third 


class  printed  matter,  however,  may 
not  be  mailed  in  one  container.  A 
combination  mailer  or  two -com- 
partment envelope  must  be  used 
in  this  type  mailing. 

Library  books  may  be  mailed  at 
the  rate  of  4c  for  the  first  pound 
or  fraction  plus  Ic  for  each  addi- 
tional pound  or  fraction.  The 
identification  statement  “Special 
Fourth-Class  Rate — Books”  must 
be  placed  conspicuously  on  the  ad- 
dress side  of  each  package;  also, 
the  identification  statement  “Li- 
brary Rate”  must  be  placed  on  the 
address  of  each  package,  as  per 
Sec.  135.215  of  the  Postal  Manual. 
A list  of  other  items  which  can  be 
mailed  at  library  rates  can  be  ob- 
tained from  the  local  postmaster. 
It  is  found  under  Sec.  135.215  of 
the  Postal  Manual. 

Manuscripts  or  typewritten  copy 
must  go  first  class  unless  the  man- 
uscript is  for  a book,  periodical 
article,  or  music,  in  which  case  the 
rate  is  10c  for  the  first  pound  or 
fraction  plus  5c  for  each  addition- 
al pound  or  fraction.  The  notation 
“Special  Fourth  Class  Rate — Man- 
uscript” must  be  placed  conspicu- 
ously on  each  article. 

Information  on  labeling  and 
packaging  may  be  found  in  Post 
Office  Department  Publication  2, 
September  1962,  available  without 
charge  from  local  postmasters. 
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Rabbi  David  Jacobson  of  Tem- 
ple Beth  El,  the  Very  Reverend 
William  C.  Martin,  St.  Luke’s 
Catholic  Church,  and  the  Rev.  G. 
Howard  Linton,  chaplain  at  Bap- 
tist Memorial  Hospital,  were  May 
panelists. 

“While  it  is  our  duty  to  pro- 
long life,  it  is  not  our  duty  to  pro- 
long the  act  of  dying,”  said  Dr. 
Walthall. 

Stipulating  that  while  no  one 
knows  when  some  new  treatment 
or  cure  may  be  found.  Dr.  Wal- 
thall pointed  out  that  the  physi- 
cian must  practice  good,  scientific 
medicine  and  avoid  doing  harm. 
He  stressed  avoiding  belated  at- 
tempts at  remedial  treatment  and 
measures  likely  to  decrease  com- 
fort, “such  as  useless  moves  or 
recourse  to  dangerous  or  toxic 
drugs  when  their  time  has  clearly 
passed.”  He  also  opposed  subject- 
ing dying  people  to  dramatic  but 
useless  surgery  or  to  investigations 
of  no  practical  value. 

Rev.  Terry  pointed  out  that  we 
are  suspended  between  two  ex- 
tremes of  opinion. 

“It  is  not  right  to  be  hasty  in 
concluding  that  a person  cannot 
live,  and  then  proceed  to  let  him 
die,  because  we  can  never  really 
know  what  the  final  outcome  may 
be.  A higher  power  than  ourselves 
is  involved  and  must  finally  be 
the  deciding  factor. 

“On  the  other  hand,  it  seems 
cruel  and  inhuman  to  let  a person 
vegetate  indefinitely.  Every  per- 
son must  die  sometime,  and  there 
is  nothing  to  be  gained,  as  far  as 
we  can  see,  in  forcing  one  to  live 
when  his  time  to  go  seems  to  have 
come.” 

“Most  people  have  had  a chance 
to  grow  up  in  an  ambience  of 
faith,”  Rabbi  Jacobson  told  the 
group  in  May.  The  dying  person 
is  usually  sustained  by  all  that  he 
has  known  in  the  past,  he  said. 

“Never  mind  that  his  concept 
may  be  different  from  yours  or 
mine.  He  [the  dying  person]  will 
endure  this  passage  from  life  to 
what  I believe  is  continued  life 
because  of  his  faith,”  declared  the 
rabbi. 

“The  peace  of  mind  and  soul 
that  comes  from  a good  conscience 
will  certainly  aid  or  hasten  the  re- 
covery of  the  person’s  good  health,” 
said  Father  Martin.  He  explained 
how  the  sacramental  life  of  the 
Church  is  as  accessible  to  the 
Catholics  when  they  are  ill  as 
when  they  are  well. 

He  advised  physicians  to  en- 
courage patients  to  notify  their 
pastors  that  they  are  sick  or  to 


notify  the  priest  for  them  even 
though  danger  of  death  is  distant. 

“To  postpone  the  sacrament  to 
the  end  of  the  last  sickness  is  to 
deprive  the  person  of  much  needed 
sacramental  aid  and  partially  to 
frustrate  the  purpose  of  the  sacra- 
ment,” he  said. 

Rev.  Linton  described  the  reac- 
tions of  dying  patients.  There  is 
the  bargaining  attitude,  he  said,  in 
which  the  dying  person  is  vulner- 
able to  irregular  practitioners, 
both  medical  and  religious.  There 
is  the  second  reaction  or  spirit  of 
hostility  in  which  the  patient  raises 
the  question  of  “Why  me,  why  not 
someone  else?” 

A third  reaction  is  one  of  ac- 
ceptance. Here,  the  patient  antici- 
pates death  and  may  express  dis- 
pleasure at  the  measures  used  to 
maintain  life. 

Rev.  Linton  explained  the  Prot- 
estant ministry  to  the  dying.  “It 
is  imperative  that  the  clergyman 
be  made  aware  of  the  person’s  con- 
dition before  death,  so  the  dying 
one  can  gain  the  greatest  strength 
from  his  ministry.” 

The  presence  of  the  clergyman, 
he  said,  represents  a host  of  mean- 
ingful experiences,  relationships, 
hopes,  and  ambitions  to  the  dying 
person.  It  is  not  what  he  does  for 
the  patient  but  what  he  repre- 
sents to  the  patient  that  matters, 
he  explained. 


Personals 

TMA  librarian  Miss  Pauline  Duf- 
field  participated  in  a recent  study 
in  Chicago  sponsored  by  the  AMA. 
The  study  explored  factors  influ- 
encing structure  of  medical  society 
libraries. 

Dr.  John  R.  Rainey  of  Austin  is 
the  new  president  of  the  Texas  So- 
ciety of  Pathologists,  Inc.  Other 
officers  are  Dr.  Norman  Jacob,  San 
Antonio,  vice  president;  Dr.  Jack  L. 
Smith,  Beaumont,  secretary-treas- 
urer; and  Dr.  Vemiie  A.  Stem- 
bridge,  Dallas,  president-elect. 

Dr.  Bernard  T.  Fein  of  San  An- 
tonio is  the  1965  president  of  the 
International  Medical  Assembly  of 
Southwest  Texas.  Vice  president  is 
Dr.  Wade  H.  Lewis;  secretary- 
treasurer,  Dr.  Forrest  M.  Smith, 
both  of  San  Antonio. 

Dr.  Robert  D.  Moreton  has  left 
Fort  Worth  to  join  the  staff  at  M. 
D.  Anderson  Hospital  and  Tumor 
Institute  in  Houston.  He  is  new 
Assistant  to  the  Director  and  Vice 
President  of  the  University  Cancer 
Foundation. 


Two  University  of  Texas  Medical 
Branch  graduates  are  recipients  of 
Southern  Medical  Association  1965- 
1966  residency  training  grants. 
They  are  Dr.  Michael  D.  Howard 
and  Dr.  James  T.  Wharton,  both 
of  Galveston. 

One  of  15  new  tobacco  research 
grants  awarded  by  the  AMA  Edu- 
cation and  Research  Foundation’s 
Committee  on  Tobacco  and  Health 
has  gone  to  Dr.  Philip  O’Bryan 
Montgomery,  Jr.,  of  Southwestern 
Medical  School,  Dallas.  He  will 
receive  $48,000  for  an  expanded  re- 
search program  to  study  the  physi- 
ology of  the  cell  with  particular 
emphasis  on  the  relationship  of 
non-living  agents,  such  as  tobacco, 
on  cell  stability. 

Dr.  B.  L.  Aronoff  of  Dallas  is 
the  new  president  of  the  Texas  Di- 
vision, American  Cancer  Society. 
Vice  president  is  Dr.  A.  B.  Golds- 
ton  of  Amarillo. 

Dr.  Dan  G.  McN arnara,  director 
of  cardiology  at  Texas  Children’s 
Hospital  and  assistant  professor  of 
pediatrics  at  Baylor  University 
College  of  Medicine,  has  been  elect- 
ed president  of  the  Houston  Heart 
Association.  Dr.  W.  R.  Livesay, 
Houston,  is  president-elect  of  the 
Houston  Heart  Association. 

Dr.  John  S.  Chapman  of  Dallas 
is  president-elect  of  the  American 
Thoracic  Society. 

Dr.  James  William  Bass  has  re- 
tired as  Dallas  director  of  public 
health  after  40  years’  service. 

Donald  Duncan,  Ph.D.,  of  the 
University  of  Texas  Medical 
Branch,  is  president-elect  of  the 
American  Association  of  Anato- 
mists. 


March  of  Dimes  Offers 
Birth  Defect  Literature 


The  Medical  Department  of  the 
National  Foundation-March  of 
Dimes  has  announced  two  new  free 
publications  for  professional  edu- 
cation on  birth  defects.  One  is 
“Birth  Defects:  Original  Article 
Series,”  and  the  other  is  “Birth  De- 
fects: Reprint  Series.” 

“Birth  Defects:  Abstracts  of  Se- 
lected Articles,”  another  service  of 
the  National  Foundation-March  of 
Dimes,  is  available  in  12  monthly 
issues  and  has  a subscription  price 
of  $5. 

Any  of  these  may  be  ordered  by 
writing  to  Medical  Department, 
National  Foundation-March  of 
Dimes,  800  Second  Avenue,  New 
York,  New  York  10017. 
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Harris,  Payne,  Smith,  Peters 
Receive  Ashbel  Smith  Awards 


Dr.  Smith  Dr.  Peters 


F OUR  PHYSICIANS  have  re- 
ceived the  first  Ashbel  Smith  Dis- 
ting-uished  Alumni  Awards  from 
the  University  of  Texas  Medical 
Branch. 

The  awards  cited  the  recipients’ 
“contributions  and  services  to  med- 
icine and  mankind,  both  of  which 
they  have  served  faithfully,  self- 
lessly and  generously.” 

Receiving  the  first  Ashbel  Smith 
bronze  medallion — named  in  honor 
of  one  of  the  outstanding  physi- 
cians of  early  Texas  days  and  pres- 
ident of  the  University  of  Texas’ 
first  Board  of  Regents — were: 

Dr.  Titus  H.  Harris,  professor 
and  retired  chairman  of  the  De- 
partment of  Neurology  and  Psychi- 
atry at  the  Medical  Branch ; a grad- 
uate of  the  class  of  1919; 

Dr.  Brittain  Ford  Payne,  clinical 
professor  of  ophthalmology  at  New 
York  University  Medical  College; 
a graduate  of  the  class  of  1927 ; 

Dr.  Leo  J.  Peters,  Sr.,  general 
practitioner  in  Schulenburg,  select- 
ed “Texas  Family  Doctor  of  the 
Year”  in  1951;  a graduate  of  the 
class  of  1909; 

Dr.  Howard  0.  Smith,  chief  sur- 
geon and  superintendent  of  the 
Torbett  Clinic  in  Marlin;  a gradu- 
ate of  the  class  of  1922. 

The  Ashbel  Smith  medallion, 
which  was  presented  during  the 
Medical  Branch’s  75th  commence- 
ment exercises  June  9,  is  struck  in 
bronze  with  a portrait  of  Dr.  Ash- 
bel Smith,  his  name  and  the  dates 
of  his  birth  and  death  (1805-1886) 


on  the  front;  with  the  seal  of  the 
Medical  Branch  and  the  name  of 
the  recipient  on  the  reverse  side  of 
the  three-inch  circle.  The  medal- 
lion was  designed  by  Galveston 
sculptor  Joseph  Paderewski. 

In  announcing  the  alumni 
awards.  Dr.  T.  G.  Blocker,  Jr.,  ex- 
ecutive director  and  dean  of  the 
Medical  Branch,  also  extended  the 
congratulations  of  the  University 
of  Texas  Board  of  Regents  and  of 
the  Alumni  Association  of  the 
School  of  Medicine  to  the  recipi- 
ents. 

Dr.  Harris  received  the  E.  B. 
Bowis  Award  for  meritorious  con- 
tributions to  psychiatry  from  the 
American  College  of  Psychiatrists 
earlier  this  year.  He  was  awarded 
an  honorary  doctor  of  science  de- 
gree from  Southwestern  Univer- 
sity, Georgetown,  in  1960,  and  the 
Hogg  Foundation  Award  for  out- 
standing contribution  to  mental 
health  in  1955.  The  Titus  Harris 
Society  was  founded  in  1960  by  his 
ex-students  and  residents  in  recog- 
nition of  his  contributions  to  teach- 
ing of  psychiatry  and  the  care  and 
treatment  of  the  emotionally  and 
mentally  ill.  Dr.  Harris  is  founder 
and  editor  of  the  monthly  interna- 
tional journal.  Diseases  of  the 
Nervous  System,  and  formerly  was 
associate  editor  of  the  American 
Journal  of  Psychiatry. 

He  first  joined  the  Medical 
Branch  faculty  in  1920  as  an  in- 


structor in  medicine,  becoming  pro- 
fessor and  chairman  of  the  Depart- 
ment of  Neurology  and  Psychiatry 
in  1926;  he  retired  as  chairman  in 
1960.  Dr.  Harris  is  a Fellow  of  the 
American  College  of  Physicians 
and  Life  Fellow  of  the  American 
Psychiatric  Association,  of  which 
he  is  a former  vice  president.  He 
is  vice  president  of  the  American 
College  of  Psychiatrists  and  for- 
mer president  of  the  American  Col- 
lege of  Psychiatrists,  the  Electro- 
shock Research  Association,  the 
Southern  Psychiatric  Association, 
the  Central  Neuropsychiatric  Asso- 
ciation, the  Texas  Neuropsychiatric 
Association  and  the  Texas  Society 
for  Mental  Hygiene. 

Dr.  Payne,  an  internationally 
recognized  ophthalmologist,  has 
served  as  president  of  the  Pan- 
American  Ophthalmology  Associa- 
tion for  North  America  and  of 
the  Pan-American  Ophthalmology 
Foundation;  as  vice  president  of 
the  National  Society  for  the  Pre- 
vention of  Blindness,  and  as  vice 
president  of  the  Section  on  Oph- 
thalmology of  the  American  Medi- 
cal Association. 

He  was  awarded  the  Harry  Cra- 
dle Medal  for  good  teaching  of  the 
Pan-American  Association  of  Oph- 
thalmology in  1960  and  the  Honor 
Key  for  teaching  of  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology  in  1949.  He  is  a 
Fellow  of  the  American  College  of 
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Surgeons  and  of  the  Aero-Medical 
Association. 

Dr.  Peters,  one  of  seven  remain- 
ing members  of  the  Medical  Branch 
graduating  class  of  1909,  began  his 
general  practice  in  Schulenburg, 
Tex.,  immediately  upon  graduation 
from  the  medical  school  and  still 
remains  in  semi-active  medical 
practice  there.  Since  1910  he  has 
been  examiner  and  local  physician 
for  the  Southern  Pacific  Railroad, 
and  from  1935  to  1965  served  as  the 
official  physician  of  Schulenburg. 

In  1923,  Dr.  Peters  acquired  the 
first  x-ray  unit  to  be  introduced  in 
Fayette  County  and  in  1927  was 
admitted  to  membership  in  the  Ra- 
diological Society  of  North  Ameri- 
ca and  the  Texas  Radiological  So- 
ciety. 

Dr.  Peters  is  a past  president  of 
the  Tricounty  Clinical  Medical  So- 
ciety and  is  a charter  member  of 
the  Colorado-Fayette  Counties  Med- 
ical Society,  of  which  he  is  past 
president  and  former  delegate  to 
the  Texas  Medical  Association, 
where  he  was  elected  to  honorary 
membership  in  1962.  He  has  had  a 
keen  interest  in  elevating  the  level 
of  medical  practice  in  Texas,  espe- 
cially in  the  rural  areas.  Follow- 
ing his  selection  as  “Texas  Family 
Doctor  of  the  Year”  in  1951,  he  was 
a candidate  for  the  “American 
Family  Doctor  of  the  Year”  of  the 
American  Medical  Association. 

Dr.  Smith,  who  has  been  a gen- 
eral surgeon  for  the  Torbett  Clinic 
and  Hospital  in  Marlin  since  1925, 
has  been  chief  surgeon  and  super- 
intendent of  the  clinic  since  1949. 
He  is  a past  president  of  the  Texas 
Medical  Association,  the  Texas 
Association  of  Obstetricians  and 
Gynecologists,  and  of  the  Texas 
State  Board  of  Medical  Examiners. 
He  is  a Fellow  of  the  American 
College  of  Surgeons  and  a diplo- 
mate  of  the  American  Board  of 
Surgery. 

During  World  War  II  he  served 
with  the  U.  S.  Naval  Reserve  Medi- 
cal Corps  as  surgeon  aboard  the 
hospital  ships  “Relief”  and  “Sol- 
ace” in  the  Pacific  area,  and  was 
awarded  five  battle  stars  and  a 
personal  commendation  medal  and 
ribbon  from  Admiral  Chester  W. 
Nimitz.  Dr.  Smith  was  discharged 
with  the  rank  of  commander.  He 
is  a past  president  of  the  Univer- 
sity of  Texas  Medical  Branch 
Alumni  Association  and  was  the 
first  president  of  the  Students’ 
Self-Government  Association  at  the 
Medical  Branch  in  1922. 


93  Receive  Degrees 
From  Southwestern 


Ninety-three  University  of  Tex- 
as Southwestern  Medical  School 
seniors  received  doctor  of  medicine 
degrees  in  June  commencement  ex- 
ercises. 

The  list,  announced  by  Dr.  A.  J. 
Gill,  dean,  included: 

Herschel  Stuart  Peake,  Jr.,  Abi- 
lene; Roy  Moran  Reid,  Jr.,  Anahu- 
ac;  John  Hallum  Brown,  Arling- 
ton; Gerald  Griffith  Thompson, 
Ballinger;  James  Luther  Boyd, 
Baxter  Springs,  Kan. ; 

Benjamin  Franklin  Hughes,  Jr., 
Beaumont;  Julian  Jay  Sewell,  Bel- 
ton; George  Eugene  Peacock,  Jr., 
Big  Spring;  Vernon  Loid  Ryan,  II, 
Brady;  Merle  Roland  Pounds,  Clif- 
ton, Kan.; 

Jack  Wilbur  Bonner,  III,  and 
Rex  Walton  Cole,  Corpus  Christ! ; 
Billy  Herbert  Wilson,  Corsicana; 

Ronald  Edward  Barnes,  David 
Myron  During,  Thomas  Blair  Carle- 
ton,  Martin  Bennett  Cohen,  Jack 
Lamar  Cooper,  Sanders  William 
Davis,  Earl  Morris  Howells,  Mat- 
thew Tracy  Johnson,  Lawrence  Er- 
win Klein,  Joseph  Franklin  Law- 
rence, John  Sloan  Leonard,  Jr., 
Warren  Lynn  McFarland,  Larry 
Dean  Petty,  Donald  Fraser  Teal, 
Gary  Lee  Upton,  David  John  Wer- 
ner, John  Page  Whitcher,  and  Peter 
John  Wiles,  all  of  Dallas; 

Van  Quincy  Telford,  De  Kalb; 
Robert  Chris  Maier,  Eldorado; 

Luis  Alfonso  Alvarez,  Raoul  Ben 
Berke,  Robert  Gordon  Duchoquette, 
William  George  Kemek,  John  Lee 
Verne  Martin,  and  Otto  Munoz,  all 
of  El  Paso;  Larry  Joe  Cooper,  Far- 
well;  Robert  Allen  Hamblen,  For- 
ney; Jeffrey  Michael  Waltner, 
Freeman,  S.  D.; 

William  Keith  Miles,  Gilbert  Ce- 
cil Milner,  Morton  Arthur  Miron, 
Dixon  Presnail,  Dana  Franklin 
Segler,  Steven  John  Senevey,  Mur- 
ray Collins  Skaggs,  and  Nicholas 
Arthur  Soter,  all  of  Fort  Worth. 

Charles  Lynn  Skelton,  Garland; 
Anita  Lajuan  Brown,  Grand  Prai- 
rie; 

Nicholas  Ellsworth  Grivas, 
George  Alfred  Monroe,  and  James 
Murray  Scherer,  all  of  Houston ; 

Ottis  Wayne  Isom,  Idalou;  Wil- 
liam Mark  Miller,  Kilgore;  Roy 
Edward  Spencer,  Knox  City;  Rob- 
ert Wayne  Parkey,  Krum;  James 
Alexander  Duff,  Lancaster;  Sarah 
Elizabeth  Ayers,  Littlefield; 

Troy  Dean  Felber,  Loring  Arden 
Gifford,  Don  Gary  Hunt,  and  Glenn 
Hood  Roberson,  all  of  Lubbock; 

Robert  Hendrick  Turner,  Mar- 


lin; Jan  Eric  Jordan,  Meadville, 
Pa.;  Carol  Cohen  Segal,  Minneap- 
olis, Minn.;  John  Darrell  Nelson, 
Mount  Pleasant; 

Sandra  Jan  Drewry,  Nacog- 
doches; Molly  Rogers  Seal,  Nash- 
ville, Tenn. ; Barry  Wayne  Uhr, 
New  Braunfels;  James  Porter  Mar- 
tin, Oak  Ridge,  Tenn.; 

Marvin  Albert  Berry  and  John 
David  Jones,  Pampa;  Donald  Alvin 
Grooms,  Paris;  William  Haden 
Davis,  Pasadena;  John  Alec  Arm- 
strong, Port  Arthur;  Bobby  Loyd 
Stafford,  Roaring  Springs; 

Larry  Joe  Horton  and  Victor 
Lee  Trammel,  Rule; 

Stewart  McCrindell  Johnson  and 
Dudley  Davenport  Jones,  San  An- 
tonio; Ronald  Orren  Wyatt,  Spirit 
Lake,  Iowa;  Maudie  Marie  Gra- 
ham, Sweeny;  Peter  M.  Loeb, 
Sweetwater ; 

Ted  Thomas  Pridmore,  Tahoka; 
Donald  Fred  Senter,  Teague;  Er- 
vin Edward  Zvolanek,  Temple; 
Walter  James  Wyrick,  Jr.,  Texar- 
kana; Kenneth  Max  Talkington, 
Tyler;  David  Samuel  Alkek,  Vic- 
toria, and  Madge  Ann  Parker, 
Wichita  Falls. 


New  Books 
In  TMA  Library 


Adrian!,  J.:  Chemistry  and  Physics 
of  Anesthesia,  2nd  ed..  Spring- 
field,  Charles  C Thomas,  1962. 

Ackerknecht,  E.  H.;  World  of  As- 
clepios,  Germany,  Hans  Huber 
Bern  & Stuttgart,  1965. 

Annino,  J.  S.;  Clinical  Chemistry, 
Principles  and  Procedures,  3rd 
ed.,  Boston,  Little,  Brown  and 
Co.,  1964. 

Bradlow,  B.  A.:  How  to  Produce  a 
Readable  Electrocardiogram, 
Springfield,  111.,  Charles  C 
Thomas,  1964. 

Burch,  G.  E. : History  of  Electro- 
.cardiography,  Chicago,  Year 
Book  Medical  Publishers,  1964. 

Burge,  H.:  Vagotomy,  Baltimore, 
Williams  & Wilkins  Co.,  1964. 

Ciba  Foundation  Symposium,  Car- 
diomyopathies,  Boston,  Little, 
Brown  and  Co.,  1964. 

Condit,  G.  W. : Office  Manual  for 
the  Medical  Assistant,  Chicago, 
Byrum -Kissinger  Publications, 
Inc.,  1964. 

Crowhurst,  N.  H.:  ABC’s  of  Tape 
Recording,  2nd  ed.,  Indianapo- 
lis, Howard  W.  Sams  & Co., 
Inc.,  1965. 

Curran,  W.  J. : Tracy’s  The  Doctor 
as  a Witness,  2nd  ed.,  Philadel- 
phia, W.  B.  Saunders  Co.,  1965. 
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Degraff,  A.  C.,  and  Creger,  W.  P., 
eds. : Annual  Review  of  Medi- 
cine, vol.  16,  Palo  Alto,  Calif., 
Annual  Reviews  Co.,  1965. 

Deichmann,  W.  B. : Symptomatol- 
ogy and  Therapy  of  Toxicologi- 
cal Emergencies,  New  York,  Ac- 
ademic Press,  1964. 

Borland’s  Illustrated  Medical  Dic- 
tionary, 24th  ed.,  Philadelphia, 
W.  B.  Saunders  Co.,  1965. 

Dixon,  M.,  and  Webb,  E.  C.:  En- 
zymes, 2nd  ed..  New  York,  Aca- 
demic Press,  Inc.,  1964. 

Field,  W.  S.,  and  Sahs,  A.  L.:  In- 
tracranial Aneurysms  and  Sub- 
arachnoid Hemorrhage,  Spring- 
field,  111.,  Charles  C Thomas, 
1965. 

Fonda,  G. : Management  of  the  Pa- 
tient with  Subnormal  Vision,  St. 
Louis,  C.  V.  Mosby  Co.,  1965. 

Gray,  C.  H.;  Hormones  in  Blood, 
New  York,  Academic  Press, 
1961. 

Grayhack,  J.  T.,  ed. : Year  Book  of 
Urology,  1964-5  series,  Chicago, 
Year  Book  Medical  Publishers, 
1965. 

Hands,  W.  H.:  Problem  Cases  from 
Fracture  Grand  Rounds  at  the 
Massachusetts  General  Hospi- 
tal, St.  Louis,  C.  V.  Mosby  Co., 
1965. 

Hess,  B. : Enzymes  in  Blood  Plas- 
ma, New  York,  Academic  Press, 
Inc.,  1963. 

Hess,  W.:  Surgery  of  the  Biliary 
Passages  and  the  Pancreas,  N. 
J.,  D.  Van  Nostrand,  1965. 

Kingsbury,  J.  M.:  Poisonous  Plants 
of  the  United  States  and  Can- 
ada, Englewood  Cliffs,  N.  J., 
Prentice-Hall,  Inc.,  1964. 

Lenz,  W.:  Medical  Genetics,  Chica- 
go, University  of  Chicago  Press, 
1961. 

Markowitz,  M.:  Rheumatic  Fever, 
Diagnosis,  Management  and 
Prevention  (vol.  II,  of  Major 
Problems  in  Clinical  Pediat- 
rics), Philadelphia,  W.  B.  Saun- 
ders Co.,  1965. 

McConnell,  W.  H.:  Epidemiology 
of  Rotary  Power  Lawn  Mower 
Injuries,  Iowa,  University  of 
Iowa,  1965. 

Medical  Economics  Book  Division: 
Medical  Economics’  Survey  of 
Pediatrics,  Oradell,  N.  J.,  Medi- 
cal Economics  Book  Division, 
Inc.,  1965. 

Mellinkoff,  S.  M.:  Differential  Di- 
agnosis of  Abdominal  Pain,  New 
York,  McGraw-Hill  Book  Co., 
1959. 

Modell,  W.,  ed. : Drugs  of  Choice, 
196Jf-5,  St.  Louis,  C.  V.  Mosby 
Co.,  1965. 

Moore,  S.  R.,  Jr.,  ed.:  Transactions 
of  the  Association  of  Life  In- 


surance Medical  Directors  of 
America,  vol.  48,  New  York,  Re- 
cording & Statistical  Co.,  1965. 

Nichol,  E.  S.,  ed. : Anticoagulant 
Therapy  in  Ischemic  Heart  Dis- 
ease, New  York,  Grune  & Strat- 
ton, 1965. 

Roberts,  J.  A.:  Introduction  to 
Medical  Genetics,  3rd  ed..  New 
York,  Oxford  University  Press, 
1963. 

Sartwell,  P.  E.:  Maxcy-Rosenau 
Preventive  Medicine  and  Public 
Health,  9th  ed..  New  York,  Ap- 
pleton-Century-Crofts,  1965. 

Talbott,  J.  H.:  Gout,  2nd  ed..  New 
York,  Grune  & Stratton,  1964. 

Tanner,  J.  M.:  Physique  of  the 
Olympic  Athlete,  London,  Eng- 
land, George  Allen  & Unwin 
Ltd.,  1964. 

Terris,  M.,  ed. : Goldberger  on  Pel- 
lagra, Baton  Rouge,  Louisiana 
State  University  Press,  1964. 

Thienes,  C.  H.:  Clinical  Toxicolo- 
gy, 4th  ed.,  Philadelphia,  Lea  & 
Febiger,  1964. 

Training  of  the  Physician,  Boston, 
Thorndike  Memorial  Labora- 
tory, Boston  City  Hospital,  1964. 

Transactions  of  the  Third  Interna- 
tional Society  of  Plastic  Sur- 
gery, Washington,  D.  C.,  Ex- 
cerpta  Medica  Foundation,  In- 
ternational Congress  Series  No. 
66,  1964. 

Transactions  of  the  Ophthalmolog- 
ical  Societies  of  the  United 
Kingdom,  vol.  84,  1964,  London, 
J.  A.  Churchill,  Ltd.,  1964. 

Ulett,  G.  A.,  and  Goodrich,  D.  W.: 
Synopsis  of  Contemporary  Psy- 
chiatry, 3rd  ed.,  St.  Louis,  C.  V. 
Mosby  Co.,  1965. 

Wohl,  M.  G.:  Modern  Nutrition  in 
Health  and  Disease  Dietothera- 
py,  3rd  ed.,  Philadelphia,  Lea  & 
Febiger,  1964. 

Wolstenholme,  G.  E.  W^,  ed. : Com- 
parative Bioehemistry  of  Ar- 
ginine and  Derivatives,  Ciba 
Foundation  Study  Group  No. 
19,  Boston,  Little,  Brown  and 
Co.,  1965. 

World  Health  Organization:  Pro- 
tection Against  Ionizing  Radia- 
tions, Geneva,  World  Health 
Organization,  1964. 

Young,  H.  H.,  and  Owens,  N.,  eds.: 
Year  Book  of  Orthopedics,  Trau- 
matic and  Plastic  Surgery,  Chi- 
cago, Year  Book  Medical  Pub- 
lishers, 1964-5. 

NEW  JOURNALS 

International  Ophthalmology  Clin- 
ics, vol.  5,  no.  1,  March  1965, 
Complications  After  Cataract 
Surgery,  pt.  2,  edited  by  Fred- 
erick H.  Theodore,  Boston,  Lit- 
tle, Brown  & Co.,  1965. 


Modem  Treatment,  vol.  2,  no.  3, 
May  1965,  Treatment  of  Payi- 
creatic  Disease,  edited  by  Wil- 
liam A.  Knight,  Jr.,  Use  of 
Tranquilizers,  edited  by  Sidney 
Cohen,  Use  of  Antidepressants 
and  Stimulants,  edited  by  Ed- 
win Dunlop,  New  York,  Hoeber 
Medical  Division  of  Harper  and 
Row,  Publishers,  1965. 


Book  Notes 

Books  reviewed  in  this  column  are 
available  from  the  TMA  Library. 

Anatomico-Roentgenographic  Stud- 
ies of  the  Spine.  Lee  A.  Had- 
ley. 545  pp.  Springfield,  111., 
Chai’les  C Thomas,  1964.  $26. 

T HIS  BOOK  will  be  of  particu- 
lar interest  to  orthopedists,  neuro- 
surgeons, and  radiologists  because 
of  the  unique  method  of  serial 
study  which  has  been  used.  The 
author  begins  by  reviewing  the  de- 
velopmental anatomy  as  well  as 
disturbances  in  this  development. 
The  basic  technique  of  study  is  a 
careful  correlation  of  the  x-ray 
examination  with  cadaver  dissec- 
tions, clinical  history,  and  long 
term  follow-up  of  the  patients  (up 
to  25  years).  Clarity  is  aided  by 
extensive  use  of  microscopic  studies 
as  well  as  photographs  of  the 
specimens. 

While  the  book  deals  with  most 
of  the  spine,  by  far  most  of  the 
material  deals  with  commonly  en- 
countered, sometimes  controversial, 
problems.  Large  segments  deal  with 
the  cervical  lumbosacral  regions 
with  minimal  time  on  dysplasias 
and  tumors.  The  presentation  on 
degenerative  changes  is  particu- 
larly good  and  well  documented. 
Extensive  explanation  of  the  illus- 
trations is  utilized  but  one  does 
find  it  a little  cumbersome  when 
the  basic  text  is  frequently  far  re- 
moved from  the  appropriate  illus- 
tration. 

For  all  who  are  concerned  with 
the  spine,  clinically  and/or  radio- 
graphically, this  will  prove  to  be 
a valuable  and  refreshing  text. 

— Lee  R.  Radford,  M.D.,  Austin. 
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Recent 

Deaths 


DR.  T.  W.  BLACK 

Dr.  Thomas  William  Black  of 
Port  Worth,  president  of  the  Tex- 
as Pediatric  Association,  died  in  an 
aircraft  crash  12  miles  south  of 
Canton  on  May  10.  The  accident 
also  claimed  the  lives  of  Dr.  Black’s 
wife,  Jane,  and  their  23-year-old 
son,  Allan,  who  piloted  the  private 
plane. 

The  Blacks  were  returning  from 
a trip  to  Baton  Rouge,  La.,  where 
they  had  visited  their  daughters, 
Carol  and  Paula,  students  at  Lou- 
isiana State  University,  when  the 
accident  occurred.  Department  of 
Public  Safety  officials  blamed  the 
crash  on  turbulent  weather. 

Dr.  Black  was  born  Nov.  8, 1915, 
at  Bridgeport,  111.,  the  son  of  Mr. 
and  Mrs.  Wallace  L.  Black.  He 
attended  Texas  Christian  Univer- 
sity and  received  his  medical  de- 
gree from  Washington  University, 
St.  Louis,  Mo.,  on  June  14,  1941. 
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The  following  year  he  interned  at 
St.  Louis  Children’s  Hospital.  He 
remained  to  serve  residencies  in 
pediatrics  and  pediatric  otolaryng- 
ology. 

He  began  his  practice  in  Fort 
Worth  in  1944. 

He  was  chief  of  pediatrics  at 
Fort  Worth  Children’s  Hospital 
and  was  past  chief  of  pediatrics 
at  W.  I.  Cook  Children’s  Hospital 
in  Fort  Worth. 

Dr.  Black  was  a member  of  Tar- 
rant County  Medical  Society,  Tex- 
as Medical  Association,  and  Amer- 
ican Medical  Association.  He  was 
a counselor  for  the  northwest  dis- 
trict of  the  Texas  Pediatric  Socie- 
ty and  director  of  the  first  Fort 
Worth  clinic  devoted  to  the  care 
and  diagnosis  of  muscular  dys- ' 
trophy. 

He  was  a member  and  former 
vestryman  at  St.  John’s  Episcopal 
Church,  Fort  Worth. 

Dr.  Black  married  Jane  Swift 
on  Aug.  30,  1940,  in  St.  Louis. 

Surviving  Dr.  Black  in  addition 
to  his  daughters  is  a brother, 
Richard  Black  of  El  Paso. 


DR.  A.  C.  PICKARD 

Dr.  Alpha  C.  Pickard,  Houston 
physician  for  25  years,  died  in  a 
hospital  there  May  27.  He  was  68. 

He  was  born  in  Ewing,  111., 
March  19,  1897.  He  was  a graduate 
of  the  St.  Louis  University  School 
of  Medicine,  interned  at  St.  Louis 
City  Hospital,  and  had  practiced  in 
Marion,  111.,  from  1926  to  1931  and 
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in  Tyler  from  1935  until  coming  to 
Houston  in  1945.  He  had  been  ac- 
tive until  the  Friday  before  his 
death  the  following  Thursday. 

He  was  a member  of  Texas  Med- 
ical Association  through  the  Har- 
ris County  Medical  Society. 

Surviving  are  his  wife  and  a 
daughter,  Mrs.  Rose  Partin,  Hous- 
ton; two  sisters,  Mrs.  0.  M.  Mc- 
Cann of  Belleville,  111.,  and  Mrs. 
Lorene  Wingo  of  Ewing,  111.;  two 
brothers,  Dr.  Jess  L.  Pickard  of 
Benton,  111.,  and  Lloyd  Pickard  of 
Thompsonville,  111.,  and  one  grand- 
daughter. 


DR.  D.  W.  PEACE,  SR. 

Dr.  Dewey  W.  Peace,  Sr.,  who 
had  practiced  medicine  in  the 
Kingsville- Bishop  area  for  more 
than  40  years,  died  of  cancer  at  his 
home  in  Kingsville  May  6.  Ill  for 
a long  time,  he  was  69. 

He  was  elected  to  honorary  mem- 
bership in  TMA  in  1964  through 
the  Kleberg-Kenedy  Counties  Med- 
ical Society.  He  was  a member  of 
the  AMA.  Last  year  the  Bishop 
community  honored  him  at  a testi- 
monial banquet  and  reception  mark- 
ing his  40  years  of  practice  there. 

Dr.  Peace  was  bom  in  Canton 
in  1895,  the  son  of  J.  A.  and  Ada 
Peace.  He  completed  premedical 
training  at  the  University  of  Texas 
in  1917  and  then  served  two  years 
with  the  Army  in  Europe  during 
World  War  I. 

For  the  son  of  a widowed  mother 
with  seven  children  it  was  neces- 
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sary  to  work  in  order  to  go  through 
Baylor  University  College  of  Medi- 
cine, then  at  Dallas,  but  despite 
this  obstacle.  Dr.  Peace  was  grad- 
uated there  in  1923.  He  served  a 
residency  in  surgery  at  Baylor 
University  Hospital  in  Dallas,  hav- 
ing externed  there  during  his  senior 
year.  He  was  appointed  house  sur- 
geon, but  resigned  to  enter  practice. 

He  came  to  Bishop  in  1924  to  care 
for  patients  of  Dr.  S.  L.  Mayo  who 
had  died  earlier  in  the  year.  Dr. 
Peace  said  many  years  later  that 
he  had  planned  to  stay  in  Bishop 
no  more  than  a year  or  two,  but  he 
fell  in  love  with  the  place  and 
stayed  a lifetime. 

He  was  married  in  1924  to  the 
former  Minnie  Howell. 

After  World  War  II,  he  moved 
to  Kingsville  to  be  nearer  his  pa- 
tients in  the  hospital  there.  How- 
ever, he  continued  to  practice  in 
Bishop  until  his  retirement  in  1963. 

He  had  served  on  the  board  of 
Kleberg  County  Hospital  and  on 
the  Bishop  school  board.  He  was  a 
former  secretary  of  his  medical  so- 
ciety. 

His  hobbies  were  hunting  and 
fishing. 

Dr.  Peace  believed  he  had  deliv- 
ered at  least  5,000  babies,  more 
than  the  present  number  of  resi- 
dents of  Bishop. 

He  was  a 32nd  degree  Mason  and 
a Shriner  and  belonged  to  the  Bap- 
tist church.  He  was  a member  of 
Phi  Alpha  Sigma  fraternity. 

Survivors  include  his  wife,  Min- 
nie; a son.  Dr.  Dewey  W.  Peace, 
Jr.,  of  Bishop;  a daughter,  Mrs. 
Curtis  Austin,  Jr.,  of  Alice;  four 
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sisters,  Mrs.  Abbie  Everett  and 
Mrs.  Phillip  Weatherholt,  both  of 
Teague,  and  Miss  Jim  Peace  and 
Mrs.  John  Bonner,  both  of  Corpus 
Christi;  and  four  grandchildren. 


DR.  H.  FISHBEIN 

Dr.  Harry  Fishbein,  a Houston 
radiologist,  died  of  Hodgkin’s  dis- 
ease May  27.  He  was  51. 

Dr.  Fishbein,  an  assistant  pro- 
fessor at  Baylor  University  Col- 
lege of  Medicine,  was  born  in  Pat- 
erson, N.  J.,  Aug.  20,  1913.  He  at- 
tended Eastside  High  School  there 
and  went  on  to  the  University 
of  Louisville  (Ky.).  He  was  grad- 
uated in  medicine  from  the  Uni- 
versity of  Arkansas  School  of  Med- 
icine, Little  Rock,  in  1938. 

Following  internship  at  Hotel 
Dieu  Hospital  and  a residency  in 
radiology  at  Charity  Hospital  in 
New  Orleans  he  stayed  on  there  to 
begin  practice. 

He  joined  the  Anny  Medical 
Corps  in  1942  and  served  in  North 
Africa,  Italy,  and  the  Philippines, 
ending  his  service  in  1946  as  a 
major. 

After  the  War,  he  came  to  Hous- 
ton. 

Dr.  Fishbein  was  a member  of 
Harris  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  Hous- 
ton Radiological  Society.  He  was 
a member  of  Temple  Emanu  El  and 
the  B’nai  B’rith  Lodge. 

Dr.  Fishbein  is  survived  by  his 
wife,  Mrs.  Lela  Fishbein;  daugh- 
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ter.  Miss  Joanne  Fishbein;  son, 
Barnet  Fishbein,  all  of  Houston; 
sister,  Mrs.  0.  H.  Cohen  of  Boon- 
ton,  N.  J.,  and  brothers,  Herman 
Fishbein  of  New  Rochelle,  N.  Y., 
Dr.  Elliot  Fishbein,  Paterson,  N.  J., 
and  Dr.  I.  Leo  Fishbein  and  Joseph 
Fishbein,  both  of  Miami  Beach. 

DR.  H.  M.  WESTOVER 

Dr.  Harry  M.  Westover,  a retired 
honorai’y  member  of  Texas  Medical 
Association,  died  April  4 in  a Hous- 
ton hospital. 

Born  at  Clark,  S.  D.,  on  June  30, 
1890,  he  attended  school  at  Pinson 
and  Bell  Buckle,  Tenn.  He  was 
graduated  in  medicine  from  the 
Medical  Department  of  the  Uni- 
versity of  Tennessee  in  1916. 

He  served  an  internship  at 
Barnes  Hospital  in  St.  Louis,  and 
after  this  entered  the  U.  S.  Amiy 
where  he  was  a medical  officer  dur- 
ing World  War  1. 

He  went  into  private  practice 
after  the  war  in  Saulsbury,  Tenn. 
Before  coming  to  North  Houston 
in  1942,  he  had  also  practiced  in 
Welch,  Martha,  Craig  County, 
Jackson  County,  and  Altus,  Okla.; 
Hardeman  Co.  and  Bolivar,  Tenn.; 
and  Ropesville  and  Streetman, 
Texas. 

A general  practitioner,  he  is  sur- 
vived by  his  wife;  daughter,  Mrs. 
Caryls  Thacker,  Houston;  sons, 
Willis  J.  Westover  and  George  S. 
Westover,  both  of  Pasadena;  broth- 
er, Grover  Westover, Pinson,  Tenn.; 
eight  grandchildren,  and  two  great 
grandchildren. 
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COMING  MEETINGS 


American  Medical  Association*  Cinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1966.  Annual  Meeting,  Chicago,  June  26- 
30,  1966.  Dr.  F.  J.  L.  Blasingame,  535 
Dearborn,  Chicago  10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966  ; Austin,  Pub- 
lic Relations  Conference,  Sept.  24-26, 
1965  ; Austin,  Conference  for  County  Med- 
ical Society  Officials,  Jan.  22-23,  1966. 
C.  Lincoln  Williston,  1801  N.  Lamar, 
Austin,  Exec.  Sec. 

JULY 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston,  July  12-14,  1965.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  26,  Exec.  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin. July  16-17,  1965.  R.  W.  Shafer,  Jr., 
4004  N.  Lamar  Blvd.,  Austin,  Exec.  Dir. 

AUGUST 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa.,  Aug.  22- 
27,  1965.  Dr.  Glenn  Gullickson.  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Hospital  Association,  San  Fran- 
cisco, Aug.  30-Sept.  2,  1966.  Dr.  Edwin 
L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

Texas  State  Board  of  Medical  Examiners, 

Houston,  Aug,  13-15,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Ax'ts  Bldg.,  Fort 
Worth,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc., 

Chicago,  Dec.  4-9,  1965.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice, 
Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Oct.  14-19,  1965. 
Dr.  W.  L.  Benedict,  15  2nd  St,,  S.W,, 
Rochester,  Minn.,  Sec, 

American  Academy  of  Pediatrics,  Chicago, 
Oct,  23-28,  1965.  Dr.  E.  H.  Christophei-- 
son,  1801  Hinman,  Evanston,  111.,  Exec, 
Dir, 


American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va,,  Sept,  9- 
11,  1965,  Dr.  C.  L.  Randall,  100  Meadow 
Road.  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons, 
Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y. , Sec. 

American  Association  for  Thoracic  Surgery, 
Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital.  Pittsburgh,  Pa.,  Sec. 

American  Cancer  Society,  Inc.,  New  York, 
Oct.  25-29,  1965.  Mr.  G.  Whittlesey,  219 
E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  New 
York  City,  June  17-21,  1965.  Mr.  M.  Kom- 
feld,  112  E.  Chestnut,  Chicago  11,  Exec. 
Dir. 

American  College  of  Gastroenterology,  Bal 
Harbour,  Fla.,  Oct,  24-27,  1965.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition,  New  York 
City,  Oct.  10.  1965.  Dr.  Robert  A.  Peter- 
man, 3 Craig  Court,  Totowa  Borough, 
N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists. Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec,  Sec. 

American  College  of  Physicians,  Miami 
Beach,  Fla.,  Oct,  7-9,  1965.  Dr.  E.  C.  ' 
Rosenow,  Jr.,  4200  Pine,  Philadelphia  4, 
Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir, 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22,  1965.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 
19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Gastroenterological  Association, 

Chicago,  May  26-28,  1966.  Dr.  David 

Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society.  Dr.  C.  J. 

Lund,  260  Crittenden  Blvd.,  Rochester  20, 
N.  Y.,  Sec. 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1966.  Mr.  Rome  A. 
Betts.  44  E.  23rd,  New  York  10,  Exec.  Dr. 


American  Neurological  Association,  Atlan- 
tic City,  N.  J.,  June  14-16,  1965.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32.  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio.  June  20-23,  1966.  Dr.  James  A. 
Ferguson,  320  W.  Lafayette,  Detroit 
48226. 

American  Medical  Women*s  Association, 

Chicago,  Nov.  10-14,  1965.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Public  Health  Association,  Inc., 

Chicago,  Oct.  18-22,  1965.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver. Oct.  23-27,  1965.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 

Chicago,  Oct.  15-23,  1965.  Miss  Eleanor 
F.  Larson,  445  Lake  Shore  Drive.  Chicago 
11,  Mgr. 

American  Surgical  Association,  Boca  Raton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker.  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 

American  Thoracic  Society,  San  Francisco, 
May  22-25,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Columbus,  Ohio,  Oct.  7-9, 
1965.  Mr.  H.  E.  Northam,  185  N.  Wa- 
bash. Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Chicago, 
Nov.  5,  1965.  Dr.  George  A.  Hallenbeck, 
Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-5,  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago.  Sec. 

Medical  Society  of  United  States  & Mexico. 
Dr.  James  Nauman,  1603  N.  Tucson  Blvd., 
Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago, Nov.  28-Dec.  3,  1965.  Mr.  M.  D. 
Frazer,  1744  S.  58th  St.,  Lincoln,  Neb., 
Sec. 

South  Central  Association  of  Blood  Banks, 

San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge,  La.,  Sec. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts,  2601 
Highland.  Birmingham  5,  Exec.  Sec. 
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Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-6,  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  December,  1965.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

South  Texas  District,  American  College  of 
Surgeons.  Dr.  August  Herff,  Jr..  1526 
Nix  Professional  Bldg.,  San  Antonio, 
Sec. 

Southwest  Allergy  Forum,  El  Paso,  April, 
1966.  Dr.  W.  P.  Coleman,  1828  Calhoun 
St.,  New  Orleans,  La.,  Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Medical  Association,  El  Paso, 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St.,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine. 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla. 

State 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1965.  Mr,  D.  C,  Jackson,  1906 
N.  Damar,  Austin,  Kxec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton, Dec.  4,  1965.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966.  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fi'an- 
cine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  15,  1966.  Dr.  G.  K. 
Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Houston,  Oct. 
31,  1965.  Dr.  M.  A.  Forbes,  607  W.  14th 
Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Austin,  April 

17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum,  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 

Dallas,  Aug.  17-18,  1965.  Mr.  C.  W.  Rei- 
mann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19.  1965.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  6,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas,  May  14- 

18.  1966.  O.  Ray  Hurst.  6225  U.  S.  High- 
way 290  E.,  Austin,  Exec.  Sec. 


Texas  Industrial  Medical  Association,  Aus- 
tin, April  14.  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont.  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr.  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25.  1965.  Dr.  C.  E.  Gilmore,  811  Bon- 
ham, Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 

Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton. Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr,,  P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Houston, 
Dec.  3,  1965.  Dr.  Homer  R.  Goehrs,  509 
West  26th,  Austin. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St.,  Lufkin,  Sec., 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, San  Antonio,  Dec.  3-4,  1965. 
Dr.  Jack  B.  Lee,  409  Camden  St.,  San 
Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  San 
Antonio,  Jan.  30,  1966.  Dr.  Jack  L. 
Smith,  3155  Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging.  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences.  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Division,  Internationa!  College 
of  Surgeons,  Austin,  April  14,  1966.  Dr. 
Robert  G.  McCorkle,  7338  McHenry  St., 
Houston,  Sec. 

Texas  Surgical  Society,  Galveston,  Oct.  3-5, 
1965.  Dr.  W.  B.  King,  Jr..  2320  Colum- 
bus Ave.,  Waco,  Sec. 


Texas  Traumatic  Surgical  Society,  Austin, 
April  14,  1966.  Dr.  J.  C.  Long,  805  W. 
8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

Texas  Urological  Society,  Shreveport,  La., 
January,  1966.  Dr.  Grant  Begley,  1415 
Pennsylvania,  Fort  Worth,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966.  Dr.  Jorge  Jimenez-Gan- 
dica,  501  U.  S.  Court  House,  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  Feb.  5,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Third  District  Society,  Lubbock,  Oct.  9. 

1965.  Dr.  Louis  Devanney,  2209  W.  7th. 
Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  J.  E. 
Albright,  2481  Medical  Center,  Corpus 
Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502 
W.  13th,  Austin,  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 

1966.  Dr.  Bobby  Jones,  218  Main  Street, 
Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteeth  District  Society.  Dr.  W.  H.  Neil. 
1217  W.  Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Lake  Tex- 
oma,  Sept.  11-12,  1965.  Dr.  Fred  W.  Shel- 
ton, 600  N.  Highland  Ave.,  Sherman, 
Chm. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio,  Jan,  24-26, 
1966.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  26-27,  1965.  Miss  Alma 
F.  O’Donnell,  603  Medical  Arts  Bldg., 
Oklahoma  City  2,  Exec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas,  Dec. 
10-11,  1965.  Harry  H.  Miller,  Gulf  Coast 
Hospital,  Baytown,  Sec. 
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Heart  Disease,  Cancer,  Stroke  Bill 
Could  Hurt  Mainstream  oi  Medicine 

In  recent  weeks,  the  Interstate  and  Foreign 
Commerce  Committee  of  the  Hoitse  of  Representa- 
tives has  conducted  hearings  on  H.R.  3140  (S.  596), 
the  bill  to  implement  the  report  of  the  President’s 
(DeBakey)  Commission  on  heart  disease,  cancer  and 
stroke  and  other  major  diseases.  The  bill,  which 
has  already  passed  the  Senate,  would  remake  the 
entire  structure  of  American  medical  service.  It 
imposes  changes  far  more  sweeping  than  any  health 
legislation  in  our  history,  including  Medicare.  This 
legislative  proposal  embraces  three  basic  features: 

1.  Creation  of  regional  complexes  for  care  and 
clinical  investigation  of  patients  with  heart  disease, 
cancer,  and  stroke,  and  other  major  diseases. 

2.  Categorical  and  noncategorical  research  insti- 
tutes within  existing  institutions. 

3.  Establishment  of  diagnostic  and  treatment 
stations  for  these  diseases. 

Last  April,  the  House  of  Delegates  of  the  Texas 
Medical  Association  adopted  a resolution  opposing 
in  principle  the  report  of  the  President’s  Commis- 
sion because  of  its  failure  to  document  the  allega- 
tions of  inferior  care  made  in  volume  one  of  the  re- 
port and  because  the  sweeping  proposals  presented 
in  the  report  would  revise  the  present  system  of 
health  services  without  assurance  that  the  new  sys- 
tem being  substituted  would  be  more  effective  or 
even  workable. 

In  mid- July  a delegation  of  Texas  Medical  Asso- 
ciation members  and  staff  visited  Washington,  and 
called  upon  two  key  Texas  Congressmen  who  are 
members  of  the  House  Commitee  on  Interstate  and 
Foreign  Commerce,  Rep.  Walter  Rogers  of  Texas’ 
18th  Congressional  District  and  Rep.  J.  J.  “Jake” 
Pickle  of  the  Texas  10th  Congressional  District. 
The  delegation  presented  to  the  Congressmen  the 
reasons  members  of  the  Texas  Medical  Association 
believe  H.R.  3140  (S.  596)  should  not  be  passed  and 
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why  the  bills  require  extensive  critical 
analysis. 

Some  of  the  reasons  presented : 

1.  An  alleged,  unnecessary  time  lag  be- 
tween laboratory  discoveries  and  application 
in  clinical  practice  is  refuted  by  the  Com- 
mission’s own  subcommittee  on  research 
which  has  stated  that  “This  committee  and 
its  consultants  are  unaware  of  any  signifi- 
cant body  of  fundamental  information  which 
is  stagnantly  awaiting  clinical  application.” 

2.  The  passage  of  the  bills  will  discourage 
physicians  from  locating  in  smaller  commu- 
nities and  from  entering  general  practice. 
The  regional  complex  and  servicing  stations 
will  emphasize  medical  practice  as  being 
“first-class”  only  in  these  “centers  of  excel- 
lence,” relegating  the  main  stream  of  medi- 
cal care  to  a “second-class”  status.  Also,  the 
new,  young  physician  is  contemplated  by  the 
President’s  Commission  as  the  source  of 
medical  manpower  for  staffing  the  program, 
and  many  tax-financed  inducements  will  be 
advanced  to  draw  the  new  physicians  to  the 
centers  and  away  from  family  practice  and 
non-center  areas. 

3.  The  establishment  of  regional  medical 
complexes  will  have  an  adverse  effect  on 
hospitals  which  do  not  become  a part  of  the 
medical  complex.  Community  general  hos- 
pitals will  be  in  an  uncompetitive  position 
financially  and  prestige-wise. 

4.  There  is  not  now  available  sufficient 
medical  manpower  to  meet  the  needs  of  the 
proposed  complexes.  There  are  1,000  vacan- 
cies currently  existing  on  the  medical  school 
faculties  of  the  nation.  The  subcommittee 
on  manpower  of  the  President’s  Commission 
stated  in  its  report : “In  the  face  of  the  rising 
demand  for  physicians  in  every  field  of 
service,  it  is  futile  to  think  of  diverting  phy- 
sicians into  heart,  cancer,  and  stroke  pro- 
grams; to  do  so  would  be  catastrophic  in  a 
nation  in  which  faulty  distribution  of  physi- 
cians and  increasing  abandonment  of  gen- 
eral practice  is  already  posing  serious  if  not 
critical  problems  for  the  provision  of  medi- 
cal care.” 

Our  Texas  delegation  also  pointed  out  that 
current  mechanisms  and  institutions  are  ef- 
fective channels  for  research  and  postgrad- 
uate training.  More  than  100,000  of  the 
174,000  physicians  actively  seeing  patients 
attended  formal  postgraduate  courses  last 
year.  Further,  it  is  futile  and  dangerous  to 
the  public’s  health  care  to  divert  medical 
manpower  into  the  proposed  treatment  of 


three  diseases  primarily  associated  with  the 
older  segment  of  our  population  when  this 
manpower  is  sorely  needed  to  provide  the 
broader  spectrum  of  medical  care  for  all  age 
levels. 

H.R.  3140  and  its  companion  Senate  bill 
are  well  on  their  way  toward  becoming  law. 
Their  effect  on  medical  care  and  medical 
practice  will  be  revolutionary  with  no  assur- 
ance they  can  produce  beneficial  results. 
Yet,  few  people  in  this  country,  including 
physicians,  understand  the  scope  and  poten- 
tial impact  of  this  legislation.  Physicians 
must  act  at  once  to  call  the  attention  of  com- 
munity leaders,  hospital  trustees,  chambers 
of  commerce,  and  others  to  the  importance 
of  these  bills  and  the  need  for  more  deliber- 
ate consideration. 

— David  Wade,  M.D.,  President. 


Auscnitalion  in  Neurological 
Medicine  and  Suigeiy 

The  stethoscope,  which  attained  its 
peak  of  usefulness  and  refinement  in  the 
hands  of  a former  generation  of  physicians, 
seemed  to  diminish  in  value  in  comparison 
with  more  modem  tools.  It  has  made  a 
strong  comeback  as  a diagnostic  aid  in  rela- 
tively new  fields  which,  paradoxically,  de- 
veloped through  the  techniques  (such  as  an- 
giography) that  seemed  likely  to  make  the 
stethoscope  obsolete.  The  stethoscope  is  not 
the  emblem  of  the  old-fashioned  doctor,  and 
disaster  awaits  the  modem  physician  who 
does  not  routinely  use  it  to  listen  for  evi- 
dence of  abnormal  vascular  arrangements. 

Its  employment  in  neurology  is  particu- 
larly important  and  illustrative.  Though  re- 
sults usually  are  negative,  auscultation  of 
the  head  is  not  a greenhorn’s  chore  of  search- 
ing for  a left-handed  monkey  wrench.  In- 
tracranial arteriovenous  malformations  fre- 
quently produce  seizures,  episodic  head- 
aches, behavioral  aberrations,  intracranial 
bleeding,  and  even  head  noises.  Clinical  ex- 
perience showing  that  such  malformations 
can  be  detected  by  auscultation  is  confirmed 
by  arteriography.  Arteriosclerotic  changes 
in  the  internal  carotid  arteries,  and  post- 
traumatic  and  spontaneous  carotid  cavern- 
ous fistulas  may  also  be  detected  by  those 
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who  develop  the  habit  of  listening  carefully 
over  the  head  and  orbits. 

In  recent  years,  workers  in  the  field  of 
atherosclerosis  have  shown  the  frequency  of 
occurrence  of  localized  stenoses  of  major 
vessels,  deriving  from  the  aorta,  which  sup- 
ply the  head,  limbs,  and  kidneys.  Therefore, 
those  dealing  with  neurological,  renal,  hy- 
pertensive, or  extremity  ailments  take  a 
perilous  risk  if  they  neglect  systematic  aus- 
cultation over  carotid,  subclavian,  renal, 
iliac,  and  other  arteries  supplying  struc- 
tures possibly  involved. 

One  of  the  neglected  areas  of  ausculta- 
tory diagnosis  relates  to  the  neurovascular 
compression  syndromes  of  the  upper  ex- 
tremities. The  scalenus  anticus,  hyperabduc- 
tion, and  thoracic  outlet  syndromes  were 
originally  described  as  being  due  to  identi- 
fied mechanisms  involving  known  anatomi- 
cal structures  capable  of  being  tested  by 
maneuvers  which  diminish  or  abolish  the 
pulse.  Those  who  use  the  stethoscope  to  lo- 
cate the  bruits  thus  produced  in  these  syn- 
dromes find  the  situations  to  be  different 
than  originally  described.  Auscultation  above 
the  medial  end  of  the  clavicle  over  the  lateral 
border  of  the  anterior  scalene  muscle  will 
rarely  reveal  a bruit  unless  the  patient  has 
a cervical  rib  and  unless  the  Adson  maneu- 
ver as  originally  described  is  employed.  Al- 
most every  patient  who  has  no  supernumer- 
ary rib  and  who  loses  pulse  on  taking  a deep 
breath,  abducting  the  arm,  throwing  the 
shoulders  back,  or  performing  some  illegiti- 
mate version  of  Adson’s  test,  will  have  a 
sharply  localized  bruit  just  below  the  mid- 
point of  the  clavicle  at  a site  where  the  back 
of  the  clavicle  is  close  to  the  lateral  border 
of  the  first  rib. 

Subclavian  bruits  produced  by  neck  and 
shoulder  girdle  maneuvers  are  so  sharply 
localized  that  moving  the  stethoscope  the  di- 
ameter of  its  diaphragm  away  from  the  site 
of  maximum  intensity  often  makes  a bruit 
inaudible — an  indication  of  the  precision  of 
this  examination  in  locating  the  site  (and  im- 
plicating the  underlying  structures)  of  the 
mischief.  Auscultation  provides  no  evidence 
of  axillary  artery  occlusion  beneath  the  pec- 
toralis  minor  muscle  or  the  coracoid  process 
of  the  scapula  on  abduction,  or  of  arterial 
compression  by  the  scalene  muscle  in  any 
maneuver  in  the  absence  of  a supernumer- 
ary rib. 

Auscultation  supplemented  by  appropriate 
arteriographic  studies  should  contribute  to 


a higher  degree  of  diagnostic  accuracy  in 
patients  with  shoulder  girdle  and  arm  syn- 
dromes than  has  been  the  case,  and  limit  the 
needless  sacrifice  of  anterior  scalene  muscles. 

— George  Ehni,  M.D.,  Houston. 


I personal  y opinions 
i and  views 


High  School  Athletes 
Need  Qanlified  Trainers 

Our  youngsters  should  not,  and  need 
not,  carry  unpleasant,  disabling  reminders  of 
their  participation  in  high  school  athletics. 
The  services  of  a professional  athletic  train- 
er, establishment  of  adequate  time  allow- 
ances for  preseason  conditioning,  and  more 
thorough  physical  examinations  for  prospec- 
tive athletes  can  reduce  disability  from 
sports  injuries. 

The  National  Athletic  Trainers  Associa- 
tion, now  15  years  old,  has  advanced  the 
quality  of  trainers  from  unskilled  “rubdown 
men”  to  educationally  qualified,  professional- 
minded  paramedical  specialists.  Physician 
members  of  the  association  have  been  in- 
strumental in  creating  a program  to  prepare 
athletic  trainers ; cooperating  in  this  venture 
are  the  American  Medical  Association,  Amer- 
ican Physical  Therapy  Association,  and 
American  Association  of  Health,  Physical 
Education  and  Recreation.  Envisioned  in 
the  near  future  is  a standard  college  degree 
plan  for  athletic  trainers,  with  a major  in 
physical  education,  minor  in  science,  teach- 
ing certification,  and  a fifth  year  of  study 
in  physical  therapy  or  a master’s  degree  in 
athletic  training. 

More  than  20  qualified  trainers  are  now 
employed  by  Texas  high  schools  or  school 
systems.  This  is  a woefully  small  number, 
but  it  is  a start. 

The  first  important  aspect  of  training  the 
high  school  athlete  is  to  be  reasonably  cer- 
tain that  he  is  physically  sound  before  he  is 
allowed  to  participate  in  vigorous  contact 
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sports.  This  is  within  the  bailiwick  of  the 
doctor,  but  the  trainer  can  be  of  help.  We 
believe  that  the  quality  of  preseason  physi- 
cal examinations  could  be  greatly  improved 
if  the  Interscholastic  League  would  sanction 
a standard  form,  drafted  by  medical  doctors 
who  are  thoroughly  familiar  with  high  school 
athletics.  Realistically,  the  availability  of 
physicians  and  limitations  of  examining  fa- 
cilities must  be  considered ; nevertheless,  the 
form  should  be  more  comprehensive  than 
many  now  used.  There  should  be  some  em- 
phasis on  histories  of  head  and  neck  injuries 
or  abnormalities,  and  of  previous  fractures, 
dislocations,  or  sprains.  Of  benefit  would 
be  gross  examination  of  the  teeth  and  mouth 
by  a dentist. 

The  second  important  part  of  training, 
possibly  the  most  important  part,  is  presea- 
son conditioning.  The  athlete  must  harden 
himself  before  actual  practice  begins  or  he 
risks  serious  injury  during  early  season 
practice.  It  is  not  enough  to  tell  a young  boy 
what  to  do ; he  must  be  supervised  and  guid- 
ed. Coaches  want  contact  work  the  first  day 
of  fall  training,  as  the  first  game  may  be 
less  than  two  weeks  away.  An  extra  14,  or 
even  7,  days  of  early  season  practice  devoted 
only  to  conditioning  would  substantially  re- 
duce injuries  in  schoolboy  football. 

As  to  proper  equipment  for  the  athletes, 
there  are  very  few  problems.  The  problems 
encountered  here  seldom  involve  quality  or 
quantity,  but  arise  from  the  fact  that  only 
when  equipment  is  well-fitted  and  properly 
worn  can  it  afford  the  protection  which  it  is 
designed  to  give.  A trainer  should  devote 
the  necessary  time  to  see  that  each  boy’s 
equipment  gives  maximum  protection. 

A little  paint  and  a lot  of  cleaning  can 
turn  a dingy  place  into  an  adequate  training 
room.  Good  lighting  and  ventilation,  and 
above  all,  constant  attention  to  cleanliness, 
are  the  basic  needs;  almost  any  school  can 
provide  adequate  facilities.  Such  basics  as 
treatment  tables,*  portable  ice  box  or  chest, 
medicine  cabinet,  wash  basin  with  hot  and 
cold  water  taps,  and  several  electrical  wall 
plugs  that  are  properly  grounded  should  be 
obtained  first.  Although  a whirlpool,  moist 
heat  pack  unit,  and  a good  infrared  lamp 


are  desirable  if  the  budget  permits,  we  dis- 
courage the  purchase  of  shortwave  or  micro- 
wave  diathermy  devices,  ultrasonic,  ultra- 
violet, and  other  such  modalities  unless  a 
fully  qualified  person  is  in  complete  charge 
of  their  operation.  Promiscuous  use  of  these 
devices  can  do  more  harm  than  good,  and 
ignorant  use  of  them  is  highly  dangerous. 

Physicians  will  agree  that  rehabilitation 
of  an  injured  athlete  at  the  high  school  level 
is  as  important,  if  not  more  so,  as  at  the  uni- 
versity level.  The  physician  does  not  have 
time  for  this  work,  and  coaches  and  parents 
rarely  have  both  the  time  and  the  necessary 
knowledge.  In  this  area,  competent  trainers 
can  provide  the  persistent  care  and  meticu- 
lous attention  to  the  physician’s  treatment 
orders,  thus  minimizing  future  disabilities. 

Indeed,  immediate  attention  to  all  injuries, 
even  the  seemingly  minor  ones,  is  a job  for 
a person  thoroughly  familiar  with  first  aid, 
capable  of  making  on -the -field  functional 
tests  and  evaluations,  and  able  to  provide 
accurate  information  to  the  physician.  It 
makes  no  sense  for  a high  school  to  hire  sev- 
eral coaches,  spend  thousands  of  dollars  on 
uniforms  and  an  impressive  stadium,  and 
then  entrust  the  daily  care  and  rehabilita- 
tion of  its  athletes  to  a student  trainer  or 
manager.  Although  these  students  usually 
are  conscientious,  willing  workers,  the  re- 
sponsibility placed  on  them  is  too  great  and 
is  an  unfair  burden. 

In  short,  we  think  that  changes  are  need- 
ed, but  it  will  require  hard  work  and  leader- 
ship in  encouraging  coaches,  school  boards, 
parents,  and  others  to  support  the  measures. 

Physicians  traditionally  have  fought  to 
prevent  disability,  and  we  who  often  see  col- 
lege youngsters  with  disabilities  from  old 
athletic  injuries  look  to  the  medical  profes- 
sion for  guidance  and  leadership  to  help  us 
reduce  the  toll. 

— Robert  H.  Gunn,  Lamar  State 
College  of  Technology,  Beaumont. 


* Specifications  are  free  from  Cramer  Chemical 
Company,  Gardner,  Kans.,  or  The  Kendall  Company, 
Bike  Sales  Division,  Chicago  6,  111.,  and  tables  can 
be  built  in  the  school’s  woodworking  shop.  The  only 
cost  is  for  materials. 
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Physicians  Can’t  Find 
Refuge  in  Shadows 


"From  this  time  on  everything  will  be  black  or  white, 
there  will  be  no  shades  of  grey. " So  said  Dr.  Harvey  Renger 
of  Hallettsville , Past  President  of  TMA,  to  illustrate  his  point 
that  the  passive  physician  is  now  actually  an  active  ally  to 
the  centralizing  forces.  Speaking  at  a TEXPAC  workshop  held 
in  Houston  during  July,  Dr.  Renger  warned  that  we  can  expect 
the  Medicare  Act  to  be  increased  in  scope  with  each  new  Con- 
gress. He  admonished  that  we  not  wake  up  ten  years  hence  and 
say  we  didn't  expect  it  to  go  so  far.  "It  will  escalate,"  he 
warned,  "unless  we  begin  work  now  to  contain  it." 

The  Texas  Medical  Association  cannot  interest  itself  in 
political  campaigns  or  in  any  way  contribute  to  political  par- 
ties or  the  candidate  for  political  office.  Its  members  can 
be  interested  in  legislative  activities  from  the  first  day  of 
any  legislative  session,  but  to  be  effective,  we  have  learned 
it  is  necessary  to  elect  candidates  committed  to  our  basic  phi- 
losophy. To  influence  legislation,  we  must  help  select  the 
legislators. 

Since  such  activity  is  prohibited  to  us,  as  a medical 
association,  a group  of  individual  physicians  organized  TEXPAC 
in  1963.  The  new  organization  cited  as  its  purpose  the  preser- 
vation of  the  historic  American  freedoms  and  constitutional 
government.  TEXPAC  is  associated  with  AMPAC  nationally.  The 
PAC  organizations  have  proved  highly  effective  throughout  the 
nation,  and  many  of  our  larger  counties  now  have  local  PAC 
groups. 

The  PAC  movement  furnishes  a means  for  the  individual 
physician  to  have  an  effective  voice  in  his  government.  By 
joining  others  of  like  belief,  he  can  increase  his  effective- 
ness many  times  over.  As  physicians,  we  can  expect  always  to 
be  harassed  by  the  increasing  demands  of  big  government.  In 
TEXPAC  we  have  an  effective  means  of  fighting  back.  TEXPAC  is 
a bipartisan  group  and  is  interested  in  candidates  of  either 
party  who  share  our  faith  and  belief  in  the  dignity  of  man  and 
in  freedom  of  enterprise. 

The  threat  to  our  system  of  medical  practice  is  greater 
today  than  it  has  ever  been  and  that  threat  is  increasing  daily. 
We  must  choose  between  black  and  white.  We  can  no  longer  hide 
in  the  grey  area.  TEXPAC  needs  and  deserves  your  support.  Join 
now  ! 


— / vj  , 

President 
Texas  Medical  Association 
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Abdominal  Exploration 
With  Gynecologic  Operations 


p ^ ROUTINE  abdominal  exploration 
review^rt^les  is  very  important  at  the  time  of 
^necologic  operation.  A review  of 
the  literature  reveals  that  little 
has  been  written  to  stress  this. 

Jean  Paul  Pratt/  in  1953,  noted  additional 
findings  in  about  47  percent  of  patients  at 
laparotomy.  Although  some  of  the  conditions 
were  suspected  and  exploration  was  merely 
confirmatory,  many  of  the  lesions  had  given 
no  indication  of  their  existence  prior  to  ex- 
ploration. Fleming,^  in  1961,  reported  the 
results  of  abdominal  exploration  in  500  ab- 
dominal gynecologic  procedures.  A signifi- 
cant extrapelvic  finding  was  noted  in  23.2 
percent;  the  lower  percentage  in  this  study 
may  be  because  the  occurrence  of  adhesions 
was  not  noted.  Also  excluding  adhesions 
from  their  study,  Woodard  and  Dean,®  in 
1961,  reported  finding  other  significant  intra- 
abdominal or  retroperitoneal  disease  in  30 
percent  of  127  consecutive  elective  and  emer- 
gency gynecologic  and  obstetric  pelvic  op- 
erations. The  surgical  exploration  appar- 
ently did  not  complicate  the  postoperative 
course  of  these  patients. 


Present  Study 

The  present  study  includes  663  abdominal 
gynecologic  operations  via  a lower  midline 
incision  done  on  the  J.  H.  Pratt  service  at 
the  Mayo  Clinic  from  1961  through  1963. 
Cases  of  generalized  abdominal  carcinoma- 
tosis were  excluded.  Findings  of  adhesions, 
except  for  isolated  ones  to  the  gallbladder, 
were  not  recorded.  Occurrences  of  endome- 


Presented  before  the  TMA  Section  on  Obstetrics 
avd  Gynecologi],  May  i,  1965,  in  San  Antonio. 


triosis,  being  common,  were  also  excluded 
from  this  study,  except  when  they  involved 
the  appendix,  cecum,  ileum,  or  the  ureter. 
Included  in  the  group  with  negative  findings 
at  exploration  were  those  patients  in  whom 
adhesions  precluded  palpation  of  some  re- 
gion but  in  whom  the  findings  were  other- 
wise negative.  In  addition,  the  absence  of 
organs  as  a result  of  previous  surgical  re- 
moval was  not  recorded  in  this  study. 


Findings 

A positive  finding  or  findings  during  ex- 
ploration were  noted  in  255  of  the  663  pa- 
tients (38.4  percent).  The  frequencies  of 
the  various  positive  findings  are  shown  in 
Tables  1 and  2.  Some  of  the  lesions  were 
diagnosed  before  operation  and  the  explora- 
tion was  merely  confirmatory.  Many  of  the 
lesions,  however,  had  given  no  evidence  of 
existence  before  their  discovery. 

Extrapelvic  disease  was  found  in  the  gall- 
bladder (Table  1,  part  A)  most  frequently 
(13.5  percent).  In  many  instances  the  find- 
ing of  stones  was  entirely  unexpected  as  the 
patient  had  had  no  suggestive  symptoms. 
Gallstones  are  perhaps  the  easiest  objects 
that  can  be  identified  with  certainty.  These 
patients  and  the  four  with  hydrops  were  ad- 
vised to  consider  cholecystectomy  at  a later 
date. 

At  pelvic  surgery,  by  the  extension  of  the 
midline  incision  past  the  umbilicus  on  the 
right  and  by  the  retraction  and  elevation  of 
the  upper  abdominal  wall,  cholecystectomy 
was  possible  in  eight  patients  after  the  pel- 
vic procedure  was  completed.  Draining  in  all 
of  these  took  place  through  a stab  wound. 
The  hospital  stay  probablj’-  was  not  increased 
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The  authors  emphasize  the  importance  of 
exploring  the  abdomen  at  the  time  of  gyne- 
cologic operations  even  if  findings  merely 
confirm  the  preoperative  diagnosis.  In  a 
series  of  663  patients,  positive  findings  were 
noted  in  38.4  percent  during  exploration. 


because  of  this  additional  surgery,  and  no 
further  operation  had  to  be  advised.  The 
adhesions  to  the  gallbladder  were  not  con- 
sidered significant  in  the  absence  of  symp- 
toms. 

In  two  instances,  cholelithiasis  has  been 
noted  on  roentgenograms  within  a year  of 
the  previous  exploration ; the  stones  appar- 
ently had  been  missed.  When  there  are  small 
stones  in  a tense  distended  gallbladder,  pal- 
pation is  difficult.  To  identify  stones,  it  may 
be  necessary  for  the  surgeon  to  place  a fin- 
ger through  the  foramen  of  Winslow,  pal- 
pate the  gastrohepatic  ligament,  and  move 
toward  the  gallbladder.  The  small,  rather 
constant  lymph  node  along  the  cystic  duct 
frequently  can  be  confused  with  a stone  in 
the  cystic  duct  when  it  is  first  felt. 

In  our  study,  esophageal  hiatal  hernia  was 
a relatively  frequent  finding  (7.2  percent). 
A width  of  2.5  cm.  and  a depth  of  3 cm.  in- 
dicated a small  hiatal  hernia.  Most  of  the 
hernias  were  small,  but  a defect  was  occa- 
sionally present  that  would  admit  three  or 
four  fingers  for  5 to  7 cm.  or  more.  Such 
hernias,  which  are  often  symptomatic,  may 
explain  some  of  the  patient’s  vague  symp- 
toms. Such  hernias  also  may  necessitate  ele- 
vating the  head  of  the  patient’s  bed  after 
operation  and  certainly  emphasize  the  need 
for  reduction  of  weight, 
j Relatively  few  positive  findings  were  noted 
1 in  the  hepatic,  splenic,  gastric,  and  pancre- 
atic regions  (Table  1,  part  B).  Metastasis 
to  the  liver  that  was  associated  with  ab- 
dominal carcinomatosis  has  been  excluded. 
; At  least  one  of  the  two  indeterminate  nod- 
' ules  was  presumed  malignant  although  the 
; patient  is  without  further  symptoms  one 
; and  one-half  years  after  operation,  and  in 
jl  three  cases  the  growths  were  characteris- 
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tically  malignant.  This  is  a particularly  im- 
portant finding  when  oophorectomy  is  being 
done  for  metastatic  carcinoma  of  the  breast. 
In  the  last  13  oophorectomies  performed  for 
metastatic  carcinoma  of  the  breast,  three 
patients  had  metastatic  cancer  to  the  liver, 
and  one  patient  had  large  nodes  along  the 
esophagus  and  pancreas.  The  pancreatic  cyst 
was  2 cm.  in  diameter  in  the  head  of  the 
pancreas  and  was  easily  accessible  through 
a small  secondary  incision  in  the  epigastri- 
um, thus  eliminating  the  need  for  a second 
major  operation  and  anesthetic.  The  ade- 
noma could  not  easily  be  removed  nor  the 
possibility  of  malignancy  excluded,  but  the 
patient  has  been  reexamined  at  regular  in- 
tervals. Several  patients  in  addition  to  the 
three  with  palpable  ulcers  had  duodenal  ul- 
cers, but  the  lesions  could  not  be  identified 
by  palpation.  Two  enlarged  spleens  were 
noted  and  represented  changes  of  one  and 
one-half  to  three  times  normal.  Blood  smears 
should  be  done  on  all  such  patients  to  ex- 
clude lymphomas. 

The  omentum,  when  part  of  a generalized 
carcinomatosis,  was  not  considered  separate- 
ly. In  one  instance  the  only  metastatic  lesion 
was  in  the  omentum,  indicating  peritoneal 
spread  of  a fundal  carcinoma.  The  endo- 
metriosis and  the  small  cysts  were  interest- 
ing if  not  significant. 

The  upper  urinary  tract  was  another  fre- 
quent source  of  additional  findings  (Table  1, 
part  C).  One  of  the  two  solitary  cysts  was 
7 cm.  long  and  was  resected  at  the  time  of 
the  gynecologic  procedure.  The  patient  with 
bilateral  duplication  of  the  ureters  under- 
went anterior  exenteration  and  required 
quadruple  ureterosigmoidostomy.  There  were 
three  patients  with  atrophic  kidney  none  of 
which  seems  to  be  giving  rise  to  any  blood 
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pressure  changes  at  the  present  time.  The 
hydro-ureter  in  one  patient  was  due  to  com- 
pression from  the  ovarian  vessels.  In  the 
others  it  was  primarily  due  to  pelvic  carci- 
noma or  the  treatment  for  pelvic  malignan- 
cy. In  addition,  all  kidneys  are  not  in  the 
usual  position;  some  large  pelvic  masses  are 
pelvic  kidneys  and  should  be  identified  as 
such.  Both  adrenal  rests  were  small  (2  to 
4 mm.  in  diameter)  and  brilliant  yellow  and 
were  removed  when  the  adjacent  ovary  was 
extirpated. 

Endometriosis  of  the  appendix  (Table  2, 
part  A)  is  not  diagnosed  before  operation, 
but  usually  is  identifiable  grossly  when  the 
abdomen  is  explored.  The  puckering,  scar- 
ring, and  deformity  along  with  1 to  2 mm. 
reddish  or  bluish  cysts  are  characteristic, 
and,  occasionally,  a larger  endometrioma 


forms  and  may  invert  the  appendix  into  the 
cecum. 

A previous  study^  has  shown  that  appen- 
dectomy performed  simultaneously  with  total 
abdominal  hysterectomy  has  no  effect  on 
morbidity  and  probably  should  be  done  in 
every  case  in  which  there  is  no  contraindi- 
cation. 

Although  endometriosis  of  the  ileum  is 
relatively  rare,  it  probably  should  have  been 
found  in  more  than  two  patients  in  this 
series.  The  findings  of  adhesions  to  the 
ileum,  cecum,  or  both  were  included  because 
these  patients  had  pelvic  pain  and  their  par- 
ticular adhesions  seemed  so  situated  as  to 
account  for  the  pains.  The  excessive  cecal 
mobility  also  was  noted  when  the  patient’s 
complaint  was  pain  in  the  right  lower  quad- 
rant or  in  the  pelvic  region,  and  this  exces- 
sive mobility  could  have  been  a contributing 


Table  1. — Findings  at  Abdominal  Exploration  in  663  Gynecologic  Operations. 


Site 

Finding 

Number 

A.  Gallbladder  and  esophagus 

Gallbladder 

90 

Stones 

60 

Adhesions 

24 

Hydrops 

4 

Polyp 

1 

Phrygian  cap 

1 

Esophageal  hiatal  hernia 

48 

B.  Hepatic,  splenic,  gastric,  and  pancreatic  regions 

Liver 

12 

Solitary,  calcified  or  congenital  cysts 

4 

Nodules  (indeterminate) 

3 

Thickened,  soft,  spongy  area  suggesting  hemangioma 

1 

Plaques  on  surface  of  the  liver 

1 

Metastasis 

3 

Spleen 

7 

Enlarged 

6 

Phleboliths  or  small  aneurysms 

1 

Stomach-duodenum 

3 

Duodenal  ulcer 

3 

Pancreas 

2 

Serous  cystadenoma 

1 

Solid  adenoma 

1 

Omentum 

4 

Cyst 

2 

Endometriosis 

1 

Solitary  metastasis 

1 

C.  Upper  urinary  tract 

Kidney-ureter 

35 

Hydro-ureter-hydronephrosis 

22 

Unilateral  atrophy  of  kidney 

3 

Bilaterally  scarred  or  large,  edematous  kidneys 

2 

Horseshoe  kidney 

1 

Bilateral  duplication  of  ureters 

1 

Unilateral  duplication  of  ureter 

1 

Solitary  cyst  of  kidney 

2 

Endometriosis  of  ureter 

2 

Tuberculous  granuloma  of  ureter 

1 

Adrenal  rest  (infundibulopelvic  ligament) 

2 
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factor.  In  this  series,  although  intestinal 
parasites  were  not  found,  they  have  been 
identified  occasionally  on  abdominal  explora- 
tion ; Ascaris  lumbricoides  is  the  most  likely 
and  easiest  to  identify. 

The  ileocecal  fistulas  were  associated  with 
previous  abdominal  operation  in  one  patient 
and  the  result  of  regional  ileitis  in  another. 

The  large  bowel  also  was  a relatively  fre- 
quent source  of  positive  findings  (Table  2, 
part  B).  In  one  instance,  within  a year  of 
gynecologic  operation,  a patient  had  a per- 
forating carcinoma  of  the  sigmoid  with  dis- 
tant metastasis ; the  primary  lesion  probably 
was  present  at  the  previous  exploration.  No 
unexpected  carcinoma  of  the  colon  was  iden- 


tified, but  in  the  last  year  of  this  study,  sev- 
eral resections  of  the  sigmoid  were  consid- 
ered necessary  at  the  time  of  abdominal  ex- 
ploration because  of  endometriosis  or  diver- 
ticulitis. 

In  any  abdominal  operation  in  a patient 
who  is  60  years  of  age  or  older,  some  degree 
of  arteriosclerosis  is  present.  The  three  such 
patients  in  this  series  (Table  2,  part  C)  had 
extreme  examples  of  brittle  pipe -stem -like 
arteries.  Few  notes  were  made  about  the 
peritoneal  surfaces,  but,  as  in  the  presence 
of  extensive  endometriosis,  the  brownish 
pigmentation  from  previous  rupture  of  an 
endometrioma  is  often  seen.  Data  were  lack- 
ing also  on  the  inflammatory  petechial  ap- 


Tablb  2. — Findings  at  Abdominal  Exploration  in  663  Gynecologic  Operations. 


Site  Finding 

A.  Small  intestine 
Ileum 

Partial  obstruction  (adhesions)  2 

Partial  obstruction  (solitary  metastasis)  1 

Obvious  radiation  changes  3 

Granular  surface  (inflammatory),  regional  ileitis  2 

Endometriosis  2 

Adhesions  to  ovary  3 

Appendix  (chronic  appendicitis  excluded) 

Endometriosis  5 

Carcinoid  tumor  1 

Acute  inflammation  1 

Cecum 

Endometriosis  1 

Excessive  mobility  3 

Obvious  radiation  change  1 

Adhesions  to  adnexa  2 

Diverticulum  1 

Ileocecal  fistula  2 

Mesentery  of  small  intestine 

Inflammatory  nodules  2 

Large  solitary  mass  of  stromal  endometriosis  , 1 

B.  Large  intestine 
Transverse  colon 

Diverticulum  1 

Sigmoid 

Diverticulosis  14 

Diverticulitis  ’ 6 

Polyp  2 

Endometriosis  8 

Obvious  radiation  change  2 

C.  Others 

Noticeable  arteriosclerosis  3 

Peritoneal  surfaces 

With  brownish  pigmentation  (old  blood)  1 

Granulomatous  inflammatory  reaction  3 

Hernias 

Right  indirect  inguinal  hernia 
Lymph  nodes 

Endometriosis  1 

Krukenberg  tumor  2 

Miscellaneous 

Metastatic  retroperitoneal  cancer  3 

Metastatic  aortic  node  cancer  4 

Carcinomatosis  25 


Number 


13 


7 


10 


3 


1 

32 


3 

4 


4 

3 

32 
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ABDOMINAL  EXPLORATION — Pratt  & Foulk — continued 

pearance  of  the  pelvic  peritoneum  associated 
with  metastatic  ovarian  malignancy. 

The  four  instances  of  right  inguinal  hernia 
were  included  only  because  hernia  was  not 
knovm  to  be  present  before  operation.  These, 
as  with  a few  others,  were  all  repaired  intra- 
abdominally  by  inverting  the  sacs,  wadding 
them  up,  and  suturing  the  round  ligament, 
peritoneum,  and  abdominal  wall  muscles  with 
mattress  sutures  of  cotton  to  obliterate  the 
internal  indirect  hernial  ring. 


Comment 

The  exploration  should  begin  as  soon  as 
the  peritoneum  is  incised.  Omentum  or  loops 
of  bowel  may  be  adherent  immediately  be- 
neath the  incision  or  held  against  the  ab- 
dominal wall  in  one  or  the  other  lower  quad- 
rants. The  freeing  of  adhesions  may  be  un- 
necessary or  their  release  may  not  present 
particular  problems,  but  rough  areas  often 
remain.  The  bowel  may  adhere  to  these  areas 
more  so  than  to  other  areas  of  the  peritone- 
um. If  such  a patient  needs  a paracentesis 
at  a later  date,  it  is  much  better  to  know 
where  the  bowel  had  been,  or  may  be,  ad- 
herent and  where  the  cleaner,  freer  regions 
of  peritoneum  should  be.  Any  surgeon  who 
has  perforated  a loop  of  bowel  with  a trocar 
has  realized  that  a risky  procedure  has  sud- 
denly been  created  from  a simple  one  and 
that  such  a situation  is  dangerous  for  the 
patient  and  is  associated  with  a high  com- 
plication rate. 

The  presence  or  absence  of  ascitic  fluid 
is  important.  Since  blood  from  the  abdomi- 
nal incision  changes  the  picture  rapidly,  the 
character  and  amount  of  any  fluid  present 
should  be  noted  as  soon  as  the  peritoneal 
cavity  is  opened.  Normally,  one  would  not 
expect  appreciable  amounts  of  free  fluid, 
and  its  presence  immediately  suggests  tu- 
morous growth.  All  ovarian  lesions,  whether 
benign  or  malignant,  are  at  times  associated 
with  an  increase  in  ascitic  fluid.  Meigs’ 
syndrome  is  the  outstanding  example  of  such 
a benign  condition,  but  the  surgeon  always 
must  be  aware  of  the  possibility  of  the  more 
ominous  lesions.  A vigorous  bimanual  pelvic 
examination  occasionally  produces  the  clear 
pinkish  fluid  of  a ruptured  follicular  cyst  or 
of  the  thicker,  dark  brownish  red,  almost 
mucoid  contents  of  an  endometrioma.  Most 
surgeons  have  made  a quick,  clean  incision 


that  was  followed  by  a gush  of  yellowish 
ascitic  fluid  and  then  realized  that  the  cleav- 
age plane  was  the  inside  of  the  bladder.  If 
such  is  the  case,  while  the  bladder  is  still 
open,  the  surgeon  should  examine  it  for 
stones,  tumor,  diverticulum,  frank  pus,  blood 
from  a ureter,  or  even  a foreign  body. 

Since  the  pelvis  is  the  site  for  the  abdom- 
inal operation,  the  surgeon  should  check  it 
last,  unless  the  patient  is  hemorrhaging. 
Examination  of  the  abdominal  viscera  adds 
only  several  minutes  to  the  operating  time. 

Exploration  presents  an  opportunity  to 
evaluate  regions  that  are  otherwise  inacces- 
sible. Conditions  suspected  before  operation 
may  be  confirmed;  at  other  times,  without 
any  previous  suggestion  of  their  existence, 
many  unexpected  anatomic  and  pathologic 
variations  will  be  discovered  at  operation, 
and  an  additional  serious  disease  may  be  dis- 
covered when  it  is  still  potentially  curable. 
The  prognosis  in  malignant  disease  may  be 
radically  altered  by  the  findings.  Thus,  while 
some  findings  are  of  only  casual  interest, 
others  are  vital  to  the  patient. 

There  are  many  reasons  for  exploration; 
contraindications  are  few.  Active  pelvic  in- 
fection usually  is  considered  a contraindica- 
tion, although  the  poor  surgical  risk  patient 
is  not.  Massive  abdominal  adhesions  make 
exploration  difficult,  but  they  should  not  be 
lysed  solely  for  the  purpose  of  exploration. 

One  of  the  most  important  functions  of  a 
routine  exploration  is  to  determine  the  na- 
ture of  the  abnormal  lesion.  Is  the  nodule 
in  the  liver  a congenital  cyst,  hematoma, 
scar,  or  metastatic  lesion?  Is  the  enlarged 
mass  along  the  iliac  or  aorta  an  aneurysm, 
inflammatory  reaction,  endometrial  node  or 
lipolymph,  lymphoma,  or  does  the  mass  rep- 
resent metastatic  malignancy?  Such  inter- 
pretation can  only  be  made  on  the  basis  of 
experience,  and  the  surgeon  never  ceases  to 
learn  the  variations  of  the  abdominal  con- 
tents. In  this  series  alone  we  found  seven 
patients  with  positive  retroperitoneal  or 
aortic  metastasis,  and  in  at  least  five  others 
we  found  the  enlarged  inflammatory  nodes. 
Wertheim,®  in  1900,  remarked  that  it  is  im- 
possible to  be  certain  by  palpation  whether 
a given  node  contained  malignant  cells  or 
not,  but  one  can  be  suspicious.  It  may  be 
necessary  to  extend  an  incision  beyond  the 
umbilicus  to  gain  exposure  of  the  lower  por- 
tion of  the  aorta.  When  this  has  been  done, 
a specimen  for  biopsy  can  be  taken  or  nodes 
can  be  excised  up  to  the  duodenum  if  neces- 
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sary  to  prove  or  disprove  the  operability  of 
a given  lesion.  The  flat,  hard  sheets  of  ma- 
lignant lesions  that  are  sometimes  felt  be- 
hind the  aorta  and  vena  cava  also  are  acces- 
sible through  such  an  extended  incision. 
When  positive  nodes  are  found  high  along 
the  iliac  or  aorta,  the  region  can  be  marked 
with  small  silver  clips  to  guide  the  radiolo- 
gist in  planning  further  therapy.  Lymphomas 
are  easier  to  identify  as  generally  many 
nodes  are  symmetrically  enlarged ; some  will 
shell  out  easily.  Lipolymph  nodes  tend  to  be 
large,  3 to  5 cm.  in  diameter,  and  may  be 
confusing  until  a histologic  section  is  made. 
Grossly,  however,  they  are  reasonably  char- 
acteristic of  their  nature. 

Most  metastatic  lesions  in  the  liver  are 
multiple,  hard,  and  umbilicated.  Small  round- 
ed lesions  usually  are  congenital  cysts.  Di- 
agnosis is  made  easier  if  the  abdominal  wall 
can  be  elevated  to  make  the  nodule  visible, 
and,  if  a Silverman  needle  biopsy  can  be 
done,  the  diagnosis  may  be  confirmed. 

When  the  patient  has  had  a malignancy 
of  the  breast  or  pelvis,  a negative  explora- 
tion is  almost  as  important  prognostically  as 
the  positive  one.  That  no  further  signs  of 
the  malignancy  are  present  and  that  no  evi- 


dence of  peritoneal,  nodal,  or  nvei  metastasis 
can  be  elicited  makes  the  prognosis  much 
better.  In  addition,  it  may  well  alter  plans 
for  additional  irradiation  or  chemotherapy. 

Summary 

Routine  exploration  of  the  abdomen  at  the 
time  of  laparotomy  is  important,  and  nega- 
tive findings  as  well  as  positive  ones  are 
valuable.  A series  of  663  lower  abdominal 
laparotomies  has  been  reviewed ; positive 
findings  in  255  patients  (38.4  percent)  have 
been  discussed  and  methods  of  establishing 
more  definitive  diagnoses  have  been  men- 
tioned. 
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Trouble  Ahead  for  Skateboarders 

The  rising  fad  of  skateboarding  will  produce  scratches,  bruises, 
and  broken  bones  in  many  a child  between  9 and  14. 

And  one  California  orthopedic  hospital  administrator  claims 
that  about  one-third  of  his  hospital's  skateboard  patients  have  been 
parents  showing  off.  As  might  be  expected,  most  of  the  injured  adults 
have  been  fathers  in  their  30’s.  ' 

A Medical  Tribune  survey  indicates  that  the  craze  has  spread 
up  the  Pacific  coast  and  jumped  to  the  Northeastern  states.  It  was 
expected  to  “take  the  country”  during  the  summer  months  when 
more  than  1,000,000  of  the  2 by  foot  pieces  of  wood  with  roller 
skate  wheels  attached  were  expected,  by  trade  source  estimate,  to  be 
in  use.  The  boards  sell  for  $1.50  for  the  economy  model  up  to  $50 
for — shudder — motorized  versions. 
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Endometriosis 

Conservative  Surgical  Treatment  and  Bowel  Complications 


I ^ CONSERVATIVE  SURGICAL 

CLINICAL  MEDICINE  treatment  of  endometriosis  primar- 
ily means  conservation  of  ovarian 
tissue  with  or  without  preserva- 
the  uterus.  The  only  reason  for  pre- 
serving the  uterus  is  for  a possible  subse- 
quent pregnancy;  if  this  is  not  a possibility 
or  is  not  desired  because  of  the  age,  parity, 
or  marital  status  of  the  patient,  then  better 
results  can  be  expected  if  hysterectomy  is 
done. 

When  the  uterus  is  retained,  any  of  the 
conditions  that  develop  in  a uterus  may  oc- 
cur; but  specifically,  endometriosis  may 
cause  various  forms  of  menometrorrhagia  or 
may  enlarge,  as  an  adenomyomatous  growth 
in  the  uterine  wall,  and  require  excision. 
More  commonly  progression  of  external  en- 
dometriosis with  all  the  symptoms  of  en- 
dometriosis— dysmenorrhea,  dyspareunia, 
and  progressive  pelvic  pain — may  be  suf- 
ficient to  require  additional  surgical  treat- 
ment and  after  such  conservative  surgical 
treatment,  15  to  25  percent  of  patients  will 
require  other  pelvic  operations  for  endome- 
triosis. 

Surprisingly,  if  the  uterus  is  removed  but 
ovarian  tissue  is  preserved,  the  incidence  of 
complications  and  subsequent  operations  is 
greatly  reduced.  Such  patients  have  an  ex- 
cellent prognosis  for  relief  of  pain  and  other 
symptoms  without  having  been  hurried  into 
the  menopause  by  surgery.  Small  areas  of 
endometriosis  in  the  pelvis  or  on  the  bowel 
tend  to  become  static  or  slowly  progressive. 
Scott^  reported  that,  of  98  patients  who  had 
hysterectomy  with  some  ovarian  tissue  re- 
maining, only  4 had  serious  recurrence  of 
endometriosis.  Sheets  and  coworkers^  re- 
ported that  only  1 of  40  patients,  in  whom 


tion  of 
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some  ovarian  tissue  remained  after  hyster- 
ectomy, required  subsequent  operation  for 
persistent  symptomatic  endometriosis  (this 
patient  had  a small  endometrioma  in  the 
vaginal  vault).  One  other  patient  in  this 
series  had  a laparotomy  five  years  later  for 
bowel  obstruction  due  to  adhesions.  In  a 
comparison  group  of  39  patients  in  whom 
child-bearing  function  was  preserved,  11  had 
to  have  hysterectomy  within  seven  years 
after  the  first  operation. 

Several  points  should  be  emphasized  in 
regard  to  these  conservative  operations.  Re- 
moval of  the  uterus,  even  when  ovarian  tis- 
sue is  preserved,  offers  a number  of  advan- 
tages to  patients  who  have  had  symptomatic 
endometriosis.  Therefore,  the  decision  is  not 
based  on  whether  or  not  there  is  endometri- 
osis of  the  uterus,  but  only  on  whether  or 
not  the  patient  wishes  to  risk  needing  a sub- 
sequent operation  as  the  price  of  being  able 
to  have  another  pregnancy. 

Small  areas  of  endometriosis  should  be 
excised  whenever  possible,  and  any  areas  of 
endometriosis  on  the  ovaries  should  be  ex- 
cised or  cauterized  (Fig.  1).  Endometri- 
omas  of  the  ovary  usually  enlarge  by  expan- 
sion ; lesions  3 or  4 inches  in  diameter  fre- 
quently shell  out  like  a dermoid  and  a mod- 
erate amount  of  ovarian  tissue  can  be  pre- 
served and  reconstructed.  Because  most  pa- 
tients with  symptomatic  endometriosis  have 
retroversion  (or  at  least  the  ceiwix  and  low- 
er uterine  segment  sag  backward  and  are 
adherent  in  the  cul-de-sac),  surgery  with 
preservation  of  the  uterus  should  include 
some  form  of  suspension  that  interferes 
least  with  a possible  pregnancy.  Otherwise, 
hysterectomy  is  indicated.  Some  variation 
of  the  old  Baldy- Webster  procedure  is  best, 
for  not  only  are  the  round  ligaments  brought 
beneath  the  utero-ovarian  structures  (avoid- 
ing the  tubes  altogether)  but  the  adjacent 
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Conservation  of  ovarian  tissue  in  treating 
endometriosis  reduces  the  incidence  of  later 
complications,  but  in  some  patients  bilateral 
oophorectomy  is  necessary.  When  the  bowel 
is  involved,  resection  usually  can  be  per- 
formed without  destroying  reproductive  ca- 
pacity. Illustrative  case  reports  are  given. 


peritoneum  of  the  anterior  leaf  of  the  broad 
ligament  can  be  brought  along  with  the 
round  ligaments  and  then  spread  out  to  cover 
the  raw  surfaces  that  are  invariably  pres- 
ent. Thus,  one  can  pull  the  fundus  up  and 
forward  and  try  to  keep  adhesions  at  a min- 
imum at  the  same  time  (Fig.  2).  Likewise, 
the  uterosacral  tissues  can  be  utilized  to  pull 
the  cervix  posteriorly  and,  at  the  same  time, 
to  cover  the  raw  areas  in  the  cul-de-sac. 

One  should  always  make  certain  that  the 
ovaries  are  not  going  to  fall  deeper  into  the 
pelvis  to  become  adherent  there.  A single 
atraumatic  suture  through  an  ovary  to  the 
peritoneum  over  the  brim  of  the  pelvis  will 
hold  the  ovary  up  and  out  of  the  cul-de-sac 


Fig.  1.  Extensive  endometriosis  of  uterus  and  ovaries.  For- 
ceps pull  the  uterus  upward  for  visibility  during  dissection. 
Large  right  ovarian  endometrioma  can  be  resected  and 
ovary  reconstructed. 
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at  least  temporarily  while  raw  areas  heal. 
Spillage  of  the  contents  of  an  endometrioma 
is  no  problem  because  the  tarry,  mucoid,  dark 
brownish-red  contents  represent  broken- 
down  cellular  debris  with  essentially  no  via- 
ble elements  and  practically  no  likelihood 
of  implantation. 

Involvement  of  Ureter  and  Rectosigmoid 

The  ureter  is  not  often  involved  by  en- 
dometriosis but  occasionally  obstruction  oc- 
curs, giving  rise  to  a typical  picture  of  ure- 
teral dilatation  and  hydronephrosis.  Gener- 
ally, in  addition  to  ureterolysis,  bilateral 
oophorectomy  is  necessary  to  be  certain  that 
the  endometriosis  is  controlled.  If  the  ob- 
struction is  severe  and  the  kidney  essentially 
is  destroyed,  then  nephro-ureterectomy  is  in- 
dicated ; Stanley  and  coworkers^  reported 
that  three  of  six  patients  with  ureteral  ob- 
struction required  nephrectomy.  More  often 
the  ovary,  broad  ligament,  and  bowel  form 


Fig.  2.  Method  of  supporting  the  uterus,  covering  the  raw 
areas,  and  holding  the  ovaries  out  of  the  cul-de-sac.  Note 
reconstructed  right  ovary  after  excision  of  endometrioma. 
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a matted  adherent  mass  with  the  ureter 
somewhere  beneath  it,  and  extreme  care  is 
necessary  to  avoid  damaging  the  ureter.  The 
use  of  intra-ureteral  catheters  may  make  the 
surgeon  feel  more  secure,  but  they  are  cer- 
tainly not  necessary  and  their  placement  is 
time-consuming.  The  ureters  should  be  pal- 
pable in  the  pelvis  and,  if  not  identifiable, 
they  should  be  exposed  where  they  cross  the 
iliac  arteries,  and  traced  through  the  pelvis. 
This  is  feasible  even  when  there  is  extensive 
endometriosis  of  the  pelvic  viscera.  Exact 
knowledge  of  where  the  ureter  is,  not  where 
it  might  be,  is  all-important.  When  an  en- 
dometrioma  is  in  the  cul-de-sac  or  utero- 
sacral  area,  a ureter  may  be  displaced  medi- 
ally well  out  of  its  ordinary  course.  Avoid- 
ance of  the  ureter  is  much  better  therapy 
than  is  trying  to  repair  or  reimplant  it. 

The  same  might  be  said  for  the  rectosig- 
moid. It  is  much  easier  to  avoid  it  than  it 
is  to  repair  a defect  created  when  the  bowel 
is  punctured  as  it  is  freed  from  the  back 
of  the  cervix.  The  safest  procedure  is  to 
hold  the  uterus  forward  and  upward  under 
tension  (Fig.  1)  and  then  to  peel  the  bowel 
off  the  posterior  uterine  and  cervical  walls 
by  a combination  of  blunt  and  sharp  dissec- 
tion. When  incisions  are  being  made  in  the 
tissues,  not  only  should  all  cuts  be  made 
under  direct  vision,  even  if  fundectomy  is 
necessary  first,  but  all  incisions  should  be 
against  the  cervical  or  uterine  walls  to  mini- 
mize chance  of  injury  to  the  bowel.  Once 
the  lower  level  of  the  cervix  is  attained  and 
the  uterosacral  tissues  are  divided,  mobili- 
zation is  easier  and  extirpation  of  uterus 
and  cervix  is  relatively  simple. 

Involvement  of  the  rectosigmoid  or  of  even 
more  distant  sites  is  one  of  the  difficulties 
but  also  one  of  the  more  intriguing  prob- 
lems of  surgical  treatment  of  endometriosis. 
In  a curi-ent  study  dealing  only  with  patients 
15  to  55  years  old,  endometriosis  was  pres- 
ent in  60  of  the  first  100  patients  seen.  The 
endometriosis  involved  the  bowel  in  18  of 
those  patients,  and  two  of  them  required  re- 
section of  the  bov/el.  Kratzer  and  Salvati^ 
found  a similar  incidence  of  bowel  involve- 
ment, 34.2  percent  of  225  patients  with  en- 
dometriosis. Ryley^  reported  a 25  percent 
incidence  of  endometriosis  of  the  bowel  and 
discu.ssed  19  of  these  cases:  endometriomas 
were  found  in  12  and  superficial  implants 
in  7;  15  of  the  19  cases  involved  rectum  or 
rectosigmoid  while  6,  including  2 involving 


the  colon  also,  involved  the  ileum.  Nine  of 
the  19  patients  had  clinical  signs  of  partial 
obstruction  and  13  of  the  19  required  resec- 
tion of  a portion  of  the  wall  of  the  bowel. 
Johnson  and  co workers®  reported  resection 
of  six  constricting  bowel  lesions  due  to  en- 
dometriosis in  a nine-year  period.  In  his 
private  cases,  Johnson  had  to  resect  bowel  in 
3 of  75  patients  with  endometriosis.  There- 
fore, this  is  a problem  that  will  confront  the 
surgeon  sooner  or  later. 

Most  of  the  patients  in  whom  bowel  in- 
volvement is  noted  at  operation  have  rather 
extensive  endometriosis  of  the  ovaries,  uter- 
us, rectosigmoid,  and  pelvic  peritoneum. 
Fortunately,  most  are  in  the  fourth  and  fifth 
decades  of  life  and  have  had  their  families; 
treatment  consists  of  total  abdominal  hys- 
terectomy and  bilateral  salpingo-oophorec- 
tomy.  The  remaining  areas  of  endometriosis 
should  regress  with  ablation  of  the  ovarian 
tissue,  although  Ryley®  reported  one  case. 
Culver  and  coworkers'^  one  case,  and  Scott^ 
three  cases  in  which  bowel  resections  were 
necessary  some  time  after  all  ovarian  tissue 
had  been  removed.  If  the  constriction  of 
the  bowel  is  more  than  50  percent  or  if  the 
entire  circumference  of  the  bowel  is  involved 
with  the  disease,  then  resection  and  primary 
anastomosis  is  indicated  whether  ovarian 
tissue  remains  or  not.  In  lesser  degrees  of 
obstruction,  castration  usually  will  allow  the 
endometrial  lesion  to  atrophy  and  the  bowel 
to  regain  its  normal  lumen  and  capacity. 

When  obstructing  lesions  are  present,  even 
though  the  symptoms  suggest  endometriosis, 
primary  resection  is  indicated  and  the  con- 
tinuity of  the  bowel  should  be  re-established 
by  an  end-to-end  anastomosis  if  (1)  the 
roentgenologist  thinks  that  the  mucosa  is 
intact  and  that  an  extrinsic  lesion  is  in- 
volving the  bowel,  and  (2)  the  proctologist 
cannot  safely  exclude  an  intraluminal  ma- 
lignancy. The  roentgenologist’s  report  is  ex- 
tremely helpful,  whether  he  can  make  a defi- 
nite diagnosis  or  not.  Culver  and  coworkei’s'^ 
discussed  this  problem;  they  divided  their 
cases  into  constricting  and  nonconstricting 
cases  and  gave  a differential  diagnosis  of 
these  lesions.  Their  principal  findings  in  en- 
dometriosis were  lesions  that  tended  to  be 
fixed  and  tender.  These  lesions,  either  ex- 
traluminal or  constricting,  had  an  intact 
mucosal  pattern  through  the  lesion  and  there 
was  often  a localized  irritable  segment  of 
bowel  above  and  below  the  lesion. 

When  the  lesion  is  small  enough  to  allow 
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local  excision  and  the  diagnosis  is  still  ques- 
tionable or  when  a combined  abdominoperi- 
neal resection  would  be  necessary  if  the  le- 
sion were  malignant,  then  biopsy  and  diag- 
nosis by  frozen  section  should  be  done  be- 
fore definitive  surgical  treatment  is  under- 
taken. Benz  and  coworkers®  reported  a typi- 
cal problem  case  at  the  Mayo  Clinic  in  1952. 
A 45-year-old  single  woman  had  a moderate 
polypoid  obstructing  lesion  in  the  lumen  of 
the  sigmoid  with  constriction  rings  above 
and  below  it.  Cancer  could  not  be  excluded 
and  a preoperative  diagnosis  of  malignancy 
was  made.  At  operation,  25  cm.  of  sigmoid 
was  resected.  The  diagnosis  of  obstructing 
endometrial  lesion  was  established  and  the 
uterus,  tubes,  and  ovaries  were  then  re- 
moved. Only  four  similar  cases  with  large 
intraluminal  endometrial  polyps  could  be 
found  in  the  literature. 


Case  Reports 

Case  1. — A case  similar  to  that  of  Benz  and  co- 
workersS  involved  the  largest  extra-uterine  polyp 
that  I have  ever  seen.  The  51-year-old,  para  3 pa- 
tient had  been  amenorrheic  for  13  months.  Her  gen- 
eral health  had  been  good  with  no  dysmenorrhea. 
She  was  admitted  with  the  chief  complaint  of  ab- 
dominal cramps  of  five  days’  duration.  On  physical 
examination,  a tumor  was  palpable  beside  and  above 
the  uterus  in  the  right  midpelvis.  The  leukocyte 
count  was  16,000  per  cu.  mm.  and  the  hemoglobin 
concentration  was  13.3  gm.  per  100  ml.  A flat-plate 
roentgenogram  of  the  abdomen  showed  nothing  re- 
markable and  results  of  urinalysis  were  normal. 
The  proctoscopic  examination  gave  negative  results 
and,  in  view  of  the  symptoms  of  obstruction,  a 
colonic  roentgenogram  was  not  made.  At  explora- 
tion, extensive  endometriosis  of  the  uterus,  tubes, 
ovaries,  rectosigmoid,  appendix,  and  ileum  was 
found.  The  obstructing  mass  on  the  sigmoid  sepa- 
rated readily  from  the  uterus  and  ileum,  and  recent 
hemorrhage,  with  blood  and  clots  still  present,  un- 
doubtedly accounted  for  her  symptoms.  As  the  mass 
was  freed,  the  serosa  split  and  a 6 cm.  tumor  that 
grossly  resembled  a sarcoma  was  shelled  out  (Fig. 
3).  Examination  of  frozen  sections  revealed  this  to 
be  an  enormous  endometrial  polyp  (Fig.  4)  in  an 
endometrioma  in  the  wall  of  the  midsigmoid,  par- 
tially obstructing  the  latter.  Since  the  bowel  had 
not  been  opened,  the  cavity  was  obliterated  and  total 
abdominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy  were  done.  Even  though  this  patient 
was  13  months  postmenopausal,  she  had  had  partial 
obstruction  due  to  an  endometrioma.  Exploration 
and  immediate  diagnosis  allowed  definitive  surgical 
treatment  without  the  necessity  of  bowel  resection, 
and  her  postoperative  course  was  uneventful. 

In  the  younger  patient,  in  whom  preser- 
vation of  ovarian  tissue  and  possibly  the 
uterus  also  is  desired,  one  must  establish  the 
nature  of  the  lesion  in  the  bowel  wall.  This 


may  be  done  by  proctoscopic  and  transrectal 
biopsy  or  by  biopsy  and  examination  of 
frozen  section  at  laparotomy.  Some  lesions 
have  rather  characteristic  gross  appear- 
ances, but  it  is  safer  to  have  a pathologic 
diagnosis.  Once  the  diagnosis  is  established, 
the  decision  to  resect  or  not  resect  the  lesion 
can  be  quickly  made.  A localized,  partially 
obstructing  lesion  either  constricting  the 
bowel  or  kinking  it  must  be  removed.  The 
former  requires  a segmental  resection  to  get 


Fig.  3.  Cose  1.  Cross  section  of  6 by  3 cm.  endometrial 
polyp  found  in  the  wall  of  the  sigmoid,  x 2 


Fig.  4.  Case  1.  Histologic  section  of  the  endometrial  polyp 
shown  in  Fig.  3.  Hematoxylin  and  eosin,  x 100 
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the  entire  lesion  out  and  then  an  end-to-end 
anastomosis.  Sometimes,  although  the  lesion 
seems  to  be  limited  to  one  wall  and  is  locally 
excised,  the  defect  in  the  bowel  wall  is  so 
huge  that  it  is  easier  to  resect  a segment  of 
bowel  than  to  close  the  defect.  If  the  open- 
ing in  the  bowel  wall  is  not  large,  then  it 
can  be  readily  closed  transversely  with  two 
suture  rows;  furthermore,  it  should  be  ex- 
traperitonealized  if  possible. 

Case  2. — A 31-year-old  single  woman,  with  dys- 
menorrhea since  menarche,  was  seen  because  of 
menometrorrhagia  of  three  months’  duration.  A 
left  pelvic  tumor  was  palpable  separately  from  the 
uterus.  Neither  colonic  roentgenographic  nor  proc- 
toscopic examination  was  done  as  the  patient  had 
no  bowel  symptoms.  After  dilatation  and  curettage, 
exploratory  surgery  was  done  on  the  basis  of  a di- 
agnosis of  possible  pedunculated  fibroid  and  left 
ovarian  cyst.  A 5 cm.  left  ovarian  endometrioma 
was  resected,  thus  saving  the  left  ovary.  Local  ex- 
cision was  not  feasible  for  the  endometrioma  that 
was  kinking  the  bowel,  and  a segmental  resection 
was  necessary.  A lymph  node  2 cm.  away  from  this 
secondary  lesion  also  showed  a small  area  of  en- 
dometriosis. 

Case  3. — In  a similar  patient  (26  years  old,  para 
1)  with  a rectosigmoidal  mass,  the  diagnosis  was 
established  by  needle  biopsy  through  the  vagina.  At 
exploration,  the  cul-de-sac  was  a mass  of  adherent 
bowel,  vaginal  fornix,  cervix,  and  left  adnexa.  The 
mass  was  resected  with  some  difficulty  because  of 
hemorrhage  from  an  “aberrant  left  pelvic  artery.” 
The  bowel  was  closed  easily.  By  then,  the  patholo- 
gist had  confirmed  the  diagnosis  of  endometriosis, 
but  he  also  pointed  out  that  a 2 cm.  length  of  ureter 
was  in  the  specimen.  We  were  well  aware  of  this 
because,  at  the  time  he  made  his  report,  we  were 
busy  anastomosing  the  left  ureter.  This  young  pa- 
tient wanted  to  preserve  her  reproductive  organs, 
and  we  had  an  established  preoperative  diagnosis 
but  got  into  serious  technical  troubles  trying  to  do 
a “conservative”  operation.  The  “aberrant  artery” 
was,  of  course,  the  left  uterine  artery  which  had 
been  pulled,  with  the  left  ureter,  toward  the  mid- 
line by  the  endometrioma.  Unfortunately,  the  pa- 
tient has  not  had  a subsequent  pregnancy  but,  three 
years  later,  the  kidney  is  functioning  normally. 

When  the  tubes  are  open,  the  uterus  seem- 
ingly is  normal,  and  both  ovaries  are  func- 
tioning, one  can  hope  for  a pregnancy  fol- 
lowing such  conservative  operations. 

Case  U- — In  the  fall  of  1964,  a 27-year-old  patient 
with  infertility  of  five  years’  duration  was  explored 
for  a sigmoidal  endometrioma,  and  a segment  of 
sigmoid  was  resected.  This  patient  not  only  was 
relieved  of  her  pains  but  also  became  pregnant 
three  months  later. 

Endometriosis  of  the  ileum  is,  of  course, 
much  rarer  than  lesions  of  the  rectosigmoid, 
l)ut  it  is  also  simpler  to  handle  and  resections 
of  ileum  are  easier  than  those  of  colon.  Thus, 
if  the  lesion  is  appreciably  obstructing  the 


lumen  or  is  giving  symptoms,  resection  of 
ileum  is  indicated  whether  the  ovaries  are 
left  in  or  not. 

Uniformly,  one  expects  to  find  endometri- 
osis in  the  pelvis  when  the  lesions  appear 
elsewhere  and  this  is  true  so  generally  that, 
without  stigmata  of  endometriosis  in  the  pel- 
vis, one  would  hesitate  to  make  the  diagnosis 
of  an  obstructing  endometrioma  of  the 
bowel.  Yet,  consider  the  following  cases. 

Case  5. — A 42-year-old,  nulliparous,  married  wom- 
an had  low  abdominal  crampy  pains  for  three  days, 
but  had  no  nausea  or  vomiting  and  no  history  of 
dysmenorrhea.  The  results  of  physical  examination 
and  laboratory  tests  were  normal.  Four  months 
later  she  had  recurrent  severe  pains  and  nausea, 
and  laparotomy  was  done  to  search  for  a small 
bowel  lesion.  A segment  of  terminal  ileum  with  two 
endometriomas  was  resected.  The  surgeon  specifi- 
cally noted  that  there  was  no  evidence  of  endometri- 
osis anywhere  in  the  pelvis.  The  ileal  lesions  ap- 
peared to  be  endometriosis  and  the  diagnosis  was 
confirmed  by  examination  of  frozen  sections. 

Case  6. — In  a 42-year-old,  nulliparous  patient,  the 
pelvis  was  completely  free  from  endometriosis.  Hys- 
terectomy and  left  oophorectomy  were  done  for 
fibroids.  Postoperatively,  a mass  was  noted  in  the 
hollow  of  the  sacrum,  and  the  bowel  mucosa  was 
intact.  Six  months  later  the  mass  was  still  present. 
Roentgenographic  findings  were  normal  and  a pre- 
sumptive diagnosis  of  neurofibroma  was  made.  The 
coccyx  and  a portion  of  the  sacrum  were  resected 
and  an  endometrioma  was  removed.  The  mass  was 
not  attached  to  the  sacrum,  but  a portion  of  the 
rectal  wall  was  excised  with  the  mass.  The  rectal 
defect  was  sutured,  and  no  further  surgical  treaU 
ment  was  necessary. 

These  cases  point  out  the  more  subtle  as- 
pects of  endometriosis  of  the  bowel  and  show 
that,  although  some  endometriomas  of  the 
gastrointestinal  tract  are  easily  diagnosed, 
others  may  simulate  malignancy  and  still 
others  may  give  no  overt  evidence  of  their 
nature.  However,  a reasonable  attitude  of 
suspicion,  regardless  of  the  age  of  the  pa- 
tient, plus  a careful  history-taking  and  phys- 
ical examination  should  elicit  some  evidence 
to  suggest  the  diagnosis.  Needle  biopsy 
through  the  vagina  and  proctoscopic  and 
roentgenologic  examinations  contribute  to  a 
more  definite  preoperative  diagnosis.  Even 
so,  during  exploratory  surgery,  the  physi- 
cian must  be  prepared  both  to  decide  wheth- 
er oophorectomy  is  or  is  not  indicated,  and  to 
confirm  the  diagnosis  of  the  bowel  lesion  and 
decide  whether  bowel  resection  is  necessaiy. 

Summary 

Resection  of  the  bowel,  preseiwing  ovarian 
tissue  and  reproductive  capacity,  is  perfectly 
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feasible  and  provides  good  relief  of  symp- 
toms in  young  patients  w^ho  have  a fairly 
discrete  endometrioma.  In  older  patients,  bi- 
lateral oophorectomy  is  often  the  simplest 
procedure  and,  if  involvement  of  the  bowel 
is  less  than  a 50  percent  constriction  of  the 
lumen,  regression  of  the  endometriosis  and 
of  the  symptoms  can  be  expected.  In  pa- 
tients with  symptomatic  endometriosis,  but 
in  whom  one  wishes  to  preserve  some  ova- 
rian tissue,  total  abdominal  hysterectomy 
offers  a good  prognosis  even  though  some 
areas  of  endometriosis  remain. 

The  absence  of  identifiable  endometriosis 
in  the  pelvis  does  not  exclude  the  possibility 
of  endometriosis  of  the  gastrointestinal 
tract,  nor  can  one  be  certain  that,  following 
menopause  or  bilateral  oophorectomy,  all 


endometrial  lesions  will  regress  and  atrophy 
without  giving  rise  to  further  difficulties. 
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Other  Than  Natural  Science 
Interests  May  Lead  to  Medicine 

More  social  scientists  may  soon  be  joining  the  ranks  of  medical 
students,  who  traditionally  have  specialized  in  the  natural  sciences 
during  their  undergraduate  years. 

“What  does  a natural  scientist  seem  to  be  interested  in?  Test 
tubes  and  machines,”  says  Henry  R.  Henze,  Ph.D.,  director  of  pre- 
medical and  predental  programs  in  The  University  of  Texas  College 
of  Arts  and  Sciences. 

“A  medical  practitioner  works  with  people;  therefore,  a social 
scientist — who  begins  by  being  interested  in  people — surely  may  be 
at  least  as  satisfactory  a student  of  medicine  as  a natural  scientist,” 
Dr.  Henze  reasons. 

The  University  is  giving  increased  recognition  to  the  humanities 
as  part  of  the  undergraduate’s  preparation  for  medical  education. 
Even  if  it  violates  a deep-rooted  academic  “departmentalitis,”  there 
is  a need  for  premedical  students  to  be  broadly  informed,  rather  than 
narrowly  trained,  in  Dr.  Henze’s  opinion.  He  points  out  that  the 
broadly  informed  student  has  a better  chance  to  enter  medical  school. 

Two  primary  hurdles  face  a student  seeking  admission  to  medi- 
cal school:  Better  than  a 2.00  (B)  grade-point  average  on  his  under- 
graduate work  and  a satisfactory  score  on  the  Medical  College  Ad- 
missions Test.  The  admission  test  has  four  parts — science,  quantita- 
tive, verbal  and  general  information. 

The  general  information  section  of  the  test  covers  a broad  range 
of  knowledge — anthropology,  art,  economics,  geography,  government, 
literature,  music,  psychology,  sociology.  The  typical  liberal  arts  cur- 
riculum for  a student  majoring  in  the  natural  sciences  does  not  ade- 
quately prepare  the  student  for  such  a test,  in  Dr.  Henze’s  opinion. 
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y"  ' THE  EMOTIONALLY  charged 
REVIEW  articles  patient  with  a lump  in  her  breast 

■ is  a familiar  figure.  She  is  deeply 
conceimed  about  the  presence  of 
cancer.  She  is  also  concerned  about  possible 
surgical  mutilation  of  her  breast.  The  ex- 
clusion of  cancer  takes  precedence  in  her 
mind  and,  as  a rule,  she  readily  agrees  to 
surgical  removal  of  the  lump  when  this  pro- 
cedure is  recommended.  Although  the  ex- 
cision of  a suspicious  area  is  a sure  way  of 
establishing  a diagnosis  and  by  so  doing 
brings  satisfaction  to  the  patient  and  the 
surgeon,  nevertheless,  the  frequent  occur- 
rence of  a mass  in  the  breast  gives  surgical 
pause.  This  is  especially  true  when  the  same 
patient  returns  a second  or  a third  time  with 
a lump.  We  find  ourselves  seeking  a reason- 
able and  not  too  hazardous  way  of  diagnos- 
ing and  treating  at  least  a portion  of  these 
patients  without  surgical  excision  of  the 
mass.  Often  this  can  be  done  but  to  do  so 
requires  a familiarity  with  the  underlying 
nature  of  the  disease. 

The  lesion  that  we  designate  as  chronic 
cystic  mastitis  represents  distortions  of  nor- 
mal breast  structure  and  development.  There 
are  certain  basic  changes  present  in  the  duct 
system  and  these  vary  in  proportions  and 
extent.  Almost  universally  present  is  ductal 
budding.  This  is  usually  most  prevalent  at 
the  terminal  ends  of  the  ducts  although  at 
times  small  ducts  may  develop  as  outgrowths 
from  the  sides  of  fairly  well-established  duct 
systems.  Such  budding  of  the  terminal  ducts 
requires  the  absence  of  acini  either  as  a fail- 
ure of  formation  or  as  atrophy,  and  as  such 
the  lobular  system  is  distorted.  This  results 
in  ducts  ending  as  blind  tube-like  structures 
that  are  subject  to  various  degrees  of  en- 
largement. These  give  the  appearance  of 
cy.sts  and  at  times  may  be  large  enough  to 
obscure  the  remainder  of  the  underlying 
changes.  Along  with  the  increase  in  the  size 
of  the  ducts  there  is  an  increase  in  the  num- 
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ber  of  epithelial  cells  forming  them.  These 
cells,  as  a rule,  remain  as  a single  layer,  reg- 
ularly and  orderly  arranged  although  at 
times  there  may  be  layers  several  cells  in 
thickness.  Surrounding  the  ducts  there  is 
edema  which  is  in  quantity  sufficient  to  give 
a different  staining  quality  to  the  periductal 
fibroblastic  tissue.  This  is  usually  more 
notable  in  younger  people  and  varies  with 
the  menstrual  cycle.  In  the  older  woman 
periductal  fibrosis  becomes  more  common. 

The  way  that  the  lesion  of  chronic  cystic 
mastitis  appears  at  a particular  moment 
then  will  depend  upon  a number  of  varia- 
bles, perhaps  the  most  important  the  age  of 
the  patient.  There  are  other  factors  such 
as  the  relative  strength  of  the  hormonal 
stimulus,  the  length  of  time  the  stimulus 
has  been  at  play,  and  the  competence  of  the 
tissue  to  respond  to  the  stimulus.  In  all 
probability  the  tissue  response  is  governed 
by  both  genetic  and  hormonal  determinants. 
Since  the  process  is  dynamic,  the  lesion 
varies  in  the  same  individual  from  time  to 
time. 

These  different  manifestations  of  chronic 
cystic  mastitis  go  by  many  names — gyne- 
comastia, fibroadenoma,  adenosis,  fibrocys- 
tic disease,  blue-domed  cysts.  Often  one  will 
merge  into  another  and  sometimes  changes 
similar  to  several  others  may  be  found  in 
the  same  breast. 

Since  all  of  these  changes  are  variants  of 
the  same  process,  it  is  worthwhile  to  seek 
the  nature  of  the  stimulus  that  brings  about 
this  change. 


Role  of  Estrogen 

There  is  much  evidence  that  this  stimulus 
represents  a breast  reaction  to  estrogen. 
Some  of  this  evidence  is  direct.  It  has  been 
observed  for  instance'  that  when  biopsies 
have  been  taken  from  the  breasts  of  men  re- 
ceiving stilbestrol  for  the  treatment  of  can- 
cer of  the  prostate,  most  of  these  changes 
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Estrogen  apparently  plays  an  important  role 
in  chronic  cystic  mastitis  in  several  ways, 
as  does  an  increase  in  histamine  release. 
Most  women  who  have  chronic  cystic  mastitis 
do  not  develop  breast  cancer,  but  studies 
suggest  that  there  is  a greater  chance 
tor  occurrence. 


typical  of  chronic  cystic  mastitis  can  be  ob- 
served. We  have  seen  fairly  large  cysts  de^- 
velop  in  such  patients  as  well  as  cysts  with 
apocrine-like  glands. 

Experimentally,  changes  resembling  those 
of  chronic  cystic  mastitis  have  been  pro- 
duced in  mice,^’  ^ monkeys,^  guinea  pigs,^  and 
rats,®  by  the  use  of  estrogen. 

The  fact  that  the  lesions  may  be  produced 
by  the  administration  of  excessive  amounts 
of  estrogen  does  not  mean  necessarily,  how- 
ever, that  an  excessive  production  of  estro- 
gen is  at  fault  in  the  appearance  of  chronic 
cystic  mastitis  in  women.  There  could  be 
present  an  insufficiency  of  substances  that 
tend  to  act  as  physiologic  antagonists  to 
estrogen,  such  as  progesterone  in  women  and 
testosterone  in  men.  In  most  instances  this 
is  probably  true.  We  have  already  noted  that 
in  chronic  cystic  mastitis  there  is  a decrease 
or  even  absence  of  acinar  formation,  sug- 
gesting a lack  of  progesterone.  In  women 
with  this  lesion  there  is  also  a tendency  for 
sterility ; the  fertility  rate  is  about  half  that 
ordinarily  expected.'^  Such  would  be  antici- 
pated if  inadequate  ovulation  with  failure  of 
normal  corpus  luteum  formation  took  place. 
Cyst  formation  is  notably  more  frequent  as 
menopause  approaches,  a time  in  which  ovu- 
lation becomes  less  frequent.  Endometrial 
biopsies  tend  to  show  the  picture  of  proges- 
terone insufficiency®  even  though  they  may 
be  taken  long  after  the  lesion  has  become 
well  established. 

An  interesting  study  has  been  reported  by 
Copeland.®  Urine  was  collected  through  an 
entire  menstrual  cycle  of  a normal  woman 
and  the  amounts  of  estrogen  and  proges- 
terone excreted  were  determined.  The  aver- 
age amount  of  estrogen  excreted  was  about 
500  rat  units  whereas  that  of  progesterone 
as  pregnanediol  averaged  about  49.6  mg., 
varying  from  15  to  70  mg.  The  output  of 
estrogen  in  the  urine  of  women  with  painful 
breasts  remained  normal,  while  the  preg- 
nanediol was  considerably  decreased.  This 
was  also  true  in  a patient  with  Schimmel- 
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busch’s  disease  as  well  as  in  one  with  cyst 
formation. 

Several  years  ago,®  by  comparing  the  ab- 
sorption spectrum  in  the  ultraviolet  range 
of  extracts  of  normal  breast  tissue  with  ex- 
tracts from  areas  of  chronic  cystic  mastitis, 
we  noted  a decrease  in  those  substances  con- 
taining a keto  group  in  the  third  position, 
while  those  containing  a hydroxyl  group  in 
this  position  showed  little  change.  We  in- 
terpreted this  as  representing  a possible  def- 
icit in  the  alpha,  beta  unsaturated  -3-  keto- 
steroids,  a group  to  which  progesterone  be- 
longs, in  relation  to  the  benzenoid  compounds 
in  which  estrogens  are  found.  Such  an  in- 
ference must  be  accepted  with  caution,  how- 
ever because  of  the  lack  of  selectivity  of  the 
analytic  method. 

The  discussion  so  far  suggests  that  chronic 
cystic  mastitis  is  a lesion  produced  in  the 
breast  by  a preponderance  of  estrogen  and 
that  this  is  brought  about  not  so  much  by 
an  excessive  amount  of  estrogen  but  rather 
by  an  inadequate  amount  of  its  physiologic 
antagonist,  progesterone.  This  in  turn  would 
suggest  that  progesterone  replacement  would 
be  a valuable  therapeutic  approach  to  this 
lesion.  In  our  experience  this  seems  to  be 
true  when  such  a substance  has  been  used. 

In  the  beginning  we  limited  our  cases  to 
patients  with  breasts  containing  large  cysts. 
Under  local  anesthesia  these  cysts  were  as- 
pirated of  their  entire  fluid.  Following  as- 
piration, care  was  taken  to  be  certain  that 
the  mass  was  no  longer  palpable.  The  fluid 
was  also  centrifuged,  all  cells  present  were 
collected,  stained,  and  cancer  thus  excluded. 
Mammograms  were  at  times  used.  The  pa- 
tient was  then  given  progesterone.  The  use 
of  progesterone  in  oil,  because  it  necessitated 
several  injections  each  month  and  because  it 
was  expensive,  was  not  completely  satisfac- 
tory. Several  progesterone  esters  have  been 
tried  and  these  have  been  more  effective. 
One  of  the  best  of  these  has  been  17-alpha- 
hydroxy  progesterone-17-n-caproate  (Delalu- 
tin) . This  is  given  as  a single  intramuscular 
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injection  of  500  mg.  preferably  about  ten 
days  after  the  previous  menstrual  period  has 
ceased.  After  three  or  four  monthly  injec- 
tions, treatment  is  stopped  and  the  patient 
is  observed  every  three  months.  If  additional 
cysts  appear,  the  cycle  of  treatment  is  re- 
peated. Except  in  younger  patients,  this  is 
rarely  necessary. 


Role  of  Histamine 

The  action  of  estrogen  in  affecting  breast 
structure  has  been  considered  by  some  to 
be  mediated  through  the  hypophysis  where 
a so-called  mammatropin  is  formed.  There 
is  also  evidence  that  a direct  action  on  the 
mammary  tissue  may  take  place.  Recently 
we  called  attention  to  a particular  type  of 
local  action  in  which  the  nonepithelial  struc- 
tures of  the  breast  in  particular  are  in- 
volved, As  has  already  been  noted,  the  con- 
nective tissues  around  the  ducts  are  the  site 
of  varying  amounts  of  edema  and  fibrosis 
in  chronic  cystic  mastitis.  At  times  the  con- 
gestion and  turgor  in  the  breast  will  be  ex- 
tensive and  at  other  times  localized  in  par- 
ticular areas.  Discomfort  may  be  consider- 
able. Often  the  vascular  congestion  and  in- 
terstitial edema  may  outweigh  the  changes 
in  the  epithelial  elements.  Because  of  the 
demonstrable  relationship  between  the  col- 
lection of  fluid  in  tissue  and  changes  in 
capillary  wall  penneability,  we  investigated 
the  role  of  histamine  in  the  process  of  chron- 
ic cystic  mastitis.  We  have  recently  reported 
in  detail  on  our  findings.^®  Briefly,  we  found 
that  when  slices  of  breast  tissue  removed  at 
operation  were  studied  for  histamine  con- 
tent, the  average  level  for  normal  breast  was 
1.02  pg.  per  gm.,  whereas  that  in  chronic 
cystic  mastitis  had  an  average  of  4.33  pg. 
of  histamine  per  gm.  of  tissue. 

Measurements  of  histamine  release  in 
vitro  from  human  and  also  rabbit  breast 
tissue  reveal  that  both  estrogen  and  proges- 
terone are  potent  histamine  liberators.  At 
catalytic  concentrations  (10®M)  both  hor- 
mones cause  the  liberation  of  almost  one- 
half  the  histamine  content  of  human  breast 
.slices.  A similar  action  occurs  in  rabbit 
brea.st.  The  potency  of  these  substances  may 
be  compared  to  the  activity  of  the  standard 
hi.stamine  liberator  48-80.  In  both  the  hu- 
man and  rabbit  preparations,  48-80  causes 


the  release  of  only  one-third  of  the  total  tis- 
sue histamine,  considerably  less  than  noted 
from  the  estrogen  and  progesterone.  Testos- 
terone is  without  any  such  activity  nor  does 
it  protect  against  release  of  histamine  from 
the  slices  by  either  estrogen  or  progesterone. 
In  the  intact  animal,  however,  pretreatment 
with  large  doses  of  testosterone  protects  the 
breast  tissue  from  the  histamine -releasing 
action  of  estrogen.  Such  animals  so  treated 
were  found  to  have  a 20  percent  increase  in 
breast  histamine  content  over  the  controls 
as  compared  with  the  30  percent  reduction 
found  in  estrogen-treated  rabbits. 

Another  interesting  observation  made  in 
these  studies  was  the  histamine  content  of 
the  fluid  removed  from  cysts.  While  there 
was  considerable  variation,  the  average  con- 
tent was  170  pg.  compared  to  4 pg.  of  free 
histamine  in  human  plasma.  This  suggests 
an  active  transport. 

The  origin  of  the  histamine  in  chronic 
cystic  mastitis  is  not  completely  clear.  One 
source  could  be  mast  cells  which  are  known 
to  contain  histamine  in  their  granules  as 
well  as  other  substances.  Indeed  sections  of 
breast  tissue  stained  specifically  for  mast 
cells  do  show  a considerable  increase  in  their 
number  when  chronic  cystic  mastitis  is  pres- 
ent when  compared  to  normal  breast  tissue. 
Because  of  the  clinical  evidence  of  sustained 
histamine  release  over  a period  of  many 
days,  there  may  also  be  other  sources  of 
histamine. 

It  would  seem  logical  to  hypothecate  from 
our  data  that  histamine-liberating  actions  of 
estrogen  and  progesterone  are  responsible 
at  least  partly  for  the  swollen  and  painful 
breasts  often  seen  in  the  immediate  pre- 
menstrual period.  At  the  present  time,  this 
concept  is  being  subjected  to  clinical  testing 
by  the  use  of  antihistamines  in  the  treat- 
ment of  these  symptoms.  Preliminary  re- 
sults are  encouraging  insofar  as  relief  of 
these  symptoms  are  concerned,  but  the  study 
is  not  sufficiently  complete  for  further 
comment. 


Relation  to  Cancer 

Let  us  briefly  consider  the  subject  of 
chronic  cystic  mastitis  as  it  relates  to  breast 
cancer.  The  relationship  between  long-stand- 
ing chronic  cystic  mastitis  and  the  develop- 
ment of  cancer  of  the  breast  has  posed  a dif- 
ficult problem.  Most  of  the  studies  concern- 
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ing  this  relationship  have  been  statistical 
and  have  been  concerned  chiefly  with  the 
frequency  rates  of  cancer  of  the  breast  in 
women  who  have  had  excision  of  areas  of 
chronic  cystic  mastitis  and  those  who  appar- 
ently had  otherwise  normal  breasts.  These 
studies  suggest  that  women  with  such  lesions 
do  stand  a somewhat  greater  chance  to  de- 
velop breast  cancer.  Nevertheless,  most  wom- 
en who  show  chronic  cystic  mastitis  do  not 
develop  cancer. 

We  might  find  some  clarification  of  our 
troubles  if  we  approach  the  problem  of  can- 
cer of  the  breast  as  a process  and  not  as  an 
event  and  as  being  the  result  of  at  least  two 
factors,  the  initiating  action  and  the  promot- 
ing factor.  That  there  are  at  least  two  such 
factors  involved  in  the  production  of  many 
types  of  cancer  has  been  under  consideration 
for  some  time.  It  perhaps  was  first  brought 
out  by  Loeb^i  but  was  later  more  clearly  de- 
lineated by  experiments  of  Friedewald  and 
Rous,^2, 13  MacKenzie  and  Rous,^‘‘  Rous  and 
Beard, Rous  and  Kidd,^®’^'^  Berenblum^®  and 
others.  The  initiating  agents  produce  a cellu- 
lar change  that  remains  latent  until  affected 
by  a second  promoting  factor  that  may  be 
more  or  less  specific  for  the  particular  tumor 
but  which  also  conditions  an  effect  generally 
favorable  to  cellular  proliferation.  When 
tar,  for  instance,  was  applied  to  the  skin  of 
a rabbit  previously  exposed  to  skin  papil- 
loma virus,  squamous  cancer  appeared  at  the 
site  where  the  tar  was  applied.  Under  ordi- 
nary conditions  without  the  application  of 
tar,  a papilloma  would  have  appeared  that 
preserved  its  normal  benign  characteristics 
or  if  tar  alone  had  been  applied  to  normal 
skin,  after  many  months  only  a papilloma 
would  have  appeared.  Again  when  the  site 
of  previous  tar  papilloma  was  excised,  a 
squamous  cancer  appeared  at  the  site  of  ex- 
cision. In  other  experiments  croton  oil,  when 
applied  to  the  skin  of  mice  that  had  been 
treated  with  a weak  carcinogen  (1:2  ben- 
zanthracene), augmented  greatly  the  appear- 
ance of  squamous  cancer.  If  applied  before 
the  carcinogen,  the  croton  oil  is  only  weakly 
active. 

The  process  of  initiation  may  act  rapidly 
or  it  may  take  place  more  slowly.  It  is  irre- 
versible and  since  such  cells  pass  this  change 
down  through  subsequent  generations,  it 
probably  represents  nuclear  alteration.  The 
fact  that  such  initiation  can  be  brought 
about  not  only  by  chemical  carcinogens  but 


by  viruses  and  radiation  as  well  as  heredi- 
tary factors  suggests  that  the  change  in- 
duced occurs  in  the  chromosomal  structure. 
This  may  be  in  the  form  of  a mutation. 

The  promoting  factor  however  is  much 
slower  and  in  the  beginning  its  effects  are  re- 
versible. Nevertheless,  the  changes  it  evokes 
are  the  changes  of  progression  that  are  qual- 
itative and  not  just  quantitative.  With  this 
progression,  reversibility  becomes  a less  and 
less  prominent  feature  until  eventually  com- 
plete independency  is  gained  and  the  need 
for  a promoting  factor  is  completely  lost. 

In  cancer  of  the  breast,  estrogen  serves 
as  such  a promoting  factor  for  without  its 
presence  it  is  highly  unlikely  that  breast  can- 
cer can  occur.  The  estrogen  then  that  has 
served  to  promote  the  development  of  chronic 
cystic  mastitis  can  also  promote  breast  can- 
cer in  the  same  breast.  The  presence,  there- 
fore, of  epithelial  overgrowth  in  chronic  cys- 
tic mastitis  is  of  serious  significance  and 
patients  exhibiting  this  change  should  not 
be  considered  in  the  same  light  as  those  with 
edema  and  cyst  formation  only. 

Fortunately  in  its  early  phase  the  promot- 
ing effect  of  estrogen  in  the  production  of 
breast  cancer  is  reversible  and  areas  of  epi- 
thelial proliferation  in  chronic  cystic  masti- 
tis frequently  regress  following  menopause. 
When  such  a lesion  tends  to  persist  after 
menopause — after  the  source  of  estrogen  has 
largely  disappeared — there  is  such  a great 
likelihood  of  progression  that  aggressive 
surgery  is  indicated.  Bleeding  from  the  nip- 
ple from  intraductal  epithelial  hyperplasia 
has  an  entirely  different  significance  at  the 
age  of  65  than  it  does  at  35.  This  is  obvi- 
ously true  of  the  other  epithelial  manifesta- 
tions of  chronic  cystic  mastitis  that  persist 
after  the  menopause  for  these  usually  rep- 
resent irreversible  changes.  It  is  important 
that  we  recognize  that  the  atypical  epithelial 
changes  seen  in  chronic  cystic  mastitis  rep- 
resent a promoting  effect  of  estrogen  on  tis- 
sue already  conditioned  to  the  development 
of  cancer.  It  is  in  fact  cancer-in-situ  and 
although  often  completely  reversible  when 
the  promoting  factor  is  removed,  its  pres- 
ence represents  a serious  complication  of 
the  picture  of  chronic  cystic  mastitis.  Just 
as  with  cancer-in-situ  of  the  cervix,  here 
we  have  our  greatest  opportunity  for  ther- 
apy. After  a palpable  and  obvious  cancer  has 
appeared,  the  chance  of  cure  is  much  less. 
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Summory 

Chronic  cystic  mastitis  may  result  either 
from  the  action  of  excessive  estrogen,  an  in- 
effective amount  of  estrogen  antagonist,  or 
an  ordinary  amount  of  estrogen  in  tissue 
unusually  competent.  Periductal  edema,  fi- 
brosis, and  the  collection  of  fluid  with  cyst 
formation  are  probably  associated  with  an 
increase  in  vascular  permeability  associated 
with  an  increase  in  histamine  release.  The 
appearance  of  epithelial  overgrowth  in  pa- 
tients with  chronic  cystic  mastitis  repre- 
sents a particular  hazard  and  should  not  be 
considered  in  the  same  category  as  edema 
and  cystic  change. 
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French  the  Language  of  Science 

Presi(3ent  of  France  Charles  de  Gaulle  is  reported  annoyed  at 
the  increasing  use  of  English  as  the  language  of  scientists. 

A letter  from  de  Gaulle  to  the  French  Academy  of  Sciences  de- 
nounces French  scientists  for  not  using  their  native  tongue  at  inter- 
national scientific  meetings. 

The  situation  is  deplorable,  he  said,  when  the  French  language, 
so  suited  by  its  clarity  and  precision  to  the  expression  of  scientific 
thought,  is  betrayed  by  those  who  should  insure  and  require  its  use, 
according  to  International  Netvs  Items. 
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Management  of  Persistent  Carcinoma 

Of  the  Cervix 


Alan  L.  Kaplan,  M.D.,  John  A.  Wall,  M.D.,  P.  T.  Hudgins,  M.D. 


The  cure  rate  is  10  to  20  percent,  but  many 
who  are  not  cured  can  be  kept  comfortable 
and  active  for  varying  lengths  of  time  by 
using  carefully  selected  therapy. 


IF  CARCINOMA  of  the  cervix  per- 

CLINICAL  MEDICINE  sists  or  recurs  following  the  initial 

■ attempt  at  therapy,  there  is  often 
a second  chance  at  cure,  for  this 
is  a lesion  that  remains  localized  for  a long 
time.  Cervical  cancer  spreads  mainly  by  di- 
rect extension  and  lymphatic  dispersion.  Oc- 
casionally blood-borne  metastases  occur,  but 
these  are  infrequent  and  are  usually  consid- 
ered late  manifestations  of  the  disease  proc- 
ess. Death  occurs  chiefly  from  local  disease 
and  infrequently  from  remote  metastases. 
This  gro'wth  pattern  gives  us  justification 
for  a second  vigorous  attack  and  further  at- 
tempt at  cure. 

Although  the  term  “persistence”  is  gen- 
erally used  synonymously  with  the  term  “re- 
currence,” we  believe  that  persistence  is  the 
more  accurate  term.  Persistent  disease  is 
defined  as  carcinoma  that  continues  in  spite 
of  therapy.  The  recurrent  case  is  defined 
as  that  tumor  that  apparently  heals  under 
therapy  and  then  returns  after  a specific 
period  of  time.  At  our  institution,  this  time 
interval  is  five  years.  These  distinctions  will 
not  be  made  in  this  article,  however,  all  cases 
being  considered  as  persistent.  A metastasis 
that  becomes  clinically  apparent  some  months 
following  treatment  without  evidence  of  the 
presence  of  the  primary  lesion  should  not  be 
considered  persistent  disease.  This  lesion 
was  not  treated  and  was  probably  present 
initially  without  being  clinically  apparent. 
The  work  of  Collins  regarding  tumor  doub- 
ling time  appears  to  confirm  this.^  The  man- 
agement of  distant  metastases  is  not  dis- 
cussed herein. 


The  therapy  of  persistent  cervical  carci- 
noma is  difficult  to  plan  and  hazardous  to 
execute,  for  tissue  tolerance  has  already  been 
compromised  by  the  initial  treatment.  Be- 
fore proceeding,  it  is  mandatory  to  define 
the  treatment  goal,  for  the  radicalness  of 
therapy  will  vary.  Cure  need  not  be  the  only 
goal  in  the  management  of  these  cases,  for 
often  significant  palliation  can  be  obtained. 
The  cure  rate  of  persistent  cervical  cancer 
is  approximately  10-20  percent,  but,  if  cure 
is  not  obtained,  many  patients  can  be  kept 
comfortable  and  active  for  varying  periods 
by  judicious  therapeutics.^' s 

If  definitions  are  strictly  adhered  to,  ther- 
apy for  persistent  carcinoma  must  be  dis- 
tinguished from  palliation.  Therapy  for  per- 
sistent cancer  is  an  attempt  to  cure  the 
patient  by  further  treatment,  while  pallia- 
tion is  the  application  of  certain  therapeutics 
for  the  purpose  of  improving  the  condition 
of  the  patient  in  one  or  several  ways  in 
what  may  be  called  an  incurable  disease.  It 
is  obvious  that  there  is  much  overlap. 


Diagnosis 

It  is  important  to  follow  all  cases  of  treat- 
ed carcinoma  of  the  cervix  carefully,  espe- 
cially during  the  first  two  years  following 
therapy.  The  patient  should  be  seen  and  ex- 
amined at  intervals  of  three  months  during 
the  first  two  years,  and  every  six  to  12 
months  thereafter.  Approximately  75  per- 
cent of  the  persistent  cases  will  become  ap- 
parent in  the  first  two-year  period.^- Much 
stress  should  be  placed  upon  the  general  ap- 
pearance of  the  patient  and  her  weight. 
Many  cases  manifest  themselves  by  sudden 
weight  loss  and  a feeling  of  weakness  and 
fatigue.  These  are  all  bad  signs  because  they 
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usually  signify  fairly  diffuse  disease.  Lum- 
bosacral pain  that  radiates  down  the  pos- 
terior aspect  of  the  thigh  is  an  ominous  sign 
and  suggests  sacral  plexus  extension  of  the 
disease.  Edema  of  either  thigh  is  most  sug- 
gestive of  persistent  cancer. 

The  pelvic  examination  in  radiation  treat- 
ed cases  can  be  difficult  to  appraise.  Sus- 
picious areas  in  the  cervix  or  upper  vagina 
are  biopsied.  Papanicolaou  smears  are  of 
little  help  as  it  is  difficult  to  distinguish 
carcinoma  from  radiation  reaction  cysto- 
logically.  The  most  difficult  finding  to  in- 
terpret is  the  parametrial  thickening  or  in- 
duration. Classically,  if  this  induration  is 
smooth,  it  is  radiation  fibrosis  and  if  it  is 
nodular,  it  is  carcinoma.  The  distinction,  of 
course,  is  not  always  this  clear.  The  impor- 
tant principle  is  to  hospitalize  patients  with 
suspicious  palpatory  findings  for  further 
evaluation. 

The  most  important  radiographic  proce- 
dure in  the  follow-up  of  patients  with  treat- 
ed carcinoma  of  the  cervix  is  the  intravenous 
pyelogram.  If  ureteral  obstruction  develops 
following  radiation  therapy,  the  cause  of  this 
obstruction  is  considered  persistent  disease 
until  proven  otherwise.  Patients  treated  pri- 
marily by  radical  hysterectomy  may  show 
some  degree  of  hydronephrosis  for  three  to 
six  months  following  surgery.®  This  is  due 
to  the  extensive  ureteral  and  bladder  dissec- 
tion done  in  this  operation  and  will  usually 
clear  spontaneously.  If  this  postoperative 
hydronephrosis  does  not  clear  in  this  period 
of  time,  or  if  there  is  progression,  then  these 
cases  are  also  considered  suspect.  The  radio- 
active renogram  has  received  considerable 
attention  in  the  past  few  years  and  there  is 
some  suggestion  that  this  may  be  more  sensi- 
tive than  the  intravenous  pyelogram  in  terms 
of  reflecting  early  ureteral  obstruction.®-^® 
More  experience  is  needed,  however,  before 
its  true  usefulness  can  be  defined  in  the 
management  of  these  cases.  Studies  such  as 
lymphography,  venography,  and  arteriogra- 
phy are  interesting  and  suggestive,  but  not 
conclusive.^^-^®’^®  Perhaps  when  further  re- 
fined they  may  help  more  in  the  diagnosis 
of  persistent  disease. 

It  thus  becomes  apparent  that  exploration 
is  often  the  only  answer  regarding  the  pres- 
ence or  absence  of  persistent  disease.  When 
positive  biopsies  can  be  obtained  transvagin- 
ally  there  is  no  diagnostic  problem.  How- 
ever, because  the  cervix  and  upper  vagina 


are  the  recipients  of  maximum  therapy,  these 
are  not  as  frequently  the  sites  of  persistent 
carcinoma  as  are  the  parametria  and  pelvic 
nodes.  If  the  cure  rate  for  patients  with 
persistent  carcinoma  of  the  cervix  is  to  be 
improved,  the  diagnosis  must  be  made  early. 
Our  philosophy  is  to  be  extremely  liberal  in 
bringing  patients  to  exploration  if  there  is 
any  suggestion  of  recurrence,  for  to  tempo- 
rize with  persistent  cancer  in  the  belief  that 
it  is  fibrosis  can  be  to  lose  the  chance  to 
cure.  The  exploration  must  be  extensive  and 
should  be  done  by  a gynecologic  surgeon  well 
qualified  to  proceed  with  radical  resection  if 
resectable  disease  is  found.  The  para-aortic 
and  iliac  lymph  nodes  must  be  carefully  eval- 
uated and  biopsied.  The  paravesical  and 
pararectal  spaces  must  be  developed  and 
biopsies  taken  of  the  cardinal  and  utero- 
sacral  ligaments.  The  sciatic  nerve  area 
must  also  be  thoroughly  evaluated.  A proper 
conclusion  as  to  the  presence  or  absence  of 
tumor  can  be  made  only  after  an  extensive 
exploration  of  this  type. 


Treatment 

The  treatment  of  persistent  cancer  of  the 
cervix  depends  on  the  prior  therapy,  the  ex- 
tent and  distribution  of  the  persistence,  and 
the  presence  or  absence  of  metastases.  In 
our  clinic,  as  in  most  of  the  major  centers, 
the  primary  method  of  treatment  is  radio- 
therapy, consisting  of  intrauterine  and  va- 
ginal radium  followed  by  roentgen  therapy 
to  the  parametria  and  pelvic  nodes.  Some 
selected  early  cases  are  treated  by  radical 
hysterectomy  and  node  dissection  for  vari- 
ous reasons.  Consequently,  the  major  portion 
of  the  discussion  will  deal  with  the  manage- 
ment of  those  cases  that  persist  following  ra- 
diation therapy.  The  same  therapeutic  prin- 
ciples will  apply  for  surgical  recurrences. 

Radiation  Persistence. — The  treatment  of 
choice  in  the  cases  that  persist  following 
adequate  radium  and  x-ray  is  surgery.  Oc- 
casionally re-irradiation  may  be  indicated, 
but  this  can  be  hazardous  and  should  be  done 
only  after  an  extensive  review  of  the  previ- 
ous dosimetry.  If  this  information  is  not 
available,  it  is  our  policy  not  to  re-irradiate. 
Chemotherapy,  either  systemic  or  regional, 
has  little  to  offer  in  these  cases.  Pelvic  per- 
fusion has  been  almost  totally  abandoned 
due  to  the  poor  results  and  high  rate  of  com- 
plications.'^- Arterial  infusion  of  an  anti- 
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metabolite  such  as  amethopterin  occasionally 
will  produce  a dramatic  response  in  the 
fresh  untreated  cased®  Response  in  the  re- 
current case  is  unusual,  but  does  occasional- 
ly occur  so  that  this  procedure  probably  does 
warrant  some  considerationd'^  It  should,  how- 
ever, be  considered  a poor  third  to  surgery 
and  radiation. 

Any  patient  with  suspected  persistent  dis- 
ease is  admitted  to  the  hospital  for  complete 
evaluation.  As  stated  previously,  the  distinc- 
tion between  carcinoma  and  radiation  fibro- 
sis can  be  extremely  difficult  and  often  ex- 
ploration affords  the  only  conclusive  answer. 

After  proving  the  presence  of  disease, 
evaluation  of  resectability  is  indicated  if  no 
distant  metastases  are  present.  Exploration 
is  an  acceptable  diagnostic  procedure^  today, 
and  our  philosophy  is  to  be  extremely  liberal 
in  bringing  patients  to  exploration,  but  ex- 
tremely critical  and  conservative  in  proceed- 
ing with  resection.  We  do  not  recognize  any 
absolute  local  signs  or  symptoms  of  nonre- 
sectability, such  as  leg  edema,  back  pain,  or 
ureteral  obstruction.  We  have  found  fibrosis 
is  the  offender  in  many  of  these  cases.  A 
lesion  cannot  be  deemed  inoperable  unless 
operation  is  done.  Our  only  contraindica- 
tions to  exploration  are  distant  metastases 
and  medical  fragility. 

Proceeding  with  resection  is  a different 
matter,  however.  It  is  unusual  to  be  able  to 
resect  a persistent  lesion  by  radical  hyster- 
ectomy alone.  Consequently,  in  most  cases 
resection  means  an  exenterative  procedure. 
The  goal  of  this  operation  is  cure,  not  pallia- 
tion. It  should  be  done  only  after  extensive 
evaluation  at  the  operating  room  table.  The 
exenteration  carries  with  it  an  immediate 
surgical  mortality  rate  of  20  to  25  percent, 
and  a five-year  survival  rate  of  approxi- 
mately 25  percent.^®’  Contraindications 
to  be  noted  at  surgery  are  intraperitoneal 
disease,  involvement  of  para  aortic  lymph 
nodes,  and  local  extension  from  the  para- 
metrial  tissues  into  the  fascia  overlying  the 
obturator  internus  muscle  or  sciatic  nerve. 
If  the  lesion  is  resectable,  our  urinary  diver- 
sion of  choice  is  the  ileal  or  sigmoid  conduit. 

The  criteria  of  resectability  for  these  ex- 
tensive procedures  must  be  strictly  adhered 
to.  For  this  reason  there  are  numerous  cases 
in  the  radiation  failure  group  that  are  not 
operable.  A standard  method  of  manage- 
ment for  these  patients  cannot  be  given,  and 
it  must  be  recognized  that  the  treatment 
goal  can  only  be  palliation.  Each  case  must 


be  evaluated  on  its  own  merit.  If  the  patient 
has  been  adequately  treated  primarily,  giv- 
ing another  course  of  x-ray  will  occasionally 
be  palliative  for  short  periods  of  time.  But, 
repeated  extensive  courses  usually  result  in 
radiation  necrosis  and  breakdown  of  the  pel- 
vic organs.  This  with  the  combination  of 
actively  growing  cancer  makes  the  patient’s 
remaining  days  almost  intolerable.  Occasion- 
ally a patient  is  seen  who  has  had  inade- 
quate therapy  to  begin  with,  and  in  spite 
of  this  fact  has  had  a relatively  long  period 
of  time  free  of  disease.  These  patients  oc- 
casionally respond  favorably  to  re-irradia- 
tion and  live  comfortably  for  another  pro- 
longed symptom -free  period  of  time.  Out- 
lining the  areas  involved  with  silver  clips  at 
surgery  will  greatly  facilitate  planning  addi- 
tional radiotherapy.  Interstitial  implants 
with  radioactive  isotopes  should  also  be  con- 
sidered. If  arterial  infusion  is  decided  upon, 
the  catheters  can  be  inserted  directly  at  the 
time  of  surgery  or  indirectly  via  the  femoral 
artery  with  the  aid  of  a diagnostic  radiol- 
ogist and  the  image  intensifier. 


Case  Reports 

Several  cases  seen  at  the  Baylor  Univer- 
sity College  of  Medicine  affiliated  hospitals 
have  been  chosen  to  illustrate  the  principles 
of  management  of  the  persistent  case  fol- 
lowing irradiation. 

Case  1. — A 37-year-old  Negro  woman  gravida  7, 
para  7,  was  seen  initially  in  February,  1964,  with 
a stage  2a  squamous  cell  carcinoma  of  the  cervix. 
The  first  radium  application  was  loaded  with  20 
mg.  in  tandem  and  20  mg.  in  each  of  two  vaginal 
ovoids.  This  remained  in  place  for  72  hours.  The 
second  application  was  given  17  days  later  and  was 
identical  to  the  first.  External  radiation  was  then 
given  to  the  parametria  and  pelvic  nodes  with  a 2 
mev.  van  de  Graaff  machine  and  totaled  3500  r tu- 
mor dose  in  three  weeks.  A 4 cm.  central  lead  shield 
was  used. 

Following  completion  of  therapy,  the  patient  did 
well  until  September,  1964,  when  a mass  was  noted 
in  the  pelvis.  An  intravenous  pyelogram  showed  no 
excretion  of  dye  on  the  right  side  and  minimal  dila- 
tation on  the  left.  Biopsies  of  the  cervix  and  upper 
vagina  failed  to  reveal  carcinoma.  An  exploratory 
laparotomy  was  then  performed  and  extensive  car- 
cinoma involving  the  right  cardinal  and  uterosacral 
ligaments  was  found.  A total  pelvic  exenteration 
with  sigmoid  conduit  and  sigmoid  colostomy  was 
performed.  The  pathology  showed  good  surgical 
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Fig.  1.  Patient’  two  months  after  total  pelvic  exenteration. 


margins.  The  patient’s  postoperative  course  ■was 
benign,  and  at  present  she  is  doing  well  (Fig.  1). 

Case  2. — A 53-year-old  white  woman  gravida  5, 
para  4,  was  seen  initially  in  April,  1949,  with  a 
stage  1 squamous  cell  carcinoma  of  the  cervix. 
Treatment  consisted  of  2000  r in  air  to  each  of  two 
anterior,  two  posterior,  and  two  sacro-sciatic  fields 
cross-firing  the  right  and  left  parametrial  areas. 
This  was  done  on  a 220  kv.  machine  and  was  given 
over  a four-week  period.  The  calculated  depth  dose 
to  each  side  of  the  mid-pelvis  was  3240  r.  The  first 
radium  application  was  given  three  weeks  later  and 
was  loaded  with  30  mg.  in  tandem  and  10  mg.  in 
each  of  two  vaginal  colpostats.  This  remained  in 
place  for  (50  hours.  The  second  application  was  iden- 
tical to  the  first  and  was  given  nine  days  later. 

Following  completion  of  therapy,  the  patient  did 


Fig.  2.  Pelvis  showing  gold  seed  implant. 


well  until  October,  1962,  when  a biopsy  of  the  cervix 
revealed  squamous  cell  carcinoma.  Examination  re- 
vealed proximal  extension  of  the  tumor  to  the  left 
parametrium  with  fixation  to  the  right  pelvic  side- 
wall.  Surgery  was  offered  to  the  patient;  however, 
it  was  refused.  In  November,  1962,  radioactive  gold 
seeds  were  implanted  in  the  cervix  and  upper  vagina 
(Fig.  2).  This  was  followed  by  2500  r to  the  pelvic 
mass  over  a three-week  period  with  a 2 mev.  van 
de  Graaff  machine.  The  patient  then  did  well  until 
January,  1964,  when  regrowth  of  the  tumor  was 
noted.  At  this  time  a single  ovoid  containing  20  mg. 
of  radium  was  applied  to  the  vaginal  vault  and  was 
left  in  place  for  60  hours.  The  patient  then  con- 
tinued to  do  fairly  well  until  July,  1964,  when  a 
mass  was  noted  in  the  right  groin.  Biopsy  revealed 
squamous  cell  carcinoma  and  radioactive  gold  seeds 
were  implanted.  This  was  followed  by  2000  r to  the 
right  inguinal  mass  and  another  gold  seed  implan- 
tation. The  patient  finally  died  in  mid-November, 
1964,  approximately  two  years  after  recurrence  of 
the  cancer  was  first  noted. 

Case  3. — A 63-year-old  Negro  woman  gravida  8, 
para  7,  was  seen  initially  in  September,  1963,  with 
a stage  3 squamous  cell  carcinoma  of  the  cervix. 
The  first  radium  application  was  loaded  with  30 
mg.  in  tandem  and  15  mg.  in  each  of  two  vaginal 
ovoids.  This  was  left  in  place  for  72  hours.  The 
second  application  was  given  16  days  later  and  was 
identical  to  the  first.  This  was  followed  by  3500  r 
given  to  the  parametria  and  pelvic  nodes  with  a 2 
mev.  van  de  Graaff  machine  over  a three-week  pe- 
riod. A 4 cm.  central  lead  shield  was  used. 

Following  completion  of  therapy  the  patient  did 
well  until  January,  1964,  when  there  appeared  to 
be  regrowth  of  tumor.  Transvaginal  biopsies  of  the 
cervix  were  positive  for  squamous  cell  carcinoma. 
An  exploratory  laparotomy  was  done  and  tumor 
was  found  in  the  para-aortic  lymph  nodes.  For  this 
reason  resection  was  not  performed.  Since  the  pa- 
tient was  relatively  comfortable,  it  was  elected  not 
to  proceed  with  further  therapy  until  a specific 
symptom  occurred.  In  April,  1964,  the  patient  be- 
gan to  complain  of  severe  right  sciatic  pain.  Cathe- 
ters were  then  inserted  into  both  hypogastric  ar- 
teries percutaneously  via  the  femoral  arteries  (Fig. 
3).  The  patient  was  infused  with  Methotrexate,  50 
mg.  a day,  for  a total  of  six  days.  There  was  no 
apparent  objective  or  subjective  response.  The  pa- 
tient continued  to  deteriorate  and  died  on  May  3, 
1964. 
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Fig.  3.  Pelvis  showing  catheters  in  place  in  both  hypogas- 
tric arteries. 


Surgical  Persistence 

The  cases  persisting  after  surgerj^  present 
a slightly  different  problem.  The  treatment 
of  choice  is  radiation,  or  a combination  of 
radiation  and  surgery.  The  same  precau- 
tions and  principles  must  be  followed  in 
these  cases  as  previously  stated  for  the  radi- 
ation persistence. 

The  following  case  has  been  chosen  to  il- 
lustrate the  principles  of  management  of  the 
persistent  case  following  surgery. 

Case  1. — A 66-year-old  Negro  gravida  1,  para  1, 
patient  was  seen  initially  in  September,  1964,  with 
a stage  Ic  squamous  cell  carcinoma  of  the  cervix. 
In  addition,  an  8 to  10  cm.  cystic  pelvic  mass  was 
also  noted.  Because  of  the  adnexal  lesion,  the  de- 
cision was  made  to  treat  the  patient  surgically,  and 
a radical  hysterectomy  and  bilateral  pelvic  lymph 
node  dissection  were  performed.  The  pathology  re- 
vealed the  carcinoma  was  confined  to  the  cervix 
with  all  lymph  nodes  negative.  The  cyst  was  found 
inflammatory  in  origin.  One  month  following  sur- 
gery, the  patient  developed  a left  ureterovaginal 
fistula.  Attempts  at  passage  of  a ureteral  catheter 
were  unsuccessful,  and  the  decision  was  made  to 
wait  three  to  six  months  before  proceeding  with 
repair.  In  January,  1965,  a mass  was  found  at  the 
apex  of  the  vagina  extending  to  the  left  pelvic  side- 
wall.  A biopsy  of  this  mass  revealed  squamous  cell 
carcinoma.  This  mass  was  then  treated  with  3000 
r over  a three -week  period  with  a 2 mev.  van  de 
Graaff  machine  with  little  change  in  the  tumor. 
On  March  1,  1965,  a total  pelvic  exenteration  with 
ileal  conduit  and  sigmoid  colostomy  was  performed. 
Because  of  a questionable  surgical  margin  in  the 
area  of  the  left  cardinal  ligament,  three  radioactive 
gold  seeds  were  implanted.  The  patient  did  well 
until  postoperative  day  seven  when  she  developed 
a small  bowel-perineal  fistula.  Re-exploration  was 
done  and  the  ileo-ileal  anastomosis  was  found  to 
have  broken  down.  The  anastomatic  site  was  re- 
sected and  a second  ileo-ileal  anastomosis  was  done. 
Following  the  second  operative  procedure  the  pa- 
tient developed  a urinary-perineal  fistula  on  post- 
operative day  five  and  four  days  later  small  bowel 
contents  were  again  noted  to  be  coming  from  the 


perineum.  On  March  22,  1965,  the  patient  under- 
went a third  laparotomy  with  resection  of  ileum, 
end -to -side  ileo- transverse  colon  anastomosis  and 
construction  of  a new  ileal  conduit.  The  patient’s 
postoperative  condition  was  never  satisfactory.  Slow 
deterioration  occurred  and  on  March  25,  three  days 
postoperative  and  24  days  after  exenteration,  the 
patient  died. 

Summary 

Although  the  outlook  for  persistent  carci- 
noma of  the  cervix  is  bleak,  the  growth  pat- 
tern of  this  lesion  gives  us  justification  for 
a second  aggressive  attack.  The  survival 
rate  can  probably  be  improved  by  early  diag- 
nosis and  often  this  can  be  made  only  by 
laparotomy.  The  philosophy  in  our  clinic  is 
one  of  liberalism  concerning  exploration,  but 
one  of  extreme  conservatism  regarding  re- 
section. Resection  usually  means  exentera- 
tion and  this  is  a formidable  procedure  that 
carries  with  it  a high  mortality  rate  and 
major  complications  rate.  Re -irradiation 
may  sometimes  be  helpful  and  occasionally 
arterial  infusion  chemotherapy  will  be  of 
value.  It  is  important  to  define  the  treat- 
ment goal,  for  often  significant  palliation 
can  be  obtained  when  cure  is  not  possible. 
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COMMENTS 

Nothing  is  more  burdensome  upon  the  conscience 
of  the  gynecologist  than  the  management  of  women 
with  recurrent  or  persistent  cancer,  and  there  is 
great  temptation  to  attempt  additional  therapy. 

The  decision  to  give  further  treatment  must  be 
made  by  a team  of  three  or  more  gynecologists  with 
experience  in  this  field.  One  of  them  should  be  a 
“no”  man  or  at  least  a “doubting  Thomas.” 

The  study  of  the  patient  must  be  thorough,  care- 
ful, and  deliberate.  Vigor  has  no  place  here.  We 
must  remember  that  it  is  the  patient  we  are  treat- 
ing and  not  the  cancer. 


In  a woman  treated  initially  with  irradiation,  the 
less  desirable  therapy  for  the  second  attempt  is 
more  pelvic  irradiation.  As  Dr.  Kaplan  says,  it  is 
fraught  with  danger  and  complications,  often  makes 
the  patient  more  miserable,  and  in  general  does  not 
prolong  life. 

Radical  hysterectomy  has  proved  the  best  ap- 
proach in  these  patients  for  the  second  attempt 
when  the  disease  appears  to  be  localized  to  the 
cervix,  parametrium,  and  upper  vagina  without  in- 
volvement of  bladder  or  rectum;  in  one  series,  it 
gave  a five-year  survival  of  35  percent. 

Exenteration  is  a formidable  procedure  with  a 
mortality  rate  of  25  percent,  and  in  the  best  hands 
gives  a 25  percent  five-year  survival  or  about  15 
percent  of  those  submitted  to  the  procedure. 

The  survival  rate  is  much  higher  when  the  spread 
of  cancer  is  to  bladder  or  rectum,  that  is,  anteriorly 
or  posteriorly,  than  when  the  spread  is  lateral. 

Exenteration  places  a great  strain  on  the  hos- 
pital, nursing  service,  and  laboratory  facilities  be- 
cause the  postoperative  care  is  more  difficult  than 
the  operation.  Although  there  is  palliation  to  be 
had  from  these  operations,  in  too  many  instances 
the  complications  are  so  prolonged  that  the  patient 
has  too  little  time  to  profit  from  her  palliation  be- 
fore she  succumbs  to  her  disease. 

I have  approached  the  treatment  of  persistent  or 
recurrent  disease  with  utmost  caution.  My  opera- 
tive mortality  for  exenteration  is  zero  but  my  five- 
year  survival  rate  is  also  zero,  although  with  good 
palliation  in  a few  cases. 

In  conclusion,  we  must  remember  that  palliation 
means  to  protect  the  patient  from  pain  and  misery 
and  that  the  human  being  is  entitled  to  live  in  com- 
fort and  die  with  dignity. 

— Dr.  John  W.  Simpson,  San  Antonio. 


NASA  Scientist  Synthesizes  Nucleotides 

A National  Aeronautics  and  Space  Administration  scientist  has 
synthesized  the  five  chemical  building  blocks  of  DNA  and  RNA  in 
a simple  laboratory  model  which  duplicates  conditions  on  the  primi- 
tive Earth. 

The  two  nucleic  acids,  DNA  and  RNA,  form  the  core  of  and  are 
the  “prime  movers”  of  all  living  cells  in  plants,  animals,  and  man. 
The  five  DNA-RNA  building  blocks,  known  as  nucleotides,  are  made 
up  of  a nitrogenous  base,  sugar,  and  a phosphate.  The  synthesis  of 
the  five  nucleotides  under  laboratory  conditions  like  those  believed 
to  have  existed  on  Earth  from  3,000,000,000  to  4,500,000,000  years 
ago,  appears  to  be  a major  advance  toward  explaining  the  origin 
of  life  on  Earth. 

It  is  believed  to  retrace  a critical  phase  in  the  chemical  evolution 
of  organic  material  which  had  to  occur  before  the  appearance  of  life 
itself.  Synthesis  of  nucleotides  has  been  done  before  but  always  by 
long,  complex  laboratory  procedures. 
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Puerperal  Inversion  of  the  Uterus 

A Case  Without  Shock  or  Hemorrhage 

NORMAN  L WEST,  M.D. 


Prognosis  depends  on  early  recognition. 

Prompt,  vigorous  therapy  can  prevent  some- 
times fatal  consequences. 

~ INVERSION  of  the  uterus,  a par- 
CASE  REPORTS  tlal  Or  coiuplete,  acute  or  chronic, 

■ turning  of  the  uterus  inside  out 
and  upside  down,  is  the  rarest  of 
uterine  displacements.^  Because  of  modern 
obstetrical  methods  and  anesthesia,  the  clas- 
sic symptoms — pain,  shock,  and  hemorrhage 
— often  do  not  occur  immediately  postpar- 
tum. Therefore,  this  abnormality  is  found 
most  advantageously  by  routine  postpartum 
palpation  of  the  uterus  and  careful  exami- 
nation of  the  cervix  and  vaginal  canal.^ 

This  is  a report  of  a case  diagnosed  before 
shock  or  hemorrhage  occurred. 

Four  chief  clinical  inversion  variations, 
classified  by  time  and  cause,  are^ 

(1)  acute  inversion,  occurring  at  or  short- 
ly after  labor  and  observed  within  three  or 
four  weeks, 

(2)  chronic  inversion,  one  of  more  than 
four  weeks’  duration, 

(3)  tumor  inversion,  almost  always  chron- 
ic, due  to  traction  of  a neoplasm  usually 
attached  to  the  fundus,  and 

(4)  idiopathic  or  prolapse  inversion,  ap- 
proximately 40  percent,  occurring  spontane- 
ously and  not  due  to  any  error  in  manage- 
ment of  labor  or  neoplasm. 

There  is  no  single  etiologic  agent.  Salvin,^ 
in  his  review  of  the  literature,  listed  causes 
most  often  stated : 

(1)  Suprafundal  pressure  from  an  im- 
proper Crede  maneuver. 

(2)  Traction  on  the  umbilical  cord  from 
below. 

(3)  Atony  or  some  impairment  of  the 
uterine  wall. 

(4)  Spontaneous  inversion. 

Most  puerperal  inversions  occur  in  the  pri- 
migravida,^  likely  because  the  placenta  usu- 
ally is  inserted  nearer  to  the  fundus  in  the 


primigravida  than  in  the  multigravida.  Re- 
currence is  uncommon. 

Severe  pathologic  changes  caused  by  in- 
version are  due  to  vascular  obstruction  or 
strangulation  from  the  constricted  lower 
uterine  segment.  This  is  a logical  explana- 
tion for  the  pain,  shock,  and  hemorrhage 
symptoms.  Sloughing  and  amputation  of  the 
uterine  mass  may  occur.  The  placenta  is  at- 
tached in  about  50  percent  of  uterine  inver- 
sions. If  involution  occurs  later,  the  uterus 
rarely  returns  to  normal  size. 

The  symptoms  may  or  may  not  be  appar- 
ent at  the  time  of  inversion.  Acute  inver- 
sion usually  is  followed  by  alarming  shock 
and  hemorrhage.  The  hemorrhage  may  be 
profuse  and  the  shock  out  of  proportion  to 
the  blood  loss.  Profound  constitutional  symp- 
toms and  even  collapse  caused  by  shock  and 
blood  loss  occur  in  50  percent  of  the  cases. 

The  diagnosis  is  not  difficult  if  a routine 
inspection  is  performed  postpartum.  The 
vaginal  canal  should  be  explored  following 
the  third  stage  of  labor  and  the  cervix  visu- 
alized. Any  inverted  fundal  mass  can  then 
be  palpated  manually.  The  suprapubic  area 
will  display  a loss  of  suprapubic  mass,  and 
on  occasions,  the  uterus  will  protrude  from 
the  vagina.  The  bladder  should  be  catheter- 
ized,  because  if  distended,  it  may  be  mis- 
taken for  the  uterus  upon  suprapubic  exam- 
ination. With  routine  postpartum  examina- 
tion of  the  vaginal  vault,  no  case  of  acute 
inversion  of  the  uterus  should  be  missed. 

The  prognosis  depends  upon  this  early 
recognition  of  the  condition.  Prompt  and 
vigorous  therapy  can  prevent  the  sometimes 
fatal  consequences. 

If  the  diagnosis  of  puerperal  inversion  of 
the  uterus  is  made,  intravenous  fluids  of 
Ringer’s  lactate  solution  or  normal  saline 
must  be  started  and  the  uterus  replaced  im- 
mediately. This  procedure  usually  is  not 
difficult  with  a general  anesthetic. 

The  uterus  is  replaced  by  the  operator 
pressing  the  fundus  upward  in  the  palm  of 
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the  vaginal  hand,  in  the  direction  of  the  pel- 
vic axisd  The  intravaginal  hand  should  keep 
the  fundus  in  position  until  external  mas- 
sage and  oxytocics  maintain  a good  uterine 
tone.  The  shock  and  blood  loss,  if  present, 
usually  respond  rapidly  to  fluid  therapy  and 
replacement  of  the  uterus.  When  puerperal 
inversion  is  discovered  after  48  hours  have 
elapsed  there  is  danger  of  infection  and 
uterine  edema. 


Case  Report 

A 24-year-old  primigravida  whose  expected  date 
of  confinement  was  Jan.  12,  1964,  was  admitted  to 
the  hospital  on  Jan.  3,  1964,  at  6 p.m.  Her  blood 
pressure  was  160/100  mm.  of  mercury,  pulse  rate 
64,  temperature  98.2  F.  Rectal  examination  revealed 
a cervical  dilatation  of  1 cm.  and  little  effacement. 
Contractions  were  irregular  every  three  to  five  min- 
utes, lasting  about  30  seconds.  The  membranes  were 
intact  and  the  fetal  heart  tones  were  120  in  the 
right  lower  quadrant. 

By  9 p.m.  the  patient  had  cervical  dilatation  to 
about  5 cm.  and  there  was  a bloody  show.  The  con- 
tractions continued  every  one  to  two  minutes  and 
lasted  about  50  seconds.  At  this  time  50  mg.  of 
Vistaril  were  given  intramuscularly.  At  9:45  p.m. 
the  membranes  ruptured  spontaneously  and  the  pa- 
tient’s ceiwix  was  dilated  between  6 and  7 cm.  At 
10:15  p.m.  the  patient  was  taken  to  the  delivery 
I'oom  and  prepared  for  delivery.  The  bladder  was 
emptied  by  catheterization. 

At  10:50  p.m.,  a viable  4 lb.  6 oz.  boy  was  deliv- 
ered from  an  occiput  anterior  position,  over  a right 
mesiolateral  episiotomy,  with  elective  low  forceps 
under  general  anesthesia.  Upon  completion  of  the 
deliveiy,  an  ampule  of  Pitocin  was  given  intra- 
muscularly and  there  was  a mild  attempt  to  deliver 
the  placenta.  The  placenta  was  intact  and  as  is 
customary,  it  was  deemed  best  to  wait  until  spon- 
taneous separation  occurred.  Approximately  five  to 
seven  minutes  elapsed  while  the  episiotomy  was  re- 
paired. At  this  time  the  placenta  delivered  spon- 
taneously. At  no  time  was  there  any  pulling  on  the 
cord  or  suprafundal  pressure  applied. 

Routinely,  following  delivery  of  the  placenta,  the 
vaginal  canal  was  explored  manually  for  any  cervical 
lacerations  or  retained  placental  fragments.  A mass 
was  palpable  in  the  vaginal  canal  which  was  diag- 
nosed as  an  inversion  of  the  uterus.  The  blood  pres- 
sure was  immediately  obtained  and  found  to  be  130/70 
mm.  of  mercury  with  the  pulse  steady  at  90.  The 
right  hand  was  inserted  into  the  vaginal  canal  and 
the  uterus  was  gently  pushed  up  in  the  direction  of 
the  pelvic  axis.  The  uterus  was  replaced  and  then 
in  a minute  or  two  the  hand  was  removed  and  the 
patient  was  not  given  any  more  anesthetic. 

Shortly,  the  patient  began  to  retch  and  the  uterus 
again  became  inverted.  This  time  it  was  impossible 
to  get  the  uterus  into  position  because  of  a con- 
tracted lower  uterine  segment  ring  and  the  anes- 
thetic was  started  again  at  1 1 p.m.  with  ether  and 
nitrous  oxide  as  the  agents.  Intravenous  fluid  of 


5 percent  dextrose  in  normal  saline  was  started 
with  an  18  gauge  needle  and  allowed  to  flow  as 
rapidly  as  possible.  The  blood  pressure  fluctuated 
between  110/90  and  158/110  mm.  of  mercury.  The 
pulse  was  between  130  to  140  at  this  time.  In  about 
five  minutes,  the  patient  was  anesthetized  deeply 
enough  to  relax  the  lower  uterine  ring  and  allow 
the  uterus  to  be  replaced  in  the  same  manner  as 
before.  The  blood  pressure  continued  to  remain  be- 
tween 110/70  and  150/110  mm.  of  mercury.  The 
pulse  was  about  130  beats  per  minute.  Between  11 
p.m.  and  12:30  a.m.  the  patient  received  3,000  ml. 
of  5 percent  dextrose  in  normal  saline  with  100  mg. 
of  Terramycin  added  to  one  bottle.  At  this  time  the 
blood  pressure  had  stabilized  at  120/70  mm.  of  mer- 
cury and  the  pulse  rate  was  80.  During  this  time 
the  patient  had  been  cross  matched  for  two  units  of 
blood,  but  none  was  given  because  there  was  never 
any  evidence  of  need. 

The  blood  pressure  was  checked  everj*^  15  minutes 
for  the  next  four  hours  and  remained  between 
110/40  and  140/80  mm.  of  mercury.  The  pulse  rate 
was  between  62  and  80  beats  per  minute. 

The  patient  had  an  uneventful  stay  in  the  hos- 
pital and  was  dismissed  on  the  fifth  postpartum 
day. 

The  checkup  at  six  weeks  revealed  the  uterus  was 
normal  in  size,  shape,  and  position.  The  patient  has 
not  been  pregnant  again. 

Summary 

A case  of  acute  puerperal  inversion  of  the 
uterus  without  shock  or  hemorrhage  is  re- 
ported, and  classic  symptoms,  classification, 
etiology,  and  treatment  are  given.  The  need 
is  emphasized  for  prompt  diagnosis  and 
treatment  before  the  patient  develops  pain, 
shock,  and  hemorrhage. 
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The  Doctor  and  His  Marriage 

JERRY  M.  LEWIS,  M.D. 


p*  ""  *1  A DISTURBANCE  in  functioning, 
REVIEW  ARTICLES  whether  psychologic  or  physiologic, 

■ is  associated  with  and  often  pre- 
ceded by  many  diverse  events.  In 
psychiatric  patients,  one  such  event  is  the 
loss  or  threat  of  loss  of  a love  object.  Al- 
though of  paramount  importance  in  develop- 
ment of  depressive  phenomena,  this  theme 
is  frequently  found  in  the  life  situations  of 
patients  with  schizophrenic,  phobic  and  oth- 
er symptom  clusters  including  many  of  the 
so-called  psychosomatic  syndromes  such  as 
ulcerative  colitis  and  hyperthyroidism. 

Severe  marital  conflict,  I believe,  is  re- 
lated qualitatively  to  object  loss  because  it 
frequently  produces  interpersonal  distance 
within  a relationship  which  affords  most  of 
us  the  greatest  opportunity  for  basic  need 
satisfaction.  My  premise  is  that  the  physi- 
cian’s professional  role  affords  him  unusual 
opportunities  to  avoid  solving  marital  con- 
flict with  his  wife.  Not  all  physicians  use 
their  professional  role  in  such  a manner,  but 
the  opportunity  is  present.  As  will  soon  be 
clear,  this  article  is  derived  from  clinical 
observations,  and  is  not  in  any  sense  a well- 
controlled  statistical  study. 


Treatment  Problems 

The  41-year-old  wife  of  a physician  was  acutely 
intoxicated  when  admitted  to  a private  psychiatric 
hospital.  She  was  hostile  and  uncooperative  during 
the  admitting  procedures,  but  her  husband  was  de- 
tached, informative  as  to  “facts,”  and  basically 
angry.  Several  days  later  the  patient  told  her  psy- 
chiatrist that  she  had  been  drinking  excessively  as 
well  as  relying  heavily  on  barbiturates.  She  re- 
mained angry  throughout  her  brief  hospitalization 
and  much  of  her  hostility  was  toward  her  husband 
who,  she  said,  was  engrossed  in  (1)  his  medical 


practice,  (2)  his  farm,  and  (3)  professional  foot- 
ball. The  psychiatrist  felt  that  she  was  an  angry, 
aggressive,  and  compulsive  woman  who,  beneath  her 
drinking,  was  actually  depressed.  Her  husband  was 
described  by  the  psychiatric  social  worker  as  a re- 
mote, distant  man  who  had  great  difficulty  verbal- 
izing any  feelings.  He  saw  his  wife’s  problems  as 
hers  alone,  completely  disassociated  from  their  rela- 
tionship, and  basically  as  involving  weakness  and 
lack  of  will  power  on  her  part.  At  best  he  paid 
passive  lip  service  to  the  recommendation  that  they 
both  be  involved  in  a treatment  program,  and  quick- 
ly acquiesced  to  her  demands  to  leave  the  hospital. 

Twenty-five  physicians’  wives  admitted  to 
a private  psychiatric  hospital  were  con- 
trasted with  25  married  women  (matched 
only  for  age)  admitted  to  the  same  hospital. 
Significant  differences  included: 

1.  Severe  marital  conflict,  as  defined  op- 
erationally, was  present  in  16  of  the  physi- 
cians’ wives  and  8 of  the  control  patients. 

2.  Eight  of  the  physicians’  wives  had  seri- 
ous drinking  problems,  10  used  barbiturates 
or  amphetamines,  and  3 used  narcotics,  while 
2 women  in  the  control  group  used  alcohol, 
1 barbiturates,  and  none  narcotics. 

3.  Only  9 of  the  physicians’  wives  were 
discharged  with  full  staff  approval  as  con- 
trasted to  17  of  the  control  patients. 

Treatment  difficulties  with  physicians’ 
families  reflect  many  factors,  including  the 


Most  doctors  have  two  compatible  but  dis- 
similar roles — physician  and  marriage  part- 
ner. Comfortably  swaddled  in  the  former 
role,  they  may  be  unwilling  to  meet  the  con- 
flicts inherent  in  the  latter.  General  psychi- 
atric concepts  as  well  as  factors  for  evalu- 
ating marital  relationship  are  examined,  and 
case  reports  outline  how  the  "physician's 
role"  can  be  both  shield  and  weapon  in 
marital  conflicts. 
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psychiatrist’s  own  difficulty  in  dealing  with 
colleagues  and  their  wives  who  may  share 
with  him  common  problems.  In  the  prepa- 
ration of  this  article,  several  psychiatrists, 
social  workers,  and  psychologists  were  asked 
to  complete  questionnaires  on  their  experi- 
ence in  treating  doctors  and  their  families. 
The  questions  were  designed  to  elicit  infor- 
mation regarding  the  difficulties  involved 
in  such  treatment  and,  in  particular,  evi- 
dence related  to  the  possible  use  by  the  hus- 
band of  his  role  as  a physician  to  avoid 
marital  interaction.  The  results  were  pro- 
vocative. Within  three  days  the  question- 
naires were  returned  by  most  of  the  psy- 
chiatric social  workers  and  psychologists. 
After  two  weeks,  none  of  the  psychiatrists 
had  returned  the  questionnaires. 

The  abbreviated  case  history,  the  crude  sta- 
tistics regarding  the  experience  with  doctors 
and  their  wives  at  a private  psychiatric  hos- 
pital, and  the  response  from  professional 
colleagues  may  indicate  the  resistance  many 
physicians  share  in  looking  at  their  own 
marriages. 


Related  Basic  Psychiatric  Concepts 

Consciously  or  unconsciously,  physicians 
may  use  their  culturally-determined  role  to 
avoid  meaningful  marital  interaction  and 
problem-solving.  In  developing  this  premise, 
certain  basic  psychiatric  concepts  should 
first  be  reviewed. 

The  search  for  simple  etiologic  factors  in 
mental  disturbances  has  paralleled  general 
developmental  phases  in  medicine.  During 
earlier  times,  therefore,  mental  disorders 
were  perceived  as  reflecting  basic  infectious, 
chemical,  honnonal,  or  neuroelectrical  etiol- 
ogic processes.  Freud  first  called  attention 
to  the  basic  psychologic  etiology  of  mental 
disturbances.  His  major  focus  was  on  the 
early  childhood  experiences  within  the  fam- 
ily which  are  of  major  significance  both  in 
personality  formation  and  the  development 
of  areas  of  emotional  vulnerability  to  stress. 
The  major  therapeutic  technique  was  the 
recall  of  important  experiences  and  feelings 
vis-a-vis  free  associations,  dreams,  and  early 
memories.  Helpful  as  this  was  and  is  for 
many  troubled  patients,  it  has  failed  to  be 
the  hoped-for  cure-all.  More  recently  evi- 
dence has  accumulated  that  the  etiologic  fac- 


tors involved  in  psychological  decompensa- 
tion can  best  be  conceptualized  as  interlock- 
ing links  in  a chain.  The  early  links  are 
from  the  remote  and  sensitizing  past;  the 
later  links  from  the  frequently  crucial  here- 
and-now.  Except  in  extreme  circumstances 
those  crucial  early  intrafamilial  experiences 
seem  to  have  more  to  do  with  the  concept  of 
vulnerability  to  mental  disturbance,  whereas 
accumulated  stresses  from  one’s  current  life 
situation  seem  to  be  instrumental  in  severe 
psychological  decompensation. 

The  treatment  pendulum  is  swinging  to- 
ward more  active  intervention  in  current 
stressful  life  situations.  As  such  the  here- 
and-now  family  and,  in  particular,  the  mari- 
tal relationship  of  the  patient  has  received 
increasing  attention. 

The  actual  psychiatric  treatment  of  an  en- 
tire family  at  the  same  time  in  the  same 
room  and  by  the  same  therapist  is  still  too 
much  an  infant  itself  to  evaluate.  It  is  being 
used,  however,  with  families  of  patients  who 
are  schizophrenic,  delinquent,  or  scholastic 
underachievers. 

As  in  so  many  areas  of  general  medicine, 
preoccupation  with  the  pathological  often 
leads  to  interest  in  the  nonpathological. 
Techniques  to  study  communication  patterns 
in  “normal”  families  have  been  devised  and 
are  being  utilized  by  Jackson,^  Haley-  and 
others.  This  work  is  still  in  its  early  stages 
but  already  provocative  findings  suggest 
significant  differences  between  healthy  and 
abnormal  families  insofar  as  patterns  of 
communication  are  concerned. 


Evaluation  of  Marital  Relationship 

The  psychiatrist’s  interest  in  his  patient’s 
current  life  stresses  has  led  to  a much  closer 
scrutiny  of  the  patient’s  marital  relation- 
ship. There  is  no  single  clinical  technique 
for  evaluating  the  complex  interaction  called 
marriage,  and  most  of  what  we  have  learned 
about  marital  stress  has  been  from  the  di- 
rect observation  of  couples  in  joint  therapy 
or  casework.  Such  observations  have  led  to 
an  important  concept,  that  of  complementaiy 
needs  or  collusion.  If  one  asks  individuals 
privately  why  they  married  their  spouse  the 
answers  range  from  “it  was  time  I got  mar- 
ried” to  “we  thought  she  was  pregnant.” 
Such  factors  represent  only  the  conscious 
motivational  vectors  as  distorted  by  time, 
and  most  intelligent  adults  think  veiy  little 
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about  unconscious  needs  involved  in  the  se- 
lection of  a spouse.  Those  who  evaluate 
marital  stress  are  repeatedly  struck  by  the 
unerring  accuracy  with  which  so  many  peo- 
ple select  a spouse  on  the  basis  of  usually 
unconscious  complementary  needs:  the  pas- 
sive, dependent  man  who  selects  an  aggres- 
sive, dominant  woman ; the  woman  with 
great  underlying  fears  of  closeness  who  se- 
lects an  obsessive,  cold,  remote  man;  the 
woman  with  strong  dependent  needs  who  se- 
lects an  extremely  dominant  husband. 

Some  of  the  factors  used  clinically  to  eval- 
uate marital  relationships  should  next  be  ex- 
plored. Of  the  many  possible  parameters 
involved  in  the  ever-changing  relationship 
called  marriage,  the  following  three  are  dis- 
cussed: (1)  the  ability  of  the  couple  to  com- 
municate, (2)  the  adequacy  of  role  differ- 
entiation within  the  marriage,  and  (3)  the 
ability  to  tolerate  reasonable  amounts  of 
conflict. 

A source  of  never-ending  surprise  is  the 
difficulty  many  couples  have  in  communi- 
cating meaningful  feelings.  Most  couples 
talk  about  people  or  things  and  some,  even, 
ideas,  but  the  difficulties  involved  in  sharing 
feelings  seem  insurmountable  to  many.  Feel- 
ings ultimately  fall  into  two  major  cate- 
gories : feelings  of  warmth,  love,  and  tender- 
ness, and  feelings  of  hostility  or  aggression. 
Some  people  are  impaired  in  sharing  either 
type  of  feeling,  but  in  our  culture  the  in- 
ability to  openly  communicate  love  or  ten- 
derness seems  more  prevalent. 

Men  have  more  difficulty  than  women 
with  this  type  of  communication.  For  some 
this  may  reflect  a clinging  to  stereotyped 
concepts  of  masculinity  based  perhaps  upon 
fear  of  the  more  feminine  part  of  one’s 
make-up. 

A second  important  factor  has  to  do  with 
role  differentiation  within  the  marriage. 
Who  is  making  what  type  of  decisions?  How 
much  giving,  and  under  what  circumstances 
is  giving  expected,  of  each  partner?  Many 
of  the  less  serious  conflicts  arise  from  the 
fact  that  the  couple  has  never  worked  out 
successful  rules  for  their  relationship.  By 
rules  is  meant  largely  undiscussed  shared 
agreements.  Haley^  has  pointed  out  that  such 
rules  seem  to  be  of  three  sorts:  (1)  those 
which  the  couple  would  announce,  such  as 
the  husband’s  right  to  play  golf  on  certain 
afternoons ; (2)  those  which  the  couple  would 
not  mention  but  would  agree  to  if  they  were 
pointed  out,  such  as  the  husband’s  obligation 
to  discuss  with  his  wife  any  considerable  in- 


vestment; and  (3)  those  which  a skilled  ob- 
server would  note  but  the  couple  probably 
would  not  see,  such  as  the  husband’s  refusal 
to  be  overtly  affectionate  unless  he  first  re- 
ceived positive  cues  from  his  wife. 

The  working  out  of  a particular  rule  al- 
ways occurs  within  the  context  of  resolving 
who  is  establishing  the  rule.  For  example, 
a husband  may  not  object  to  supporting  his 
mother-in-law  unless  his  wife  insists  that 
he  assume  this  responsibility. 

A third  parameter  which  is  evaluated  is 
the  ability  of  a couple  to  tolerate  and  ulti- 
mately resolve  reasonable  amounts  of  con- 
flict. Certainly  some  conflict  is  inevitable. 
Clinical  observation  suggests  that  as  long 
as  the  quantity  of  conflict  is  not  overwhelm- 
ing, the  more  open  the  conflict  the  less  long- 
term stress  to  each  individual  and  the  great- 
er the  opportunity  for  resolution.  It  is  the 
hidden  or  semi-secret,  smoldering  conflicts 
which  can  be  so  destructive,  burning  on  and 
on  generating  anger,  anxiety,  and  depression. 

These  factors  are  but  three  of  a number 
of  factors  which  are  evaluated  in  studying 
the  marriages  of  patients  as  possible  sources 
of  stress.  Some  degree  of  difficulty  in  all 
three  of  these  areas  is  expected  in  even  close 
marriages  with  resultant  anxiety  for  one  or 
both  partners.  If,  however,  these  three  fac- 
tors are  examined  from  the  viewpoint  of  the 
busy  physician’s  life,  some  generalizations 
may  appear. 

The  Physician's  Role  in  Marriage 

Insofar  as  communication  is  concerned, 
the  physician  may  be  involved  all  day  long 
in  interactions  with  patients  wherein  his 
communications  tend  to  be  directive  and  even 
authoritarian.  He  may  closely  guard  his  in- 
ner feelings  about  individual  patients  for  any 
number  of  reasons,  and  the  mask  of  scientific 
objectivity  may  be  a convenient  technique 
for  doing  so.  Even  his  decision-making  proc- 
esses may  become  fixed  as  a result  of  his 
role  as  an  expert  in  health  affairs.  Expressed 
simply,  the  physician  listens,  decides,  directs. 
If  he  carries  this  pattern  into  the  home,  he 
can  avoid  the  need  for  sharing  his  feelings 
through  discussion  with  ultimate  consensus 
or  compromise  with  his  wife.  Such  hidden 
feelings  not  only  play  an  etiologic  role  in 
marital  problems,  but  also  may  be  major 
sources  of  stress  on  the  road  to  serious  psy- 
chological decompensation  for  one  or  both 
partners. 
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Physicians  can  work  out  with  their  wives 
as  clear  and  reasonable  role  distinctions  as 
anyone  else,  but  our  culture  imparts  to  them 
certain  characteristics  whether  they  possess 
them  or  not.  Doctors  are  thought  by  many 
to  be  “special,”  to  have  a touch  of  the  om- 
nipotent about  them.  When  either  the  doctor 
or  his  wife  has  a need  to  see  him  as  such  a 
model,  role  distinctions  easily  become  blurred. 
She  may  expect  far  too  much  from  him,  and, 
if  he  believes  in  his  own  omnipotence,  he 
may  expect  far  too  little  from  her.  This,  in 
the  first  instance,  may  lead  to  his  retreat 
to  less  demanding  pursuits  or  people  and, 
in  the  second  instance,  to  the  development 
in  the  doctor’s  wife  of  feelings  of  not  being 
needed. 

Physicians  may  not  be  as  accustomed  as 
other  people  to  conflict  in  their  daily  pro- 
fessional lives.  We  have  a well-formulated 
system  of  ethics  to  fall  back  on  in  disagree- 
ments with  our  colleagues  and,  if  the  con- 
flict becomes  too  great,  we  tend  to  retreat. 
As  a rule  we  tolerate  little  conflict  from  our 
patients,  and  have  the  open  portals  of  resig- 
nation from  the  case  or  referral  to  a col- 
league in  our  lateral  vision  if  conflict  be- 
comes too  uncomfortable. 

Yet,  human  before  physician,  the  doctor 
has  feelings,  hopes,  and  needs  which  fre- 
quently are  bruised.  Most  physicians,  how- 
ever, are  seriously  dedicated  to  the  primacy 
of  the  patient’s  needs  and  the  conflict  most 
often  is  suppressed  or  repressed.  Such  avoid- 
ance maneuvers  may  become  entrenched  and 
metastasize  into  the  home  relationship  where 
they  produce  destructive,  smoldering,  semi- 
buried  conflicts. 

The  difficult  job  of  being  a good  physi- 
cian can,  if  one’s  neurotic  needs  are  such, 
be  used  to  avoid  adequate  communication, 
role  differentiation,  or  conflict  resolution  in 
the  marital  relationship.  Obviously,  how- 
ever, there  are  ways  in  which  being  a physi- 
cian may  actually  promote  close,  effective 
marital  relationships. 

The  following  are  themes  frequently  found 
in  the  evaluation  of  marital  relationships 
wherein  the  physician  has  unconsciously 
used  his  role  to  avoid  certain  aspects  of  his 
relationship  with  his  wife. 

Dependency. — Intrapsychic  conflicts  hav- 
ing to  do  with  dependency,  the  need  to  be 
cared  for,  are  extremely  common  in  our  cul- 
ture and  as  such  are  frequently  involved  in 


marital  stress  involving  physicians  and  their 
wives.  Physicians  are  thought  of  as  care- 
taking people  and  this  aspect  of  their  image 
may  allow  them  to  hide  their  own  dependent 
needs. 

The  35-year-old  wife  of  a small  town  physician 
had  been  hospitalized  several  times.  Presumably 
the  established  diagnosis  was  schizophrenia,  and  a 
good  deal  of  electroshock  treatment  had  been  given. 
When  we  first  saw  her,  she  was  distant,  flat  affec- 
tively, nonproductive  verbally,  and  withdraAvn  to  the 
point  of  spending  each  day  in  bed.  Her  husband, 
whose  reputation  included  the  public  impression  that 
he  would  see  a patient  any  time,  anywhere,  was  en- 
gaged in  a treatment  program  against  his  obvious 
resistance.  After  a series  of  interviews,  the  in- 
tensity of  his  own  dependent  needs  and  his  fear  of 
them  became  quite  apparent.  He  felt  extremely  de- 
pendent upon  his  wife,  was  made  anxious  by  such 
feelings,  and  in  response  withdrew  from  her.  His 
withdrawal  constituted  a significant  stress  for  her 
and  led  to  her  decompensation.  After  many  months, 
this  conflict  was  worked  out  and,  at  this  time,  the 
patient  looks  anything  but  schizophrenic  and  has 
been  out  of  the  hospital  for  three  years. 

In  this  case  the  physician  was  unconscious- 
ly using  his  role  to  avoid  closeness  to  his 
wife,  closeness  which  threatened  him  with 
awareness  of  his  own  dependency. 

The  Doctor  Who  Treats  His  Wife. — An- 
other frequent  theme  involving  dependency 
conflicts  is  the  physician  who  treats  his  own 
wife.  This  does  not  refer  to  his  checking 
her  throat  or  painful  ear,  but  to  his  involve- 
ment to  the  point  of  taking  over  treatment, 
including  prescribing  medications.  Five  of 
the  25  physician -husbands  of  the  hospital- 
ized patients  had  made  it  a routine  practice 
to  administer  intramuscular  and  intravenous 
medications  to  their  wives.  Such  behavior 
is  complicated  and  occasionally  involves  real- 
ity factors,  but  too  frequently  it  is  part  of  a 
neurotic  interaction. 

The  48-year-old  wife  of  a physician  was  admitted 
to  a psychiatric  hospital  while  in  the  midst  of  a 
paranoid  illness.  She  was  an  aggressive,  controlling 
woman  whose  own  dependent  needs  were  frighten- 
ing and  unacceptable  to  her.  Her  husband  was  a 
passive,  dependent  man  who  felt  most  comfortable 
with  a dominant  woman.  He  did  not  accept  his 
share  of  the  responsibility  for  decisions  about  the 
home  and  children,  and  left  everything  but  his  prac- 
tice to  his  wife.  His  administering  analgesics  to 
her  was  both  a response  to  her  interpersonal  ma- 
neuver involving  some  disguised  dependent  needs  as 
well  as  one  of  the  few  ways  he  felt  comfortable 
giving  to  her.  Hospital  treatment  floundered  while 
drugs  were  being  withdraAvn  from  her,  and  in  re- 
sponse to  her  aggressive  demand  upon  her  husband 
to  obtain  her  release,  she  was  discharged  against 
medical  advice.  The  mutually  destructive  neurotic 
interaction  continues. 
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Avoidance  of  SexiMlity. — If  this  psycho- 
logical area  is  conflict-ridden,  it  can  be  aided 
and  abetted  by  the  physician’s  role.  For 
some,  the  intimacy  of  sexual  interchange  is 
frightening,  and  minimizing  this  aspect  of 
one’s  marriage  can  be  accomplished  in  a va- 
riety of  ways. 

A 38-year-old  physician’s  wife  was  seen  for  de- 
pression. Many  factors  were  involved  in  the  etiol- 
ogy of  this  reaction,  one  of  which  seemed  to  be 
conflict  within  her  marriage.  She  had  many  under- 
lying doubts  about  her  identity  as  a feminine  wom- 
an. Sexuality  for  her  husband  was  associated  with 
his  fears  of  being  hurt  if  he  got  too  close  to  people. 
He  kept  busy,  therefore,  routinely  saw  patients  in 
the  evenings  and  was  involved  in  a variety  of  com- 
munity activities.  When  at  home  (usually  not  until 
late)  he  complained  bitterly  about  “falling  behind” 
in  his  specialty  and  spent  the  hours  before  sleep 
reading  journals.  Sexual  intercourse  occurred  two 
or  three  times  per  year,  and  then  only  after  some 
of  his  fears  had  been  blunted  by  alcoholic  beverages. 
His  avoidance  mechanisms  were  many,  and  some  of 
them  involved  the  unconscious  utilization  of  his  role 
as  a physician. 

Many  physicians  are  threatened  by  rage 
they  only  dimly  perceive  within  themselves. 
For  some,  emotional  controls  therefore  be- 
come of  great  importance.  It  is  as  if  any 
relaxation  of  the  control  system  is  equated 
with  emergence  of  overwhelming  rage.  Med- 
icine, with  its  scientific  values  of  detach- 
ment and  self  control,  may  appeal  to  some 
because  the  cultural  model  includes  such 
control.  Unless,  however,  one  has  selected 
a spouse  with  similar  needs  for  overcontrol 
of  feelings,  conflict  may  arise. 

A 26-year-old  physician  was  seen  for  the  evalua- 
tion of  impotence.  He  was  an  extremely  controlled 
individual  who  came  for  his  appointment  only  be- 
cause his  wife  insisted.  Their  relationship  was  on 
thin  ice.  She  had  responded  to  his  overcontrol  of 
feelings  by  turning  from  him  and  plunging  into  the 
community  life  of  their  town.  He  was  unconsciously 
angry  with  her  for  what  he  felt  was  her  rejection. 


but  his  fear  of  anger  and  his  hypertrophied  control 
system  made  him  unable  to  express  any  semblance 
of  his  feelings.  In  this  context  he  developed  impo- 
tence, which  seemed  to  be  a psychophysiologic  way 
of  expressing  his  underlying  anger  toward  his  wife. 

These  clinical  vignettes  are  oversimplified, 
but  they  do  communicate  something  of  how 
a physician  may  unconsciously  use  his  role 
as  a doctor  to  avoid  a conflictive  area  in  his 
relationship  with  his  wife. 


Conclusion 

The  importance  of  love  object  loss,  and 
how  it  relates  to  severe  marital  conflict,  is 
outlined.  The  resultant  anxiety  for  one  or 
both  partners  may  play  a significant  role  in 
the  production  of  diverse  symptoms. 

When  the  doctor  uses  his  role  as  a physi- 
cian to  avoid  unpleasant  aspects  of  his  role 
as  a husband,  he  may  unwittingly  aid  and 
abet  destructive  elements  in  his  marriage. 
Similar  mechanisms  are  used  by  business 
executives,  lawyers,  clergymen,  and  others. 
Physicians  share  with  all  men  the  expecta- 
tion pointed  out  by  Francis  Bacon:  “Wives 
are  young  men’s  mistresses,  companions  for 
middle  age,  and  old  men’s  nurses.’’  However, 
the  particular  insights  afforded  the  physi- 
cian shouM  serve  to  alleviate  stress  in  his 
own  marriage. 
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Garrulity  Grows  Greater 

Man’s  ability  to  talk  more  and  say  less  has  shown  remarkable 
progress. 

For  example,  according  to  Arkansas  Statesman,  “The  creation 
of  the  world  is  told  in  Genesis  in  40  words.  The  Ten  Commandments 
have  297  words,  and  the  Declaration  of  Independence  has  1,821 
words.  But  a government  pamphlet  required  2,500  to  announce  a 
reduction  in  the  price  of  cabbage  seed.” 
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Spoon  Nails  and  Clubbing 

Review  and  Possible  Structural  Mechanisms 


ORVILLE  J.  STONE,  M.D.,  AND  JAMES  D.  MABERRY,  M.D. 


The  etiology  of  spoon  nails  and  clubbing  of 
the  nails,  the  authors  say,  may  be 
idiopathic,  congenital,  traumatic,  or  second- 
ary to  many  internal  problems.  In  addition, 
they  hypothesize  on  the  structural  mechan- 
isms responsible. 

p"  SPOON  NAILS  and  clubbing  have 

REVIEW  ARTICLES  received  much  attention  as  signs 

of  internal  disease.  Certainly  they 
are  often  diagnostic  aids.  Their 
significance  is  reviewed,  and  presented  is  a 
hypothesis  on  the  structural  mechanisms  re- 
sponsible for  the  nail  component  of  these  re- 
action patterns.  We  shall  attempt  to  stress 
the  fact  that  both  of  these  conditions  are 
simply  reaction  patterns.  Their  etiology  may 
be  idiopathic,  congenital,  traumatic,  or  sec- 
ondary to  diverse  internal  problems. 


Review  of  Clubbing 

Clubbing  of  the  nails  has  long  been  a curi- 
osity. Simple  clubbed  fingers  was  first  noted 
in  the  fifth  century  B.C.  by  Hippocrates;^ 
hence,  the  term  “hippocratic  nails.”  How- 
ever, many  centuries  passed  before  a more 
serious  import  was  considered.  Idiopathic 
hypertrophic  osteoarthropathy  was  first  de- 
scribed, in  1868,  by  Friedreich-  and  was  long 
considered  rare.  The  association  of  the  con- 
dition with  visceral  disease  was  described  in- 
dependently by  Bamberger  (1889)  in  Vienna 
and  Marie  (1890)  in  Paris.  Marie  coined  the 
term  “pulmonary  hypertrophic  osteoarthro- 
pathy.” In  1935,  Touraine  and  associates'’^ 
described  a condition  they  called  pachyder- 
moperiostosis, which  will  be  dealt  with  more 
fully  later. 

Clinical  Types. — Clubbing  became  clearer 
in  1960  when  Coury^  discussed  the  subject 
under  the  term  “dysacromelia,”  which  in- 
cluded: (1)  hippocratic  fingers,  (2)  hyper- 
trophic osteoarthropathy,  and  (3)  pachy- 
dermoperiostosis. 


Table  1. — Comparison  of  Hippocratic  Fingers, 
Hypertrophic  Osteoarthropathy,  and 
Pachydermoperiostosis. 


Hippocratic 

fingers 

Hypertrophic 

osteoar- 

thropathy 

Pachydermo- 

periostosis 

Incidence  Not 

Less 

Rare 

Uncommon 

Common 

Major  etiology  Suppurative 

Pulmonary 

Familial 

& cyanotic 

tumors 

factors 

disease  & fa- 

milial  factors 

Familial  factors  + 

0 

3-h 

Distal  hypertrophy  ±: 

3 + 

3+ 

Extensive  peri- 

osteal  thickening  0 

3 + 

3-f- 

Articular  pain  0 

3 + 

Gynecomastia  -f 

3 + 

0 

Facial  and  scalp 

dermic  thickening  0 

+ 

3+ 

Hippocratic  fingers  (HF)  or  simple  club- 
bing consists  of  bilateral  curvature  of  the 
nails  and  enlargement  of  the  soft  connective 
tissue  limited  to  the  distal  phalanges.  There 
is  a fusiform  type  with  drumstick  or  spindle- 
shaped  finger  tips,  and  the  clubbed  type  often 
referred  to  as  “watch-glass  nails.”  However, 
contrary  to  some  descriptions  one  cannot 
make  a diagnosis  of  clubbing  by  simple  sym- 
metrical enlargement  of  the  distal  finger 
tips.  When  viewed  laterally  there  is  a flat- 
tening of  the  normal  obtuse  angle  formed  by 
the  proximal  end  of  the  nail  and  the  posterior 
nail  fold  and  overlying  connective  tissue. 
The  obliteration  of  this  angle  between  the 
nail  and  the  finger  is  essential  to  the  diag- 
nosis of  clubbing.  This  has  been  called  the 
“profile  sign”  of  Lovibond.  Nonnally,  the 
nail  grows  from  the  finger  at  a 160  degree 
angle.  This  angle  is  disturbed  by  even  the 
mildest  clubbing  but  not  by  simple  curving 
of  the  nail.^  However,  there  are  some  authors 
who  would  de-emphasize  the  value  of  angle 
changes.  Also,  in  palpating  over  the  nail  bed 
there  may  be  more  fluctuation  than  in  normal 
fingers.  The  nail  plate  is  thus  more  mobile 
than  usual.  Finally,  there  is  an  increased 
volume  of  the  distal  segment.®  Local  cyanosis 
is  frequently  present.  The  toes  are  involved 
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B.  Moderate  Clubbing. 
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Fig.  1.  Angulation  of  nail  in  clubbing. 

in  one-fourth  of  the  cases.  Minimal  or  no 
bony  changes  are  noted. 

The  etiology  of  simple  clubbing  is  varied. 
Unilateral  clubbing  is  usually  related  to  vas- 
cular lesions,  for  example,  aneurysm  or  bron- 
chial arteriovenous  fistula.  Cross  and  Wil- 
son'^ reported  a case  of  cirrhosis  of  the  liver 
and  syphilitic  brachial  artery  aneurysm  ex- 
hibiting ipsilateral  clubbing  of  the  fingers  of 
the  affected  side.  This  was  associated  with 
an  increased  blood  flow  through  the  involved 
hand  and  a decreased  pressure  gradient.  In- 
creased oxygen  consumption  per  unit  volume 
was  noted.  Subluxation  of  the  shoulder.  Pan- 


coast’s tumors,  erythromelalgia  and  lympha- 
denitis may  also  be  associated.  Approxi- 
mately 5 to  10  percent  may  be  congenital. 
All  races  are  involved,  and  it  may  be  heredi- 
tary. Curth  reported  a Negro  kindred  in 
which  several  family  members  manifested 
clubbing.^ 

Approximately  80  percent  of  simple  club- 
bing is  associated  with  respiratory  ailments.^ 
Bronchiectasis  and  bronchitis  make  up  the 
majority.  Primary  or  secondary  neoplasms 
of  the  lung  account  for  a lesser  amount.  Tu- 
berculosis, lung  abscess,  pulmonary  fibrosis, 
lung  cysts,  mediastinal  tumors,  and  emphy- 
sema are  rarer  causes. 

Cardiovascular  and  extrathoracic  disease 
is  associated  in  10  to  15  percent.  This  in- 
cludes congenital  heart  defects  (with  cyano- 
sis) , cirrhosis  of  the  liver,  chronic  diarrhea, 
and  subacute  bacterial  endocarditis. 

Complete  hypertrophic  osteoarthropathy 
(HOA)  is  the  second  of  the  dysacromelias  and 
consists  of  the  following  characteristics  P' ^ 

1.  Simple  clubbing,  as  described,  usually 
obvious  and  with  involvement  of  the  toes. 

2.  Hypertrophy  of  the  upper  and  lower  ex- 
tremities with  soft  tissue  proliferation  and 
at  times  edema  simulating  elephantiasis. 

3.  Peripheral  neurovascular  diseases  such 
as  local  cyanosis,  hyperhidrosis,  paresthesias, 
or  erythema. 

4.  Bone  pain,  often  acute,  burning,  and 
aggravated  by  lowering  the  extremity.  Bony 
pathology  consists  of  proliferative  periostitis 
involving  the  radius  and  ulna,  80  percent; 
tibia  and  fibula,  80  percent ; upper  phalanges, 
60  percent;  femur,  50  percent;  metacarpals, 
metatarsals,,  40  percent ; humerus,  lower  pha- 
langes, 25  percent;  and  pelvis,  6.5  percent^ 
of  the  cases.  Radiographically  one  sees  a nar- 
row laminated  sheath  along  the  shaft  or  a 
compact  layer  as  wax  dripping  along  a can- 
dle. Diffuse  decalcification  may  also  occur. 

5.  Joint  manifestations  of  dull  or  severe 
pain;  local  swelling  of  ankles,  wrists,  knees, 
elbows,  shoulders,  or  fingers. 

6.  Muscle  weakness. 

This  condition  when  complete  is  associated 
with  malignant  tumors  of  the  chest  in  more 
than  90  percent  of  the  cases.^  Lung  tumors 
make  up  the  majority  and  may  be  either  pri- 
mary or  metastatic.  Bronchogenic  squamous 
cell  carcinoma  is  more  frequent.  Mesotheli- 
oma, fibrosarcoma  and  fibroblastic  tumors 
of  the  pleural  space  comprise  10  percent. 
Other  chest  tumors  such  as  Hodgkin’s  dis- 
ease, various  mediastinal  tumors  and  benign 
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Fig.  2.  Idiopathic  clubbing.  Fig.  3.  Clubbing  associated  with  congenital  heart  disease. 


tumors  account  for  5 percent.  The  remain- 
ing 5 percent  are  due  to  chest  diseases  other 
than  tumor,  extrathoracic  causes,  and  pri- 
mary idiopathic  forms. 

Gynecomastia  is  associated  with  HOA  in 
30  percent  and  HF  in  5 percent  of  cases.  This 
is  usually  a late  manifestation.  It  is  noted 
that  of  the  secondary  HOA  types,  if  the  pa- 
tient has  simple  clubbing,  a suppurative  pul- 
monary lesion  is  most  often  associated.  When 
the  patient  has  the  complete  pattern,  pulmo- 
nary neoplasm  becomes  more  likely.  Locke’s^'’ 
thorough  review,  in  1915,  was  weighted  in 
favor  of  suppurative  disease.  However,  the 
advent  of  antibiotics  and  adequate  bronchial 
toilet  may  have  helped  minimize  the  infecti- 
ous etiology.  For  example,  pulmonary  tuber- 
culosis, once  high  on  the  suspect  list,  is  today 
rarely  associated  with  clubbing.  Curth  and 
Vogl  feel  that  simple  clubbing  may  be  a mild 
form  of  complete  hypertrophic  osteoarthro- 
pathy and  in  other  cases  a definite  precursor 
to  be  followed  by  the  complete  syndrome.®’® 

The  differential  diagnosis  includes  rheu- 
matic fever,  rheumatoid  arthritis,  infective 
arthritis,  thrombophlebitis,  congestive  heart 
failure,  venous  stasis,  nutritional  edema,  pe- 
ripheral neuropathy,  and  acromegaly. 

The  third  member  of  the  dysacromelias  is 
pachydermoperiostosis.  It  is  generally  con- 
sidered idiopathic  and  may  be  familial.  This 
consists  of  clubbing  of  the  terminal  pha- 
langes, paw-like  or  spade-like  enlargement 
of  the  hands,  and  the  thickening  of  the  legs 
and  forearms,  involving  the  bones  as  well  as 
the  soft  tissues.  The  facial  features  become 
thickened,  and  there  is  an  increased  oiliness 
of  the  skin  of  the  face,  especially  over  the 
forehead  and  scalp.  Hyperhidrosis  of  the 
hands  and  feet  is  also  associated.  The  skin 
of  the  foi’ehead  and  scalp  may  become  deeply 
folded.  This  simulates  the  condition  of  cutis 


verticis  gyrata  or  “bulldog  scalp.”  X-ray  of 
the  affected  bones  reveals  symmetrical  peri- 
osteal ossification. 

This  condition  is  more  likely  to  affect 
males  and  begins  in  adolescence.  It  is  self- 
limited; the  progression  usually  is  arrested 
in  early  adulthood.  There  is  a familial  inci- 
dence in  more  than  one-half  the  cases.  The 
exact  mode  of  inheritance  is  not  known,  but 
consanguinity  has  been  described. 

It  is  believed  that  idiopathic  HOA  (pachy- 
dermoperiostosis) could  be  distinguished 
from  secondary  pulmonary  HOA  by  the 
aforementioned  features.  However,  cases 
were  reported  in  which  the  patients  initially 
appeared  to  have  the  idiopathic  form  and 
later  were  found  to  have  pulmonary  malig- 
nancies. After  resection  of  the  neoplasm  the 
facial  dystrophy  as  well  as  the  osteoarthro- 
pathy improved.  A recent  case  report  by 
MarmelzaH^  was  originally  diagnosed  as 
pachydermoperiostosis,  but  after  eight  years 
a pulmonary  neoplasm  became  evident,  and 
the  diagnosis  was  changed  to  secondaiy  hy- 
pertrophic osteoarthropathy.  The  primary 
and  secondary  forms  cannot  be  distinguished 
histologically.  It  has  been  suggested  that  iso- 
lated cutis  verticis  gyrata  may  be  a variant 
of  the  complete  syndrome. 

It  is  interesting  that  the  sellae  turcicae 
have  been  normal  in  the  cases  studied,  there- 
fore distinguishing  pachydermoperiostosis 
from  classical  acromegaly.  Other  conditions 
with  which  it  may  be  confused  are  Paget’s 
disease  of  the  bone  (osteitis  deformans), 
leprosy,  rheumatoid  arthritis,  and  syphilitic 
periostitis. 

Etiologic  Theories. — The  etiology  of  hy- 
pertrophic osteoarthropathy  of  all  types  is 
unknown.  Suggested  mechanisms  have  in- 
cluded toxic,  metabolic,  anoxic,  hyperoxic, 
neurogenic,  and  circulatoiy  causes.^®  Gener- 
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Table  2. — Classification  of  Clubbing. 
(Modified  from  Mendelowitz;  Just-Viera) 

I.  Idiopathic 

II.  Hereditary,  congenital 

III.  Acquired 

A.  Pulmonary 

1.  Neoplasms  of  lung 

a.  Squamous  cell  carcinomas 

2.  Bronchitis,  bronchiectasis,  emphysema, 
lung  abscess,  cyst,  tuberculosis,  pulmo- 
nary fibrosis,  blastomycosis,  acute 
pneumonia,  pulmonary  endarteritis, 
chronic  passive  congestion 

3.  Mediastinal — fibrosarcoma,  meso-endo- 
thelioma,  Hodgkin’s  disease,  lymphoma, 
pseudotumor  (dilatation  of  esophagus) 

4.  Metastatic  neoplasm  (fibrosarcoma, 
giant  cell  tumor) 

B.  Cardiovascular 

1.  Congenital  heart  disease  (cyanotic) 

2.  Subacute  bacterial  endocarditis 

3.  Congestive  heart  failure 

4.  Chronic  myelogenous  leukemia 

5.  Myxoid  tumor 

6.  Acyanotic  congenital  heart  diseases 
(rare) 

C.  Hepatic 

1.  Cirrhosis  (cholangiolitic,  malarial, 
hemochromatotic ) 

2.  Portal  cirrhosis,  secondary  amyloidosis 

D.  Gastrointestinal 

1.  Chronic  diarrhea,  sprue 

2.  Ulcerative  colitis 

3.  Neoplasms 

4.  Ascaris 

E.  Renal — chronic  pyelonephritis  (rare) 

F.  Toxic^ — phosphorus,  arsenic,  alcohol,  mer- 
cury, beryllium,  reduced  ferritin 

G.  Miscellaneous  (rare) — syphilis,  syringomye- 
lia,” Maffucci’s  syndrome,  congenital  dys- 
plastic  angiectasis,^®  chronic  familial  neutro- 
penia,^* post-thyroidectomy,  myxedema,  cre- 
tinism, primary  polycythemia,  leprosy,  rheu- 
matic fever,  Raynaud’s  disease,  scleroderma, 
acrocyanosis,  chilblains,  Kaposi’s  sarcoma^® 

IV.  Unilateral  or  Unidigital 

A.  Arterial  aneurysm  (aortic,  axillary) 

B.  Brachial  arteriovenous  fistula 

C.  Subluxation  of  shoulder 

D.  Pancoast  tumors 

E.  Erythromelalgia 

F.  Lymphangitis 

G.  Median  nerve  injury 

H.  Local  trauma 

I.  Felon 

J.  Tophaceous  gout 

K.  Sarcoidosis 


ally,  it  is  conceded  there  may  be  two  major 
varieties  of  clubbing,  one  due  to  increased 
vascular  flow  (heart  disease  or  circulatory 
derangement)  and  secondly  an  increased  con- 
nective tissue  growth  (pulmonary  disease). 
Bean  speculates  that  the  increased  blood  flow 
to  the  phalanges  may  lead  to  clubbing  be- 
cause of  simple  overabundance  of  oxygen, 
nutritive  supply  or  increased  amounts  of 


growth  hormone. The  variety  associated 
with  pulmonary  neoplasm  demonstrates  in- 
creased peripheral  blood  flow.  Lovell®  has 
concluded  that  a persistently  increased  blood 
flow  through  the  arteriovenous  anastomoses 
could  induce  a state  of  chronic  passive  con- 
gestion, thus  acting  as  a precursor  for  the 
inevitable  fibrous  tissue  proliferation  as  the 
initial  stage  of  clubbing.  Attempts  to  pro- 
duce the  syndrome  in  animals  have  usually 
failed.  The  only  consistent  method  is  by 
anastomosing  the  left  pulmonary  artery  to 
the  left  auricle  with  a consequent  right-to- 
left  shunt  and  abnormally  high  blood  flow  to 
the  extremities.^'^  However,  it  would  be  dif- 
ficult to  explain  a direct  pulmonary  vascular 
mechanism,  for  most  of  the  associated  lung 
tumors  have  been  situated  at  the  periphery 
of  the  organ.  This  suggests  a neural  mechan- 
ism and  indeed  it  has  been  shown  that  intra- 
thoracic  pulmonary  vagal  resection  alone  ac- 
complished the  same  beneficial  results  as  re- 
moving the  neoplasms. However,  this 
procedure  has  not  proved  successful  by  all 
investigators.^ 

HalF'^  and  Bashour^^®  suggest  that  clubbing 
may  be  caused  by  peripheral  vasodilatation 
by  reduced  ferritin  secondary  to  incomplete 
oxygenation  from  pulmonary  shunts. 

The  possibility  of  an  endocrine  imbalance 
as  the  etiology  was  studied  by  Ginsberg  and 
Brown. Because  of  the  frequent  associa- 
tion of  gynecomastia  with  HOA,  they  meas- 
ured the  urinary  excretion  of  estrogen  from 
patients  with  HOA  associated  with  carci- 
noma of  the  bronchus  and  compared  them 
with  patients  with  carcinoma  of  the  bronchus 
without  HOA  and  with  normal  controls.  The 
patients  with  HOA  had  levels  of  estrogen 
greater  than  twice  that  of  the  control 
groups.  After  resection  of  the  carcinoma, 
the  estrogen  levels  fell  to  normal  within  four 
to  eight  weeks.^® 

It  seems  likely  that  the  increased  volume 
of  the  distal  digit  can  occur  in  response  to  a 
number  of  stimuli  in  the  same  manner  that 
multiple  factors  govern  connective  tissue 
proliferation  at  any  other  site. 

Review  of  Spoon  Nails 

Much  less  has  been  written  about  spoon- 
ing than  clubbing,  partially  because  it  hap- 
pens less  often,  but  also  because  it  is  not  so 
regularly  associated  with  internal  disease. 
Spooning  was  first  described  by  Crocker, 
and  the  term  koilonychia  was  first  used  by 
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Fig.  4.  Typical  spoon  nails. 


Heller. This  usually  affects  only  the  fin- 
gers. The  nails  are  thin  and  concave  with 
the  edges  everted.  If  a drop  of  water  were 
placed  on  the  nail  it  would  not  roll  off.^^ 
This  concavity  of  the  ungual  plate  becomes 
more  apparent  when  viewed  laterally.  The 
nail  may  be  of  normal  or  of  increased  thick- 
ness. The  surface  is  usually  smooth.^^  The 
process  usually  begins  on  one  finger  with 
the  others  becoming  subsequently  involved.^^ 

Etiology. — The  etiology  of  spoon  nails  has 
never  been  explained.  A congenital  form  ex- 
ists which  may  also  be  familial.  One  family 
had  such  intense  toenail  involvement  as  to 
preclude  walking.  It  may  be  associated  with 
other  ectodermal  defects.  Included  are  moni- 
lethrix (dystrophy  of  hair),  palmar  hyper- 
keratosis, and  steatocystoma  multiplex.“'‘ 

There  is  an  acquired  type  which  has  been 
associated  with  many  conditions.  The  most 
attractive  etiologic  hypothesis  has  been  hy- 
pochromic or  iron  deficiency  anemia.  Spoon- 
ing is  associated  with  the  Plummer-Vinson 
syndrome  which  also  manifests  microcytic 
anemia,  dysphagia  and  glossitis.  Cystine  de- 
ficiency has  also  been  cited  as  a cause  by 
Jalili^®  who  studied  70  cases  of  severe  ane- 
mia, 16  of  which  exhibited  koilonychia.  He 
stated  that  the  average  cystine  content  of 
the  involved  spooned  nails  was  2.54  percent, 
whereas  that  of  the  non-spooned  nails  from 
anemic  patients  was  8.12  percent.  He  sug- 
gested that  the  body  probably  shunts  the 
cystine  to  more  important  organs,  thus  leav- 
ing the  nails  deprived.  However,  as  in  other 
ectodermal  diseases,  for  example,  psoriasis, 
the  altered  chemical  constituent  of  the  epi- 
thelium may  be  a result  of  the  primary 
process  rather  than  its  cause. 

Proposed  Structural  Hypothesis 

The  preceding  review  stressed  that  spoon 


Table  3. — Classification  of  Koilonychia. 

I.  Idiopathic 

II.  Hereditary,  congenital,  and  associated  with 
other  ectodermal  defects 

A.  Monilethrix 

B.  Palmar  hyperkeratoses 

C.  Steatocystoma  multiplex 

D.  Spoon-fissured  nail  (our  case) 

III.  Acquired 

A.  Cardiovascular 

1.  Anemia 

a.  Hypochromic  anemia  (Plummer-Vinson 
syndrome) 

b.  Epithelial  iron  deficiency  (in  our  opin- 
ion a secondary  phenomenon) 

c.  Cystine  deficiency;  local  (in  our  opin- 
ion a secondary  phenomenon) 

2.  Polycythemia  vera 

3.  Coronary  disease 

B.  Infections — syphilis,  fungus 

C.  Metabolic 

1.  Acromegaly^ 

2.  Hypothyroidism 

3.  Thyrotoxicosis 

D.  Traumatic  and  Occupational 

1.  Petroleum  products 

2.  Alkalis  and  acids 

3.  Housewives,  chimney  sweeps 

E.  Miscellaneous 

1.  Lichen  planus 

2.  Acanthosis  nigricans 

3.  Banti’s  syndrome — nails  cured  with 
splenectomy 

4.  Postgastrectomy 

5.  Raynaud’s  disease 

6.  Cachexia 

7.  Scleroderma  (our  case) 

8.  Toenails  of  some  normal  children  (our 
experience) 


nails  and  clubbing  are  simply  reaction  pat- 
terns. We  wish  to  propose  a hypothesis  as 
to  the  structural  mechanism  of  the  nail 
changes  in  the  two  processes.  No  such  mech- 
anisms have  been  previously  proposed.  The 
hypothesis  resulted  from  multiple  observa- 
tions of  nail  deformities,  mostly  of  traumatic 
and  congenital  types  (nature’s  experiments) . 

The  hypothesis  requires  two  assumptions. 
One  is  that  structural  stress  can  be  incor- 
porated into  the  keratinization  process  of 
the  nail.  It  is  already  well  accepted  that 
structural  stress  can  be  incorporated  into 
the  keratinization  process  of  hair.  The  rear- 
rangement of  keratin  bonds  in  hair  while 
applying  structural  stress  is  the  common 
process  of  permanent  waving.  The  second 
is  that  factors  in  the  nail  matrix  and  prox- 
imal nail  bed  determine  the  direction  of  nail 
growth.  This  is  supported  by  the  work  of 
Gross^®  who  reported  that,  on  electron  mi- 
croscopy, the  cells  of  the  nail  matrix  were 
oriented  in  the  direction  of  nail  growth. 
Two  deformities  will  be  presented. 
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Figs.  5 and  6.  Hereditary  spoon-fissured  nails. 


Case  Reports 

Case  1.  — Lack  of  standard  nail  nomenclature 
greatly  complicates  a review  of  the  literature  on 
congenital  nail  defects,  but  to  our  knowledge  the 
defect  present  had  not  been  previously  reported. 
This  case  is  being  reported  because  of  its  architec- 
ture and  particularly  because  it  allowed  visualiza- 
tion of  the  angle  of  the  nail  matrix. 

A 23-year-old  white  man  had  a lesion  best  de- 
scribed as  a “spoon-fissured  nail,”  present  on  both 
thumbs  and  two  other  fingers.  His  maternal  uncle 
had  identical  lesions.  The  mother’s  nails  were  nor- 
mal, and  no  knowledge  is  available  on  the  maternal 
grandparents.  Both  the  patient  and  his  uncle  have 
had  the  deformity  from  early  childhood.  There  were 
no  associated  orthopedic  or  ectodermal  defects.  In 
spite  of  multiple  negative  laboratory  studies,  both 
had  received  thyroid  and  iron  therapy.  The  nail 
does  not  arise  under  the  nail  fold  in  these  lesions. 
The  area  immediately  distal  to  the  proximal  nail 
fold  is  soft  tissue  (Figs.  5 and  6).  The  nail  arises 
approximately  0.4  cm.  from  the  proximal  nail  fold. 
The  nail  matrix  slants  upward  from  the  nail  bed, 
and  its  most  proximal  position  is  at  the  edge  of  the 
abnormally  placed  soft  tissue.  Actually,  there  are 
two  separate  nails  because  the  matrix  has  a central 
defect.  Both  of  the  nails  have  a spoon  deformity. 

In  the  clinical  deformity  described,  the  angula- 
tion of  the  nail  matrix  is  apparent.  As  the  nail 
attempts  to  grow  outward  it  will  exert  increasing 
downward  force  onto  the  nail  bed  ( Fig.  7 ) . As  the 
nail  presses  deeper,  the  tissue  resistance  will  in- 
crease. This  increasing  tissue  resistance  will  attempt 


to  bend  the  nail  upward,  but,  of  more  importance, 
the  structural  stress  to  curve  upward  will  be  trans- 
mitted back  to  the  incompletely  keratinized  nail. 
As  keratinization  is  completed  the  structural  stress 
will  become  fixed  by  keratin  bonds.  By  this  mech- 
anism the  nail  is  formed  with  a gradual  upward 
curve.  Even  if  the  nail  is  removed,  the  bonds  fixed 
during  keratinization  will  maintain  the  shape  of 
the  nail.  For  illustration,  we  have  the  distal  por- 
tion of  the  matrix  at  normal  level  and  the  proximal 
matrix  in  an  elevated  position.  This  is  the  deform- 
ity in  the  case  presented.  In  severe  anemia  it  would 
be  more  logical  to  expect  the  distal  matrix  to  be 
depressed  below  normal  level  because  of  distal  con- 
nective tissue  anoxia  and  atrophy.  This  would  pro- 
duce the  same  angle,  and  the  same  structural  phe- 
nomenon would  occur. 

Case  2. — This  patient  has  scleroderma  with  visi- 
ble atrophy  of  the  distal  phalanx  (Fig.  8).  Typical 
spooning  occurred  in  both  her  thumbs,  and  it  is 
present  at  a lesser  degree  on  her  other  fingers. 

The  curvature  of  the  nail  in  clubbing  is 
exactly  the  opposite  of  the  curvature  in 
spoon  nails.  Looking  at  a clubbed  nail  from 
the  lateral  position  and  probing  the  proximal 
nail  fold  indicates  that  the  nail  matrix  would 
have  to  be  angled  as  illustrated  in  Fig.  7. 

As  discussed,  there  is  an  increase  in  the 
volume  of  the  distal  phalanx  in  clubbing. 
This  increase  in  volume  can  occur  in  re- 


Fig.  7.  Schematic  illustrations  of  the  ideas  presented.  The  nail  matrix  and  nail 
bed  are  curved  structures.  For  comparative  illustrations,  straight  lines  are  used. 
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Fig.  8.  Spoon  nail  in  a scleroderma  patient  with  typical 
leukoderma  (patient's  neck)  of  scleroderma  as  background. 


sponse  to  a number  of  stimuli  just  as  multi- 
ple factors  govern  other  connective  tissue 
proliferation.  The  only  supposition  required 
for  the  ideas  presented  here  is  that  the  pro- 
liferation begins  distally  and  progresses  prox- 
imally.  This  would  gradually  cause  the  dis- 
tal matrix  to  become  more  elevated  than  the 
proximal  matrix  and  result  in  the  illustrated 
angulation  of  the  nail  matrix.  The  fixing 
of  the  keratin  bonds  would  be  in  the  oppo- 
site direction.  The  downward  force  would 
be  due  to  the  normal  cohesiveness  between 
the  nail  and  the  nail  bed.  Therefore,  the 
nail  has  a greater  arch  than  normal  and 
curves  downward. 

We  have  attempted  to  explain  only  the 
nail  changes  in  spooning  and  clubbing.  It 
is  hoped  that  this  article  will  lead  to  better 
understanding  of  those  cases  of  spooning  or 
clubbing  which  result  from  an  angulation 
of  the  nail  matrix  secondary  to  congenital 
or  traumatic  factors. 

Conclusion 

Although  many  cases  of  koilonychia  and 
clubbing  are  manifestations  of  internal  dis- 


ease, a significant  number  are  completely 
idiopathic  and  of  no  consequence  to  the  pa- 
tient. Many  unwary  patients  have  probably 
been  unjustly  denied  employment,  forced  to 
pay  higher  or  prohibitive  insurance  premi- 
ums, and  suffered  untold  mental  anguish  be- 
cause of  an  overzealous  physician.  This 
point  is  well  illustrated  by  a case  of  Wurl’s 
as  told  by  Ronchese.^®  An  individual  was 
refused  lucrative  employment  because  of  his 
congenitally  clubbed  fingers.  He  was  told 
that  they  were  a manifestation  of  organic 
heart  disease  and  probably  meant  pulmo- 
nary tuberculosis.  This  precipitated  a se- 
verely incapacitating  psychosomatic  reaction 
until  the  patient  was  finally  correctly  as- 
sured that  his  pulmonary  and  coronary  sta- 
tus were  normal.  Ronchese  even  stated  that 
nail  anomalies  are  of  little  help  as  diagnostic 
signs. 

It  is  our  belief  that  when  a patient  pre- 
sents with  clubbing  or  koilonychia,  a thor- 
ough but  reasonable  search  for  a primary 
etiology  should  be  made.  It  should  be  re- 
called that  when  the  complete  syndrome  of 
HOA  occurs  and  joint  pain  is  prominent,  the 
possibility  of  a bronchogenic  carcinoma  is 
great.  The  arthralgia  may  precede  the  car- 
cinoma for  months  to  even  years  in  some 
cases.  The  congenital  cases  and  those  origi- 
nating in  adolescence  (pachydermoperiosto- 
sis) are  less  likely  to  be  of  diagnostic  im- 
portance. Should  the  cause  be  found  it  must 
be  treated  accordingly.  However,  when  the 
physician  becomes  satisfied  that  no  such 
condition  exists,  the  patient  should  not  be 
punished  mentally,  socially,  or  economically 
with  a lifelong  erroneous  diagnosis. 

The  structural  hypothesis  presented  here 
is  largely  based  on  observations  of  congen- 
ital and  traumatic  deformities.  These  cases 
have  allowed  visualization  of  the  angle  of 
the  nail  matrix.  Both  spoon  nails  and  club- 
bing are  such  definite  reaction  patterns  that 
there  must  be  some  common  etiologic  factor 
for  each  deformity.  We  have  utilized  struc- 
tural rules  that  should  apply  to  the  nail.  The 
incorporation  of  structural  stress  into  kera- 
tinizing material  would  be  similar  to  the 
fixing  of  bonds  in  permanent  waving.  In 
addition  to  the  connective  tissue  changes  un- 
der the  matrix,  the  connective  tissue  changes 
under  the  proximal  nail  bed  could  also  be 
playing  a role  in  these  deformities. 

It  is  easy  to  think  of  diverse  internal  dis- 
ease producing  connective  tissue  phenomena 
which  alter  the  angle  of  the  nail  matrix.  It 
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is  difficult  to  think  of  another  mechanism 
by  which  internal  disease  could  alter  the 
bonds  in  hard  keratin. 


Summary 

Spoon  nails  and  clubbing  have  long  been 
regarded  as  diagnostic  signs  of  internal  dis- 
ease. However,  both  are  merely  a reaction 
pattern  to  many  factors.  The  etiology  may 
be  idiopathic,  congenital,  traumatic,  or  sec- 
ondary to  various  internal  manifestations. 
Clubbing  may  be  classified  into  three  varie- 
ties: simple  clubbing,  hypertrophic  osteoar- 
thropathy, and  pachydermoperiostosis.  The 
associated  factors  and  possible  etiologic 
mechanisms  of  spooning  and  clubbing  are 
discussed.  A systemic  etiology  should  be 
sought  in  all  cases  especially  when  accom- 
panied by  arthropathy.  However,  many  cases 
may  be  completely  idiopathic  and  do  not 
warrant  treatment. 

It  is  hypothesized  that  spoon  and  clubbed 
nails  are  the  result  of  angulation  of  the 
nail  matrix  secondary  to  connective  tissue 
changes. 
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Schweitzer  Won't  Leave  Africa 

Nobelist  Albert  Schweitzer,  famous  medical  missionary,  has  de- 
cided to  spend  the  rest  of  his  life  in  Africa. 

In  a letter  read  before  the  French  Academy  of  Moral  Sciences, 
Dr.  Schweitzer,  90,  announced  his  decision  never  to  return  to  Europe. 

A construction  program  at  Lambarene,  West  Gabon,  Africa,  is 
now  absorbing  Dr.  Schweitzer’s  time,  according  to  International  News 
Items. 
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Thyroid  Disease  and  Diabetes 

Panel  Discussion 


With  Dr.  Leonard  R.  Robbins  of  Houston 
moderating,  four  panelists  attempt  to 
understand  the  interrelated  problems  of 
thyroid  disease  and  diabetes.  What  exactly 
is  their  relationship?  Does  thyroid  disease 
precipitate  diabetes?  What  is  the  effect 
of  diabetes  on  thyroid  disease? 

DR.  ROBBINS : We  hope  that  we  may  be 
able  to  shed  some  light  on  the  interrelated 
problems  of  thyroid  disease  and  diabetes. 
My  colleagues  will  have  much  to  offer,  and 
I hope  that  I may  aid  in  coordinating  the 
resulting  information.  To  begin,  Dr.  Dobson 
will  give  some  infoiTnation  and  observations 
on  the  incidence  of  thyroid  disease  in  the 
diabetic  population. 

DR.  DOBSON : For  a number  of  years 
the  students  in  our  Diabetic  Clinic  at  the 
Jefferson  Davis  and  Ben  Taub  Hospitals 
have  performed  routine  work-ups  on  dia- 
betic individuals  in  which  the  information 
recorded  included  questions  about  thyroid 
disease.  On  the  basis  of  review  of  the  work- 
ups and  charts  of  400  diabetic  patients, 
about  5 percent  had  thyroid  disease.  Of 
these,  the  majority  had  hyperthyroidism, 
with  only  one  proven  case  of  hypothyroid- 
ism, one  case  of  proven  thyroiditis  and  sev- 
eral colloid  goiters.  My  impression  is  that 
the  hyperthyroidism  is  essentially  correct; 

Presented  initially  before  the  Texas  Diabetes  As- 
sociation  in  April,  196Ji.,  in  Houston,  this  panel  dis- 
eussion  featured  two  guest  speakers  before  the  Texas 
Medical  Association’s  1964.  Annual  Session,  Dr.  A. 
Stone  Freedberg,  associate  professor  of  medicine. 
Harvard  University  Medical  School,  Boston,  and  Dr. 
Max  Ellenberg , associate  attending  physician.  Mount 
Sinai  Hospital,  New  York.  Moderator  Dr.  Robbins 
is  associate  professor  of  clinical  medicine,  Baylor 
University  College  of  Medicine,  and  panelists  Drs. 
Harold  L.  Dobson  and  Marc  Moldawer  are  associate 
professors  of  medicine  there. 


the  hypothyroidism  is  probably  low ; and 
with  better  diagnostic  acumen  the  incidence 
of  thyroiditis  and  colloid  goiter  would  be 
much  higher.  In  addition  to  these  proven 
cases,  it  is  interesting  that  about  7 percent 
(almost  one  and  one-half  times  as  many) 
had  been  suspected  of  having  had  thyroid 
disease.  There  is  an  interesting  phenome- 
non here  on  which  Fm  sure  the  other  panel- 
ists will  want  to  comment.  Hyperthyroid- 
ism was  suspected  in  a number  of  patients, 
as  it  should  be,  because  hyperthyroidism  may 
cause  glycosuria  and  hyperglycemia ; but 
hypothyroidism  was  much  more  commonly 
suspected.  I will  at  least  introduce  the  prob- 
lem of  trying  to  distinguish  hypothyroidism 
in  the  fat  stocky  diabetic  woman  who  is  a 
little  slowed  down  and  who  may  also  have 
Kimmelsteil-Wilson’s  syndrome. 

DR.  ROBBINS:  One  of  the  things  that 
has  interested  us  is  the  thyrotoxic  patient 
who  has  hyperglycemia  and  glycosuria  who 
gets  better  after  the  thyrotoxicosis  is  con- 
trolled. Is  this  person  a genetic  diabetic? 
Is  this  person  going  to  become  overtly  dia- 
betic in  the  future?  Is  there  anything  that 
we  know  about  that? 

DR.  MOLDAWER : The  only  incidence  fig- 
ures for  the  simultaneous  occurrence  of  dia- 
betes mellitus  and  thyrotoxicosis  of  which  I 
am  aware  are  those  of  Dr.  Elliot  P.  Joslin, 
who  has  reported  that  among  15,601  diabetics, 
thyrotoxicosis  was  present  in  180,  an  inci- 
dence of  1.15  percent.  In  this  series,  more  pa- 
tients had  thyrotoxicosis  before  the  onset  of 
diabetes  than  after  they  were  found  to  be 
diabetic.  The  combination  was  more  common 
in  the  younger  patients  than  in  older  ones, 
and  more  common  in  women  than  in  men. 
Whether  the  patient  who  has  thyrotoxicosis 
is  or  is  not  more  likely  to  become  diabetic 
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than  other  individuals  cannot  be  predicted 
from  this  data  in  the  absence  of  reliable  sta^ 
tistics  to  the  overall  incidence  of  thyrotoxi- 
cosis, although  it  is  probably  well  under  1 
percent  of  the  general  population. 

In  thyrotoxic  individuals,  the  oral  glucose 
tolerance  test  usually  shows  a rapid  rise  in 
blood  sugar,  due  to  an  increased  rate  of  ab- 
sorption of  glucose,  to  a level  that  is  higher 
than  that  expected  in  a normal  person.  It 
has  been  suggested  that  a rise  to  above  200 
mg.  per  100  ml.  indicates  true  diabetes.  If 
the  maximum  normal  rise  in  a tolerance  test 
is  150,  the  thyrotoxic  patient  will  more  often 
run  between  150  and  200  mg.  per  100  ml., 
and  a level  above  200  should  lead  to  sus- 
picion of  true  diabetes  mellitus.  The  latter 
part  of  the  curve  shows  a more  rapid  fall 
in  the  thyrotoxic  patient  than  in  the  average 
normal  individual,  due  to  increased  periph- 
eral utilization  of  glucose.  The  “normal’' 
curve  .in  thyrotoxicosis  is  thus  similar  to 
that  of  a mildly  diabetic  curve  in  an  indi- 
vidual without  thyrotoxicosis.  About  30  to 
40  percent  of  thyrotoxic  patients  will  show 
glycosuria,  due  to  the  increase  in  absorption 
rate,  and  to  lowering  of  the  renal  threshold 
for  glucose  in  thyrotoxic  individuals.  Rat 
studies  suggest  that  insulin  is  more  rapidly 
degraded  in  the  presence  of  excessive  thy- 
roid hormone,  which  may  also  be  a factor 
in  humans. 

I do  not  believe  that  all  individuals  with 
thyrotoxicosis  need  be  studied  for  diabetes 
mellitus  following  cure  of  the  thyrotoxicosis. 
Dr.  Dobson  has  performed  glucose  tolerance 
tests  and  other  studies  in  a number  of  pa^ 
tients  without  overt  diabetes  after  treatment 
for  thyrotoxicosis.  These  results  are  ex- 
tremely interesting;  perhaps  Dr.  Dobson 
would  discuss  them  now. 


DR.  DOBSON : We  actually  entered  this 
study  through  the  back  door.  We  had  been 
evaluating  a group  of  patients  with  func- 
tional hypoglycemia,  a good  percentage  of 
which  are  in  the  early  diabetic  or  predia- 
betic phase,  according  to  terminology  you 
choose.  In  this  group  of  functional  hypo- 
glycemic patients,  we  encountered  a number 
who  had  a history  of  treated  hyperthyroid- 
ism, but  a negative  family  history  for  dia- 
betes. With  the  cooperation  of  Dr.  Molda- 
wer’s  group  were  therefore  studied  carbo- 
hydrate metabolism  in  35  treated  thyrotox- 
ics.  The  family  history  of  diabetes  in  this 
group  was  extremely  low.  In  the  usual 
groups  we  select  for  study  as  having  sus- 
pected diabetes,  such  as  on  the  basis  of  heart 
disease  or  gallbladder  disease,  we  find  that 
35  percent  have  a positive  family  history. 
In  the  thyrotoxics,  it  is  only  10  percent. 
These  patients,  who  were  treated  hyperthy- 
roid patients,  in  the  euthyroid  state  for  at 
least  three  months,  were  at  normal  activity. 
The  standard  glucose  tolerance  curves  per- 
formed after  a 300  gm.  carbohydrate  prepa- 
ration diet  were  the  most  bizarre  set  of  tol- 
erances I have  ever  seen.  There  were  no 
more  than  10  or  15  percent  that  would  be 
considered  classically  normal.  Some  demon- 
strated functional  hypoglycemia  of  the  clas- 
sic type,  with  low  blood  sugars  three  and 
four  hours  after  the  administration  of  glu- 
cose; about  10  percent  had  fasting  hypo- 
glycemia with  fasting  blood  sugars  in  the 
range  of  40  to  45  mg.  per  100  ml.  One-third 
to  one-half  of  the  glucose  tolerance  curves 
looked  similar  to  those  of  the  overt  hyper- 
thyroid, with  a rapid  rise  and  fall,  which 
one  might  expect  to  be  followed  by  func- 
tional hypoglycemia;  a number  of  curves 
were  diabetic  in  type.  In  addition,  there  was 
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a group  of  unclassifiable,  bizarre  curves 
which  looked  like  picket  fences.  For  a while 
we  thought  this  might  be  laboratory  error, 
but  these  were  run  concomitantly  with  pa- 
tients who  were  being  studied  for  other  rea- 
sons, whose  curves  fit  the  usual  patterns, 
and  in  many  instances  they  were  done  in 
duplicate,  with  the  same  results.  When  these 
patients  were  given  30  mg.  of  prednisone 
eight  hours  before  the  test,  in  the  way  that 
we  usually  do  the  provocative  test,  every  one 
hyperresponded.  Thus,  all  of  them  were  pre- 
diabetic in  the  face  of  a very  low  incidence 
of  positive  family  historj'^  and  other  stig- 
mata such  as  fetal  oversize.  We  believe  that 
treated  thyrotoxicosis  is  a possible  cause  of 
hyperresponsiveness  to  steroids  that  may  not 
be  due  to  familial  diabetes.  In  ten  patients 
we  performed  studies  to  test  insulin  respon- 
siveness, or  the  ability  of  the  liver  to  release 
glycogen,  with  the  intravenous  tolbutamide 
test  and  the  response  to  intravenously  ad- 
ministered glucagon  and  epinephrine.  Four 
patients  showed  a striking  inability  to  re- 
lease glycogen  (or  at  least  to  raise  their 
blood  sugar)  when  they  became  hypo- 
glycemic. In  other  words,  their  situation 
was  analogous  to  the  alcoholic  patient  who 
has  hypoglycemia.  Since  they  responded 
poorly  to  glucagon,  they  were  considered  to 
have  a glycolytic  defect.  We  are  not  able  to 
give  any  clearer  picture  of  the  etiology  of 
this  defect  at  this  time.  But  at  least,  the 
treated  hyperthyroid  patient  is  an  extremely 
unusual  person  who  has  bizarre  glucose  tol- 
erance curves,  with  hyperglycemia,  or  hypo- 
glycemia that  is  either  fasting  or  functional. 

DR.  ROBBINS:  Does  anyone  have  a com- 
ment or  question  at  this  type  of  approach? 

DR.  FREEDBERG:  Dr.  Dobson,  it  is  not 
clear  whether  you  are  talking  about  hyper- 
thyroidism and  active  diabetes  or  whether 
you  are  talking  about  hyperthyroidism  with- 
out known  diabetes. 

DR.  DOBSON : These  are  patients  who 
have  had  hyperthyroidism  without  known 
diabetes. 

DR.  FREEDBERG:  What  percentage  of 
your  hyperthyroid  cases  would  you  say  this 
group  comprises?  I cannot  say  that  we  have 
done  the  kind  of  detailed  studies  that  you 
are  talking  about.  However,  in  an  experi- 
ence of  perhaps  800  to  1,000  thyrotoxic  pa- 
tients seen  in  the  last  15  to  20  years,  I have 


been  trying  to  cull  my  mind  about  how  many 
became  diabetic,  and  I can  think  of  only  a 
few.  I can  remember  a few  patients  with 
diabetes  and  hyperthyroidism. 

DR.  DOBSON : Thyrotoxic  patients  in  the 
thyroid  clinic  who  had  become  euthyroid  fol- 
lowing therapy  and  did  not  have  diagnosa- 
ble  overt  diabetes  were  asked  to  return  for 
glucose  tolerance  tests. 

DR.  ROBBINS:  I think  that  is  an  impor- 
tant point.  These  are  people  who  were  thy- 
rotoxic, treated  in  various  ways.  As  I re- 
call, some  had  received  surgical  therapy, 
some  radioactive  iodine  therapy,  and  some 
drug  therapy.  These  people  were  considered 
euthyroid  yet  still  had  bizarre  glucose  toler- 
ance response. 

DR.  DOBSON : It  would  be  difficult  to 
say  whether  one  of  these  persons  was  dia- 
betic or  not,  especially  with  the  more  bizarre 
type  glucose  tolerances  involving  hypergly- 
cemia. There  is  just  nothing  that  one  can 
really  prove  one  way  or  another.  We  could 
do  renal  biopsies  on  these  patients,  but  this 
would  be  getting  pretty  stringent. 

DR.  FREEDBERG:  Would  you  say  that 
you  excluded  the  possibility  that  some  of 
your  thyrotoxics  were  glycogen  depleted? 
There  is  some  data  that  thyrotoxics  do  not 
respond  like  normal  people  to  a high  carbo- 
hydrate intake  and  some  old  data  that  there 
is  significant  glycogen  depletion  in  the  livers 
of  hyperthyroid  patients. 

DR.  ROBBINS:  How  long  does  it  persist 
after  treatment? 

DR.  FREEDBERG : I do  not  think  I know. 

DR.  ELLENBERG:  I would  like  to  con- 
firm what  Dr.  Freedberg  has  just  said,  be- 
cause not  only  is  there  strong  evidence  of 
glycogen  depletion  but  perhaps — in  partial 
answer  to  your  question — glycogen  deple- 
tion is  a manifestation  of  specific  pathologi- 
cal involvement  of  the  liver.  I think  that  the 
important  point  is  that  there  is  definite  liver 
involvement.  For  example,  hepatomegaly  is 
a common  finding  in  hyperthyroidism,  and 
abnormality  of  liver  function  tests  is  equally 
frequent ; hence,  the  glycogen  difficulties  are 
a reflection  of  liver  involvement,  and  the  re- 
turn of  normal  liver  function  may  be  a pro- 
longed phenomenon  and  perhaps  remain 
chi'onic. 

DR.  DOBSON : We  don’t  know.  This  is 
a distinct  possibility,  and  we  make  no  state- 
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merit  as  to  the  exact  nature  by  which  this 
occurs.  We  do  know  that  these  patients  are 
doing  well  clinically  as  outpatients  and  that 
we  have  handed  them  a diet  of  300  gm.  dex- 
trose intake  daily  and  said : “You  eat  this 
for  three  days  before  you  come  in.”  I don’t 
know  what  else  we  could  do. 

DR.  MOLDAWER:  Were  your  studies 
performed  on  patients  who  had  been  euthy- 
roid for  only  a short  time? 

DR.  DOBSON : No,  the  earliest  is  three 
months  and  some  of  them  were  euthyroid 
for  several  years  before  our  tests  were  done. 

QUESTION : This  is  a litle  retrospective, 
but  I would  like  to  ask  Dr.  Freedberg  this. 
How  often  in  patients  who  are  hyperthyroid 
have  you  ever  studied  to  see  if  there  is  a 
concomitant  disturbance  in  glucose  metabo- 
lism if  we  consider  the  glucose  tolerance 
tests  as  being  evidence  of  such  disturbance? 

DR.  FREEDBERG:  I don’t  know  what 
the  figures  are  because  we  have  not  made 
a systematic  analysis.  I don’t  believe  I have 
seen  many  patients  in  whom  thyrotoxicosis 
precipitated  active  diabetes  mellitus.  We 
would  do  glucose  tolerance  tests  on  all  thy- 
rotoxics  with  glycosuria,  but  we  do  not  do 
glucose  tolerance  tests  routinely  on  our  thy- 
rotoxics.  Perhaps  we  are  missing  a lot  of 
abnormal  glucose  tolerance  tests  in  our  thy- 
rotoxic patients.  As  I have  mentioned,  I do 
remember  a number  of  patients  w^ho  were 
diabetic  who  developed  thyrotoxicosis  sub- 
sequently, and  their  diabetes  was  aggravated 
during  the  period  of  hyperthyroidism.  After 
the  hyperthyroidism  was  treated,  their  dia- 
betes improved.  I can  remember  a few  who, 
as  they  became  hypothyroid  following  treat- 
ment with  whatever  agent,  became  much 
more  reactive  to  insulin  and  developed  epi- 
sodes of  hypoglycemia  or  other  evidence  sug- 
gesting that  the  dosage  of  insulin  or  the  diet 
had  to  be  altered.  In  summary,  I don’t  know 
whether  there  is  an  increased  incidence  of 
diabetes  in  hyperthyroidism  or  if  it  is  the 
other  way  around. 

DR.  ROBBINS:  In  diabetics? 

DR.  FREEDBERG:  There  is  the  diffi- 
culty of  the  assessment  of  two  conditions  in 
the  same  patient.  I am  not  oriented  enough 
statistically  to  know  how  to  evaluate  this. 
In  other  words,  if  one  thing  brings  some- 
thing to  the  attention  of  a physician,  is  there 
an  increased  likelihood  of  finding  another 


condition  in  that  patient?  I don’t  know 
whether  this  particular  association  of  thyro- 
toxicosis and  diabetes  would  be  significantly 
increased  above  that  statistical  increase. 

DR.  ELLENBERG:  I’d  like  to  discuss 
that  and  also  go  back  to  Dr.  Moldawer’s 
points  with  which  I agree.  In  studying  glu- 
cose metabolism  and  hyperthyroidism  we 
have  to  differentiate  two  factors.  Because 
of  the  more  rapid  absorption  of  glucose  from 
the  intestine  in  hyperthyroidism  and  the  im- 
pairment of  glycogenosis  associated  with 
liver  pathology,  there  may  be  an  abnormally 
sharp  rise  in  the  first  half-hour  or  hour, 
high  enough  to  result  in  glycosuria,  particu- 
larly if  the  renal  threshold  is  reduced  as  it 
occasionally  is;  but  the  rest  of  that  curve  is 
essentially  normal.  It  may  drop  a little  be- 
low normal  but  it  is  not  a diabetic  type  of 
curve.  That  is  an  important  point  because 
with  or  without  hyperthyroidism,  and  I 
would  say  this  almost  flatfootedly,  given  a 
classical  diabetic  curve  I would  consider  that 
patient  diabetic  in  that  this  patient  would 
eventually  develop  clinical  diabetes.  It  is  in- 
teresting that,  statistically,  the  chief  cor- 
relation of  hyperthyroidism  with  diabetes 
occurs  at  the  mid-40  age  level,  which  is  exact- 
ly when  diabetes  is  most  common  and  when 
the  sex  distribution  swings  way  over  in  favor 
of  the  female.  Therefore,  I think  we  can  say 
fairly  safely  that  hyperthyroidism  does  not 
cause  diabetes.  Hyperthyroidism  is  a pre- 
cipitating factor  in  predisposed  diabetics  the 
way  a carbuncle  can  be  or  the  way  a fracture 
of  a long  bone  can  be.  I think  this  is  a very 
important  concept,  because  it  strikes  at  the 
heart  and  root  of  one’s  philosophy  about  dia- 
betes. Does  one  think  that  diabetes  is  a Uni- 
tarian disease?  Is  it  one  disease?  Or  is  it  a 
composite  of  many  facets  that  have  in  com- 
mon only  abnormal  carbohydrate  metabo- 
lism? My  own  strong  feeling  is  that,  with 
certain  obvious  and  glaring  exceptions,  dia- 
betes is  one  disease.  With  that  concept  in 
mind,  hyperthyroidism  is  a precipitating  fac- 
tor just  like  pregnancy  can  be  or  trauma  or 
surgery  or  any  other  stress  phenomenon. 

DR.  DOBSON : Really,  would  you  say  pre- 
cipitating factor?  This  again  gets  to  your 
concept  of  diabetes.  If  a person  is  a dia- 
betic, he  is  a diabetic  from  the  day  he  is 
born,  that  is,  if  we  believe  this  is  a genetic 
disease.  These  factors  are  then  precipitating 
in  that  they  bring  this  from  the  subclinical 
level  as  we  physicians  presently  think  about 
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it,  to  the  clinical  level  that  we  can  recognize 
and  attempt  to  do  something  about.  This  is 
a small  variation,  but  I think  it  is  tremen- 
dously important. 

DR.  FREEDBERG:  Wouldn’t  you  say 
this  is  similar  to  the  finding  of  an  abnormal 
glucose  tolerance  in  25  percent  of  patients 
with  peripheral  vascular  disease  or  the  high- 
er frequency  in  acute  myocardial  infarction? 
The  point  I was  trying  to  make  is  that  if 
you  looked  at  100  patients  with  angina  pec- 
toris, you  would  find  1 or  2 percent  in  whom 
some  factor  other  than  coronary  artery  dis- 
ease was  present.  This  small  percent  would 
include  polycythemia  vera.  If  you  looked  at 
100  patients  with  polycythemia  vera,  you 
would  find  that  a higher  percentage  of  these 
had  angina  pectoris.  This  might  be  5 or 
more  percent.  It  just  depends  upon  which 
side  of  the  telescope  you  are  looking  at  if 
you  want  to  talk  about  the  effect  of  one  dis- 
ease upon  another.  My  feeling  is  that  dia- 
betes is  not  particularly  common  in  hyper- 
thyroidism, and  you,  looking  at  it  from  the 
diabetic  side,  think  the  association  common. 

DR.  ELLENBERG:  Not  necessarily,  but 
when  it  does  occur  the  hyperthyroidism  is 
related  to  it  only  as  any  other  concomitant 
stress  phenomenon  and  not  anything  spe- 
cifically related  to  the  thyroid  disturbance 
per  se. 

DR.  MOLDAWER  ; Would  you  agree  that 
a patient  who  manifests  diabetes  during  thy- 
rotoxicosis, and  who  does  not  have  evident 
diabetes  when  he  becomes  euthyroid  will 
probably  develop  diabetes  at  a later  date? 

DR.  ELLENBERG:  Unquestionably.  The 
next  stress  they  encounter  will,  in  all  proba- 
bility, again  precipitate  it. 

DR.  ROBBINS : This  is  also  true  of  ad- 
renal steroid  therapy  for  whatever  reason 
as  a nonspecific  form  of  stress  in  a person 
with  a diabetic  tendency.  To  get  to  a bit 
more  clinical  aspect.  Dr.  Ellenberg,  what 
peculiar  problems  do  you  run  into  in  man- 
aging the  diabetes  in  a diabetic  patient  who 
becomes  fairly  acutely  thyrotoxic? 

DR.  ELLENBERG:  This  is  a very  im- 
portant problem.  There  is  no  question,  no 
matter  what  the  relationship,  that  when  hy- 
perthyroidism develops  in  the  course  of  dia- 
betes it  has  a distinct  measurable  effect  on 


the  disease ; specifically,  the  diabetes  be- 
comes much  worse.  As  a matter  of  fact,  it 
is  a standing  rule  that  any  diabetic  with 
reasonably  equilibrated  level  who  suddenly 
goes  out  of  control,  or  who  suddenly  requires 
insulin  where  oral  agents  have  done  very 
well  for  a time,  if  there  is  no  obvious  severe 
infection  and  if  the  x-ray  of  the  chest  is 
negative,  is  assumed  to  be  hyperthyroid  un- 
til proven  otherwise.  Such  patients  can  be 
insulin-resistant  (using  the  term  in  a rela- 
tive sense)  and  as  soon  as  the  diagnosis  is 
made,  and  the  patient  is  treated,  he  reverts 
to  his  previous  status.  If  they  had  been  on 
oral  agents  previously,  then  they  go  back  to 
oral  agents.  In  other  words,  the  level  of  car- 
bohydrate disturbance  becomes  that  which 
was  present  prior  to  the  development  of  hy- 
perthyroidism. There  is  one  other  interest- 
ing and  paradoxical  facet;  sometimes  it  is 
helpful  for  these  people  to  have  diabetes, 
particularly  the  older  age  group.  I refer  to 
the  so-called  forme  fruste  which  can  be  at 
times,  when  people  are  70  or  75,  an  extra- 
ordinarily difficult  diagnosis  to  make.  Some 
of  them  tend  to  be  a little  petulant  and  fidg- 
ety anyhow,  and  they  don’t  have  any  of  the 
classical  signs  such  as  the  tremor,  the  eye 
signs,  the  enlargement  of  the  thyroid.  If 
these  people  have  diabetes,  no  matter  what 
else  they  may  or  may  not  have,  the  diabetes 
suddenly  becomes  worse.  This  can  often  be 
an  unmasking  of  the  underlying  hyperthy- 
roidism which  ordinarily  would  be  very  dif- 
ficult to  detect.  Because  they  have  diabetes, 
paradoxically  enough,  the  diagnosis  of  hy- 
perthyroidism is  made  much  more  readily, 
long  before  there  can  be  any  of  the  cardiac 
involvement  which  can  be  so  disastrous  in 
that  age  group,  and  can  be  helped  measur- 
ably. 

DR.  ROBBINS:  Dr.  Freedberg,  is  there 
any  difference  in  the  way  you  would  handle 
thyrotoxicosis  just  because  the  patient  hap- 
pens to  be  diabetic? 

DR.  FREEDBERG:  I don’t  really  think 
so,  except  under  the  situation  such  as  Dr. 
Ellenberg  is  describing.  I think  we  have  the 
same  attitude  that  we  have  when  we  are 
dealing  with  cardiac  patients  or  patients 
with  a severe  infection  who  are  hyperthy- 
roid.  We  attempt  to  alleviate  the  hyperthy- 
roidism as  promptly  as  possible. 

We  could  consider  this  an  alarming  sign 
of  decompensation  of  hyperthyroidism.  I 
think  the  definitive  therapy  of  hyperthy- 
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roidism  would  be  delayed  in  such  an  indi- 
vidual in  an  attempt  to  rapidly  control  the 
toxic  manifestations.  I think  this  is  the  kind 
of  situation  where  we  would  use  potassium 
iodide  or  sodium  iodide,  for  example,  paren- 
terally  to  raise  the  concentration  of  iodide 
sufficiently  to  block  synthesis  and  release 
the  thyroid  hormone.  In  a few  instances  in 
which  there  was  cardiac  involvement,  we 
have  used  reserpine  in  doses  of  2 or  3 mg. 
given  parenterally.  This  would  reduce  the 
total  metabolism  and  might,  therefore,  be 
helpful  in  controlling  the  diabetic  state.  We 
would  undoubtedly  use  goitrogens  in  these 
individuals,  but  these  tend  to  act  more  slow- 
ly than  potassium  iodide  or  reserpine. 

QUESTION : Do  you  use  guanethidine, 
doctor? 

DR.  FREEDBERG:  No,  we  haven’t  done 
much  with  guanethidine  because  of  its  effect 
on  cardiac  function.  It  is  a substance  that 
has  a negative  ionotropic  effect.  Most  of 
our  patients  in  this  category  are  in  the  older 
age  group,  and  we  are  a bit  afraid  of  the 
precipitation  of  congestive  failure.  I think 
one  of  the  difficulties  with  reserpine  is  the 
use  of  a dose  which  reduces  heart  rate  but 
isn’t  large  enough  to  reduce  total  metabo- 
lism, so  you  have  the  situation  of  a heart 
rate  in  a thyrotoxic  individual  running  60, 
70,  or  80  with  a metabolic  demand  requir- 
ing a cardiac  output  of  7,  8,  9,  or  10  liters. 
Obviously  then  a very  large  stroke  output  is 
needed  which  may  not  be  obtainable.  If  you 
give  a big  enough  dose  of  reserpine  and,  of 
course,  I am  not  implying  that  this  is  with- 
out hazard,  you  can  lower  total  metabolism 
and  then  the  concomitant  reduction  in  car- 
diac work  is  protective. 

DR.  ROBBINS : I wonder  if  we  might 
think  a bit  about  the  effect  of  hypothyroid- 
ism or  myxedema  on  diabetes.  One  of  our 
difficult  differential  diagnostic  problems  on 
occasion,  is  to  distinguish  the  myxedemic 
patient  from  the  diabetic  patient  with  Kim- 
melstiel-Wilson’s  disease.  The  diabetic  who 
develops  Kimmelstiel -Wilson’s  disease  can 
become  more  insulin-sensitive  requiring  less 
insulin,  become  swollen  with  a puffy  face, 
and  have  a slowed -down  appearance  and 
pale  skin,  for  all  the  world  looking  like  a 
myxedemic.  Not  only  this,  but  there  is  the 
aspect  of  failing  kidney  function  which  in- 
fluences some  of  our  thyroid  function  tests. 
Is  there  any  help  you  can  give  us.  Dr.  Freed- 


berg,  in  perhaps  distinguishing  these  two 
groups  of  people,  or  maybe  finding  the  one 
who  has  both? 

DR.  FREEDBERG:  I don’t  think  there 
really  is  an  answer  to  this  problem.  I think 
you  have  posed  a very  difficult  problem.  The 
points  you  have  made  are  appropriate.  The 
dietary  intake  in  these  individuals  is  almost 
always  altered  so  that  there  can  be  a signifi- 
cant degree  of  iodine  deficiency.  The  renal 
excretion  of  iodide  is  altered;  and  with  the 
edema,  there  is  a bigger  volume  to  distribute 
iodide  in.  They  have  proteinuria  with  loss 
of  serum  proteins,  some  of  which  bind  the 
thyroid  hormones.  Thus,  the  tests  of  thyroid 
function  may  be  misleading  or  contradic- 
tory, and  the  differential  diagnosis  is,  on  a 
laboratory  basis,  difficult.  I suppose  that  if 
I had  to  rely  on  a couple  of  tests,  I think  the 
most  amount  of  information  would  be  given 
by  a combination  of:  (1)  the  serum  protein- 
bound  iodine,  which  would  be  low  in  both 
myxedema  and  Kimmelstiel -Wilson  syn- 
drome, and  (2)  determination  of  the  serum- 
protein -binding  capacity  of  thyroid  hor- 
mones by  one  or  another  of  the  available 
tests,  for  example,  the  red  cell  uptake  of  tri- 
iodothyronine or  the  resin  test  (I  haven’t 
had  any  experience  with  the  latter  test  in 
K-W  patients)  or  the  electrophoretic  deter- 
mination of  saturation  of  the  serum  proteins 
by  added  thyroxine.  In  myxedema,  serum 
FBI  and  erythrocyte  uptake  of  triiodothy- 
ronine should  be  low.  In  situations  where 
serum  proteins  are  low,  such  as  K-W,  the 
serum  protein -bound  iodine  would  be  low 
and  the  RBC  uptake  of  triiodothyronine  or 
the  resin  uptake  would  be  high.  Now  this 
isn’t  diagnostic  because  there  are  other  con- 
ditions producing  a low  FBI  and  high  red 
cell  uptake  of  triiodothyronine.  Ferhaps  es- 
timation of  thyroidal  iodide  clearance  would 
separate  these  two  entities.  Even  though 
kidney  function  is  abnormal  in  Kimmelstiel- 
Wilson’s,  the  rate  of  clearance  of  iodide  by 
the  thyroid  gland,  if  you  could  measure  it 
directly,  should  be  normal,  whereas  in  pri- 
mary myxedema  there  is  no  thyroid  gland 
and  no  uptake  of  iodide. 

DR.  ROBBINS:  Would  anybody  rely  on 
the  Achilles  reflex  to  help  in  this  distinction  ? 

DR.  FREEDBERG:  Not  in  my  instance. 

DR.  ROBBINS:  Anybody  else  want  to 
comment  on  that? 
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DR.  ELLENBERG:  Yes!  It  is  interest- 
ing that  in  recently  published  papers,  there 
are  indications  that  the  Achilles  reflex  is 
slower  in  diabetes  than  in  the  normal.  So 
that  even  if  one  were  to  accept  the  validity 
of  the  slow  return  of  the  ankle  jerk  in  hypo- 
thyroidism, it  could  not  be  anplied  to  dif- 
ferentiate it  in  the  diabetic.  There  are  sev- 
eral other  significant  clinical  features.  The 
K-W  has  hypercholesterolemia  like  the  myx- 
edema patient,  the  myxedema  patient  has  al- 
buminuria often  like  the  diabetic,  but  there 
is  one  other  thing  that  has  been  relatively 
neglected  in  the  literature  until  recently,  and 
that  is  the  occurrence  of  myxedema  neuropa- 
thy, which  may  add  to  the  diagnostic  diffi- 
culties. I’m  not  referring  to  the  cerebral 
manifestations  which  are  well  known,  the 
so-called  myxedema  madness,  the  psychosis, 
the  convulsions,  the  coma;  I’m  talking  spe- 
cifically about  peripheral  neuropathy.  It  is 
amazing  how  commonly  this  occurs  in  myx- 
edema and  like  all  other  things  it  is  as  com- 
mon as  one  looks  for  it.  In  one  recent  report 
there  were  paresthesias  present  in  exactly 
100  percent  of  the  studied  cases  of  myxede- 
ma. The  incidence  of  peripheral  neuropathy 
is  high  and  it  simulates  diabetic  neuropathy 
in  an  extraordinary  number  of  details.  The 
slow  reflex  is  present  in  both,  and  stocking 
and  glove  hypesthesia  occurs  in  myxedema 
as  commonly  as  it  does  in  diabetes.  Absent 
reflexes  occur,  not  as  often,  but  nevertheless 
they  do  occur  in  myxedema;  lightning  pains 
have  been  described  as  in  diabetes;  both 
have  elevation  of  spinal  fluid  protein,  almost 
to  exactly  the  same  modest  degree,  some- 
where around  100  mg.  per  100  ml.  It  is  of 
further  interest  that  in  myxedema,  as  in  dia- 
betes, the  neuropathy  may  be  the  initial  pre- 
senting clinical  manifestation.  There  is  only 
one  striking  difference,  and  here  I envy  the 
myxedema  of  the  thyroid  people.  When  you 
treat  myxedema,  the  neuropathy  almost  in- 
variably clears  completely.  I wish  I could 
say  this  for  diabetes.  Aside  from  this  one 
striking  difference,  the  neuropathies  paral- 
lel each  other  dramatically. 

DR.  ROBBINS:  We  all  know  of  course 
that  hypothyroidism  makes  patients  more 
sensitive  to  insulin.  This  may  create  prob- 
lems; it  may  bring  out  the  Somogyi  effect 
and  make  us  again  think  of  the  hyperin- 
sulinization  syndrome. 

DR.  DOBSON : But  the  only  trouble  is 
that  K-W  will  do  the  same  thing. 


DR.  ROBBINS:  That’s  correct,  so  we  get 
ourselves  into  a problem.  Dr.  Moldawer,  do 
you  have  any  comments  to  make  on  what 
we  have  been  over  so  far? 

DR.  MOLDAWER : We  have  had  a num- 
ber of  patients  with  Kimmelstiel- Wilson  dis- 
ease and  a low  FBI  but  a normal  radioiodine 
uptake.  Has  that  been  your  experience.  Dr. 
Freedberg?  You  didn’t  mention  the  thyroid 
uptake. 

DR.  FREEDBERG:  No,  most  of  ours 
would  have  a 24-hour  uptake  of  10  to  15 
percent  in  the  borderline  area  rather  than 
really  normal  uptakes. 

DR.  MOLDAWER : There  is  good  reason 
to  think  that  the  iodine  uptake  would  also 
be  low  under  the  circumstances  you  men- 
tioned. Do  you  routinely  try  thyroid  therapy 
in  all  of  your  K-W  patients? 

DR.  FREEDBERG:  I think  there  would 
be  difficulty  in  laboratory  differentiation. 
The  lack  of  any  real  evidence  that  you  could 
hurt  these  people  would  make  us  utilize 
thyroid  hormone  as  a therapeutic  trial.  Now 
I admit  that  this  poses  problems  in  interpre- 
tation. The  therapeutic  trial  is  looked  on 
with  great  misgiving  by  some  people.  One 
of  the  prominent  endocrinology  books  says 
that  one  should  never  do  a therapeutic  trial 
until  a more  precise  test  of  thyroid  function 
has  been  carried  out.  Therapeutic  trial  in 
appropriate  hands  is  a good  diagnostic  test. 
We  use  it  in  instances  like  this  and  see 
whether  or  not  a therapeutic  response  oc- 
curs. How  frequently  we  have  uncovered 
hypothyroidism  in  instances  simulating  Kim- 
melstiel-Wilson’s  disease  I can’t  say;  but  I 
can  remember  patients  that  were  resurrected 
by  the  appropriate  administration  of  thy- 
roid hormones.  A very  good  response  with 
a good  diuresis  occurred,  beginning  about 
ten  days  after  the  thyroid  hormone,  and  the 
patients  would  lose  many  of  the  symptoms 
which  Dr.  Ellenberg  discussed. 

DR.  ROBBINS:  Let  me  raise  a slightly 
different  question.  It’s  been  said  that  thy- 
rotoxicosis is  associated  with  a decreased 
amount  of  atherosclerosis.  Your  own  work. 
Dr.  Freedbei’g,  indicates  that  making  car- 
diac patients  myxedemic  or  hypothyroid  pur- 
posely does  not  increase  the  incidence  of  or 
the  rate  of  progression  of  vascular  disease. 
On  the  other  hand,  diabetes  is  associated 
with  a considerable  incidence  of  vascular 
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disease.  Does  this  mitigate  against  these 
two  being  closely  related  genetically? 

DR.  FREEDBERG:  I’m  not  sure.  The 
evidence  that  myxedema  leads  to  progres- 
sive vascular  disease  is  poor.  The  statement 
is  made  all  the  time,  of  course,  that  they 
are  associated ; but  if  you  look  at  the  data 
upon  which  the  statement  of  association  is 
based,  it  is  not  strong.  Our  own  data  indi- 
cates that  in  controlled  hypothyroidism,  that 
is  where  the  patients  get  a small  dose  of 
thyroid  (and  so  they  are  not  really  myx- 
edematous) , there  is  no  evidence  of  increased 
atherosclerosis.  You  can’t  measure  the  pro- 
gression of  atherosclerosis  in  the  atheroscle- 
rotic individual.  There  is  no  way  that  I know 
of  to  measure  quantitatively  or  even  quali- 
tatively how  much  atherosclerosis  a human 
being  has.  What  we  do  as  physicians  is 
measure  the  complications  of  atherosclerosis 
in  patients  in  whom  we  have  induced  hypo- 
thyroidism by  Our  data  does  not  show 
the  development  of  coronary  atherosclerosis 
over  a period  of  15  years.  Now  in  diabetes, 
the  data  are  consistent  with  a genetic  deter- 
mination and  indicate  the  presence  of  an  ab- 
normality in  the  epithelium  of  vessels.  Here, 
then,  if  you  get  hypercholesterolemia  with 
hypothyroidism  (or  under  other  circum- 
stances) or  alterations  in  other  lipids,  for 
example,  in  triglycerides,  then  you  can  con- 
sider the  possibility  of  causation  or  progres- 
sion of  atherosclerosis.  But  I would  submit 
to  you  that  I don’t  know  of  any  good  data 
that  bear  on  this  point.  All  the  animal  data 
with  respect  to  atherosclerosis  and  thyroid 
status  is  carried  out  under  circumstances 


that  never  exist  clinically.  Hypothyroidism 
or  myxedema  is  induced  with  propylthioura- 
cil and  excess  cholesterol  in  the  diet.  The 
thioureas  have  an  effect  on  the  thyroid  gland 
but  also  have  an  effect  on  other  tissues  of 
the  body.  They  effect  oxidation -reduction 
potential  in  tissues,  reduce  the  oxygen  con- 
sumption of  liver  or  kidney  or  muscle,  and 
so  on.  We  have  induced  myxedema  in  dogs 
by  psi  radiation  and  have  followed  them  for 
the  equivalent  of  a lifetime  in  man.  Their 
vessels  show  no  gross  or  microscopic  athero- 
sclerosis. 

DR.  ROBBINS : We  are  getting  close  to 
the  end.  Dr.  Dobson,  are  thyroid  disease 
and  diabetes  genetically  interrelated? 

DR.  DOBSON : You  mean  is  there  a link 
between  the  diabetic  genes  and  thyroid 
genes?  As  far  as  I know  there  is  no  clear- 
cut  evidence  that  this  is  true. 

DR.  ROBBINS : I think  it  is  clear  that 
there  is  a great  deal  to  be  learned  about  the 
relationship  of  thyroid  disease  and  diabetes, 
that  certainly  we  have  to  be  careful  in  eval- 
uating carbohydrate  metabolism  in  people 
who  have  been  thyrotoxic  and  that  the 
carbohydrate  abnormality  of  thyrotoxicosis 
doesn’t  seem  to  hurt  the  individual  too 
much,  while  thyrotoxicosis  in  a diabetic  can 
make  the  diabetes  pretty  hard  to  manage. 

♦ Dr.  Robbins,  3618  Yoakum  Blvd.,  Houston. 

Dr.  Freedberg,  330  Brookline  Ave.,  Boston,  Mass. 

Dr.  Ellenberg,  45  E.  66th  St.,  New  York,  N.  Y. 

Dr.  Dobson  and  Dr.  Moldawer,  Baylor  University 
College  of  Medicine,  Houston. 


Fringe  Benefit 

Thirty-five  years  ago  there  were  450,000  children  in  the  U.  S. 
under  18  who  had  lost  both  parents.  In  1963,  due  in  part  to  the 
effectiveness  of  drugs  in  keeping  people  alive,  there  were  only  63,000 
such  orphans  despite  an  increase  in  the  population  of  over  50  percent. 
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Author,  Congressman,  Educator,  Experts 
On  Costs,  Management  To  Speak  in  September 


COMIC  STRIP  writer,  a con- 
gressman, an  educator,  a profes- 
sional management  consultant,  and 
an  expert  on  the  cost  of  medical 
care  will  be  speakers  at  the  1965 
TMA  Public  Relations  Conference 
Sept.  25. 

At  the  same  time  as  the  PR  Con- 
ference, an  Orientation  Program 
for  new  and  transfer  members  will 
be  held  at  the  TMA  Headquarters 
Building,  1801  N.  Lamar,  Austin. 
Both  will  begin  at  9 a.m.  and  run 
through  the  day.  Evening  plans 
include  a hospitality  hour  and  buf- 
fet at  the  Driskill  Hotel  and  the 
Texas- Texas  Tech  football  game. 

Meetings  of  committees,  councils, 
and  boards  will  be  held  throughout 
the  conference  weekend.  Members 
of  the  Woman’s  Auxiliary  will  hold 
a school  of  instruction  in  Austin 
on  Friday,  Sept.  24. 

“Primary  emphasis  will  be  placed 
upon  the  responsibilities  of  the 
physician  in  human  and  patient  re- 
lationships, and  on  public  relations 
programs  and  activities  which  are 
designed  to  enhance  the  image  of 
the  doctor  and  to  provide  the  best 
medical  care  possible  for  the  pa- 
tient,’’ said  Dr.  David  Wade,  Pres- 
ident of  TMA,  in  speaking  of  the 
Conference. 

Also  on  the  program  will  be  two 
panel  discussions.  A morning  panel 
will  explore  the  subject  of  “Pro- 
fessional Responsibilities  of  Physi- 
cians’’ and  the  afternoon  group 
will  discuss  “Public  Relations  in 
Action.’’ 

The  writer  of  the  syndicated 


comic  strips  Rex  Morgan,  M.D., 
Apartment  3-G,  and  Judge  Parker 
is  an  Arizona  psychiatrist.  Dr. 
Nicholas  P.  Dallis.  He  is  one  of 
five  featured  speakers  of  the  Con- 
ference, all  of  whom  will  be  a part 
of  the  orientation  program  as  well. 

Others  are  Rep.  George  Mahon 
of  Lubbock,  chairman  of  the  U.  S. 
House  of  Representatives  Appro- 
priations Committee;  George  S. 
Benson,  LL.D.,  Searcy,  Ark.,  for- 
mer president  of  Harding  College 
and  now  chairman  and  executive 
director  of  the  National  Education 
Program  of  the  American  Heritage 
Center;  Edward  Rice,  president  of 
Doctors  Business  Bureau,  Boise, 
Idaho;  and  Dr.  Samuel  R.  Sher- 
man of  San  Francisco,  member  of 
the  AMA  Commission  on  Cost  of 
Medical  Care. 

Austin’s  leading  hotels  and  mo- 
tels have  reserved  rooms  for  mem- 
bers of  the  TMA  who  may  now 
write  to  the  facility  of  their  choos- 
ing for  accommodations. 

Football  tickets  at  $5  each  may 
be  ordered  from  TMA.  The  game 
at  Memorial  Stadium  is  scheduled 
for  7:30  p.m.  Bus  transportation 
for  those  attending  the  game  will 
be  provided  from  the  Driskill  Hotel 
by  Charles  O.  Finley  Company, 
hosts  for  the  hospitality  hour  and 
buffet. 

Panelists  to  discuss  “Profession- 
al Responsibilities  of  Physicians” 
will  be  Frank  G.  Pappas,  district 
supervisor  of  the  Board  of  Nar- 
cotics, Treasury  Department,  Dal- 
las; Dr.  M.  H.  Crabb,  secretary  of 
the  Texas  State  Board  of  Medical 
Exaininers,  Fort  Worth;  Joseph  H. 
Aimette,  secretary  of  the  Texas 


State  Board  of  Pharmacy,  Austin; 
and  Norman  E.  Foster,  chief  chem- 
ist, Department  of  Health,  Educa- 
tion and  Welfare,  Food  and  Drug 
Administration,  Dallas. 

“Public  Relations  in  Action”  is 
the  topic  of  the  panel  to  be  dis- 
cussed by  James  R.  Hickox,  Chi- 
cago, director  of  Program  Serv- 
ices Department  of  the  AMA  Com- 
munications Division;  Dr.  Edwin 
L.  Rippy,  Dallas,  member  of  the 
TMA  Committee  on  School  Health; 
Dr.  0.  Brandon  Hull,  Lubbock, 
president  of  Lubbock-Crosby-Gar- 
za  Counties  Medical  Society;  and 
Dr.  M.  S.  Dickerson,  Austin,  epi- 
demiologist, Texas  State  Depart- 
ment of  Health. 


Auxiliary  School, 

Board  Meeting  Set 

The  school  of  instruction  and 
executive  board  meeting  for  the 
Woman’s  Auxiliary  to  TMA  will 
be  held  in  Austin  Sept.  23  and  24 
at  the  TMA  Building. 

The  executive  board  meeting  is 
scheduled  for  3 p.m.,  Thursday, 
Sept.  23,  and  various  state  com- 
mittee meetings  and  workshops 
have  been  planned,  preceding  the 
board  meeting. 

A festive  evening  has  been 
planned  on  Thursday  at  the  Gon- 
dolier Hotel  for  members  of  the 
executive  boai’d  and  special  guests. 
A “Friendship  Hour”  in  the  Ca- 
naletto Room,  7 p.m.,  hosted  by 
Mrs.  Russell  L.  Deter,  president. 
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will  honor  the  executive  board.  At 
the  executive  board  dinner  at  8 
p.m.  in  the  International  Room,  the 
program  has  been  planned  by 
Travis  County  Auxiliary. 

The  school  of  instruction  on  Fri- 
day, Sept.  24,  will  feature  out- 
standing speakers,  films,  and  ex- 
hibits. Leadership  techniques  will 
be  emphasized  through  demonstra- 
tions; annual  reports  of  county 
presidents  will  be  explained  and 
discussed;  state  committee  chair- 
men will  explain  how  their  com- 
mittee projects  can  be  used  by 
each  county  auxiliary. 

Special  invitations  have  been  ex- 
tended to  all  state  officers,  county 
presidents,  county  presidents-elect, 
county  treasurers,  committee  chair- 
men, council  women,  council  wom- 
en-elect,  past  state  presidents,  state 
chairmen  and  cochairmen,  state 
committee  members,  honorary  life 
members,  members -at- large,  and 
wives  of  county  medical  society 
presidents. 


M.  D.  Anderson  Part 
Of  Big  Leukemia  Project 

The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  In- 
stitute has  been  invited  to  partici- 
pate in  a national  accelerated  pro- 
gram to  find  a cure  for  leukemia. 

As  a first  step,  the  hospital  is 
planning  a Domiciliary  Care  Unit 
where  children  with  leukemia  can 
be  studied,  even  when  they  are  in 
remission. 

Special  equipment  for  treatment 
and  research  will  include  recently 
invented  “Life  Islands’’ — huge 
plastic  bags  in  which  patients  may 
live  completely  isolated  in  a germ- 
free  environment  for  weeks  at  a 
time. 

Guiding  the  project  under  direc- 
tion of  the  National  Cancer  Insti- 
tute are  special  committees  com- 
posed of  eminent  scientists  who 
have  specialized  in  leukemia  re- 
search. 

Representing  M.  D.  Anderson 
on  the  NCI  committees  are  Drs. 
Leon  Dmochowski,  head  of  the  De- 
partment of  Virology,  Emil  Frei, 
III,  associate  director  for  clinical 
research,  John  A.  Shively,  chief  of 
the  section  of  clinical  pathology, 
and  Grant  Taylor,  chief  of  the  sec- 
tion of  pediatrics. 

In  organizing  the  comprehensive 
program,  the  planners  borrowed  a 
leaf  from  the  highly  successful  Po- 
laris missile  development  scheme. 

This  borrowed  scheme  has  re- 
sulted in  a “convergence  chart” 
whereby  hundreds  of  people  in- 


volved in  many  phases  of  leukemia 
research  can  dovetail  their  efforts 
step-by-step  like  pieces  of  a jigsaw 
puzzle,  eventually  to  arrive  at  a 
cure. 

“Such  a procedure  is  unique  in 
the  annals  of  medicine,”  Dr.  Tay- 
lor said. 

The  crash  effort  also  represents 
a departure  from  the  common  prac- 
tice of  American  research  in  which 
individual  scientists  conceive  proj- 
ects and  apply  for  grants  to  carry 
on  their  work. 

In  elaborating  on  plans  for  dom- 
iciliary care.  Dr.  Taylor  explained 
that  one  of  the  big  problems  in 
leukemia  research  with  children 
has  been  that  patients  visually  go 
home  to  their  families  after  a 
series  of  treatments  effects  a re- 
mission of  the  disease. 

Only  with  the  return  of  disease 
symptoms,  usually  signalled  by  a 
rising  fever,  do  the  patients  re- 
enter the  hospital  for  a different 
series  of  treatments. 

But  doctors  believe  they  may 
find  important  clues  to  the  cause 
of  leukemia  when  the  disease  is  in 
a remission  stage  if  the  patients 
are  available  for  study. 

The  domiciliary  unit  will  keep 
patients  available  for  study  by 
providing  living  facilities  for  pa- 
tients and  their  mothers.  The  serv- 
ices of  school  teachers,  social  work- 
ers, and  nurses  also  will  be  pro- 
vided. 

Eight  patients  will  be  accepted 
at  the  start  by  the  DCU,  which 
will  be  located  near  the  Texas 
Medical  Center  and  M.  D.  Ander- 
son Hospital  and  Tumor  Institute. 
Patients  will  be  cared  for  by  the 
staff  and  by  the  referring  physi- 
cians. 

The  Anderson  unit  will  follow  a 
similar  unit  now  being  planned  by 
the  National  Institutes  of  Health 
in  Washington,  D.  C. 


ROUSE  FOR  PRESIDENT 

Dr.  Milford  O.  Rouse  will  be 
nominated  for  president-elect  of 
the  American  Medical  Association 
in  June,  1966,  Dr.  John  K.  Glen, 
chairman  of  the  Texas  delegation 
to  the  AMA,  has  announced. 

A Dallas  gastroenterologist.  Dr. 
Rouse  is  in  his  third  year  as  speak- 
er of  the  AMA  House  of  Delegates, 
having  served  four  years  as  vice 
speaker. 

Announcement  of  the  Texas  del- 
egation’s intention  to  nominate  Dr. 
Rouse  was  first  made  in  New  York 
last  June  at  the  meeting  of  the 
AMA. 


Medical  Lab  Lists 
Go  To  TMA  Members 


Texas  Society  of  Pathologists, 
Inc.,  has  recently  mailed  members 
of  Texas  Medical  Association  a 
partial  listing  of  physician-super- 
vised and  operated  laboratories 
and  a list  of  laboratory  procedures 
available  in  Texas. 

The  information  printed  on 
heavy  laminated  paper  is  designed 
for  desk  reference. 

The  first  page  is  a letter  from 
Dr.  Walter  Walthall,  chairman  of 
the  Board  of  Councilors,  explain- 
ing the  educational  purpose  of  the 
listings.  He  emphasizes  that  the 
list  of  laboratories  is  far  from 
complete,  and  those  not  included 
are  invited  to  participate  in  future 
listings  by  contacting  the  Execu- 
tive Secretary  of  the  Texas  Medi- 
cal Association. 


Personals 


Shirley  Frances  Sidwell,  Galves- 
ton, a third  year  student  at  the 
University  of  Texas  Medical 
Branch,  Galveston,  has  been  award- 
ed a $600  scholarship  for  research 
and  clinical  training  in  allergy 
from  the  Allergy  Foundation  of 
America.  Mrs.  Sidwell  will  carry 
out  her  work  under  Dr.  A.  S.  Gold- 
man, assistant  professor  of  pedi- 
atrics, at  the  school. 

Dr.  George  Herrmann,  Galves- 
ton, has  been  designated  by  the 
Spanish  Society  of  Cardiology  as 
an  honorary  member  following  a 
recent  annual  meeting  of  the  So- 
ciety’s Executive  Committee  at 
Zaragoza,  Spain. 

Dr.  Charles  A.  Le  Maistre  has 
been  named  associate  dean  of  the 
University  of  Texas  Southwestern 
Medical  School  in  Dallas,  replac- 
ing Dr.  Carter  Pannill,  new  dean 
of  the  University  of  Texas  South 
Texas  Medical  School,  San  An- 
tonio. 

Dr.  Ernest  J.  Gregory  has  re- 
turned from  San  Antonio  after  a 
month  of  work  in  mission  hospitals 
and  clinics  in  Southern  Rhodesia. 
He  participated  in  the  Christian 
Medical  Association’s  Short-Term 
Missionary  Program. 

A historical  marker  in  San  Saba 
County  has  been  dedicated  to  the 
memory  of  a pioneer  physician. 
Dr.  Edward  Doss  who  died  in  1928. 

Officers  of  the  Texas  Division, 
International  College  of  Surgeons 
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are  Dr.  Harvey  Renger,  Halletts- 
\alle,  president;  Dr.  Robert  G.  Mc- 
Corkle,  Houston,  president-elect; 
Dr.  D.  Enrico,  Dallas,  vice  presi- 
dent; Dr.  Heaton  Smith,  Victoria, 
secretary;  and  Dr.  Jack  A.  Crow, 
Abilene,  treasurer. 

Drs.  Floyd  C.  Rector  of  Dallas 
and  James  K.  Alexander  and  Rob- 
ert A.  Liebelt  of  Houston  are  re- 
cipients of  grants-in-aid  from  the 
American  Heart  Association  Re- 
search Program  for  1965-1966.  The 
awards  are  part  of  a $10,000,000 
research  effort  underwritten  by 
the  heart  association  and  its  affili- 
ates throughout  the  country. 

Attending  the  Fifth  International 
Thyroid  Conference  in  Rome  May 
23-27  were  Dr.  R.  Lee  Clark,  Dr. 
Carey  Stratton  Hill,  and  Dr.  Mavis 
P.  Kelsey.  Drs.  Clark  and  Hill  were 
speakers.  All  are  with  the  Univer- 
sity of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  in  Hous- 
ton. Dr.  Clark  and  Dr.  Gilbert  H. 
Fletcher,  also  from  M.  D.  Ander- 
son, participated  in  Cancer  Week 
in  Portugal  earlier  this  summer. 
Both  were  featured  speakers. 

Drs.  Howard  0.  Smith  of  Mar- 
lin, Clarence  S.  Kemp  of  Bryan, 
and  L.  H.  Denman  of  Lufkin  have 
been  reappointed  by  Gov.  John 
Connally  to  serve  on  the  State 
Board  of  Medical  Examiners. 

John  Autian,  Ph.D.,  director  of 
the  Drug-Plastic  Research  and 
Toxicology  Laboratories,  College  of 
Pharmacy  of  the  University  of 
Texas,  Austin,  has  recently  re- 
ceived a grant  from  the  Rockefeller 
Institute,  The  Population  Council. 
In  the  amount  of  $4,500,  the  grant 
will  enable  Dr.  Autian’s  group 
to  pursue  research  centered  about 
the  study  of  intrauterine  contra- 
ceptive devices  and  possible  meth- 
ods for  improving  existing  devices 
using  polymeric  materials. 

Dr.  Martin  M.  Cummings,  Be- 
thesda,  Md.,  director  of  the  Na- 
tional Library  of  Medicine,  has 
accepted  an  invitation  to  be  the 
principal  speaker  for  the  50th  an- 
niversary program  of  the  Houston 
Academy  of  Medicine  Sept.  23. 

Among  the  high  ranking  offi- 
cers of  the  22  sections  of  the  AMA 
Scientific  Assembly  are  a number 
of  Texans.  Dr.  M.  T.  Jenkins  of 
Dallas  is  secretary  of  the  anes- 
thesiology section ; J.  Fred  Mullins, 
Galveston,  is  secretary  of  the  der- 
matology section ; in  the  general 
practice  section.  Dr.  Max  E.  John- 
son of  San  Antonio  is  representa- 
tive; Dr.  Frederick  R.  Guilford  of 
Houston  is  chairman  of  the  lar- 
yngology, otology  and  rhinology 
section;  Robert  A.  Murray,  Tem- 


ple, is  delegate  in  the  orthopedic 
surgery  section  and  Dr.  E.  Burke 
Evans  of  Galveston  is  representa- 
tive; Dr.  Nicholas  C.  Hightower, 
Jr.,  Temple,  is  chairman  of  the 
pathology  and  physiology  section; 
Dr.  Theodore  R.  Pfundt,  Houston, 
is  secretary  of  the  pediatrics  sec- 
tion; and  Dr.  Robert  D.  Moreton 
of  Houston  is  radiology  section  al- 
ternate delegate. 

Dr.  F.  J.  L.  Blasingame,  AMA 
executive  vice  president  who  prac- 
ticed in  Wharton  for  20  years  be- 
fore assuming  the  AMA  position 
in  Chicago  in  1958,  has  been  hon- 
ored by  the  Texas  House  of  Rep- 
resentatives. A resolution  com- 
mending Dr.  Blasingame  was 
passed  during  the  59th  session  of 
the  Legislature  last  spring. 

Dr.  Raleigh  Ross  of  Austin  is 
the  new  president  of  the  Texas 
Traumatic  Surgical  Society. 


TWU  Schedules 
Nurses  Workshops 


The  Texas  Woman’s  University 
College  of  Nursing  will  hold  a 
series  of  four-week  workshops  for 
registered  nurses  in  rehabilitation 
nursing.  Dates  are  Sept.  13-Oct.  8, 
Oct.  25-Nov.  19,  Jan.  3-Jan.  28, 
March  7-April  1,  May  2-27,  and 
July  11-Aug.  5. 

The  workshops  are  to  be  offered 
at  the  Texas  Woman’s  University, 
Houston  Clinical  Center,  1130  M. 
D.  Anderson  Boulevard,  Houston, 
Texas  77025. 

Aim  of  the  workshops  is  to  as- 
sist the  nurse  to  acquire  the  abil- 
ity to  plan,  implement  and  evalu- 
ate the  concept  of  total  rehabilita- 
tion in  actual  nursing  care  and  in 
retraining  the  disabled.  The  pro- 
gram of  instruction  will  include 
lectures,  demonstrations,  discus- 
sions, and  clinical  practice  in  the 
basic  elements  of  preventive  and 
restorative  nursing  measures  ap- 
plicable to  the  nursing  care  of  the 
patient  who  is  chronically  ill  and/ 
or  aged.  Clinical  resources  will 
include  the  Texas  Institute  for  Re- 
habilitation and  Research,  other 
institutions  in  the  Texas  Medical 
Center,  the  Houston  Veterans  Ad- 
ministration Hospital,  and  other 
community  agencies. 

The  workshop  program  is  spon- 
sored by  the  United  States  Public 
Health  Service  which  also  provides 
stipends  of  $200  each  for  those 
participants  who  must  change  res- 
idence in  order  to  attend.  Priority 
will  be  given  to  teachers  in  basic 


programs  in  nursing,  to  teachers 
in  in-service  education  in  hospitals 
and  health  agencies,  and  to  head 
nurses  and  supervisors  in  hospitals 
and  public  health  agencies. 

Further  information  may  be  ob- 
tained by  writing  to  Miss  Lucie 
C.  M.  Schultz,  Program  Director, 
Rehabilitation  Nursing  Workshops, 
Texas  Woman’s  University  College 
of  Nursing,  1130  M.  D.  Anderson 
Boulevard,  Houston,  Texas  77025. 


Blackford  Lectures 
To  Be  Sept.  11-12 

Blackford  Memorial  Lectures  are 
scheduled  for  Sept.  11  and  12  at 
a location  to  be  announced,  reports 
Chairman  Dr.  Fred  W.  Shelton  of 
Sherman. 

Guest  speakers  will  be  Dr.  Ralph 
R.  Braund,  medical  director  of  the 
West  Tennessee  Cancer  Clinic,  as- 
sociate professor  of  surgery.  Uni- 
versity of  Tennessee,  Memphis;  Dr. 
Emil  Frei,  III,  associate  director 
for  clinical  research.  University  of 
Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Houston;  Dr. 
Emil  J.  Freireich,  head  of  the  Leu- 
kemia Service,  National  Cancer  In- 
stitute, National  Institutes  of 
Health,  Bethesda,  Md. ; 

Dr.  Jack  B.  McConnell,  executive 
director  of  the  New  Product  Di- 
vision for  the  McNeil  Laboratories, 
Inc.,  Laverock,  Pa.;  Dr.  William  J. 
McCanity,  professor  and  chairman. 
Department  of  Obstetrics  and 
Gynecology,  the  University  of  Tex- 
as Medical  Branch;  and  Dr.  Griff 
Terry  Ross,  medical  officer  and 
senior  investigator.  Endocrinology 
Branch,  National  Cancer  Institute, 
National  Institutes  of  Health,  clini- 
cal assistant  professor  of  medicine, 
Georgetown  University,  Bethesda, 
Md. 

Dr.  Braund  will  speak  on  “Soft 
Tissue  Sarcomas”  and  “Simplicity 
of  an  Office  Biopsy;  A Survey  of 
15,000  Office  Biopsies.”  Dr.  Frei’s 
subject  is  “Recent  Advances  in  the 
Chemotherapy  of  Leukemia.”  “Pal- 
liative Aspects  of  Gynecologic  Ma- 
lignancy” and  “Genetic  Gynecologic 
Aberrations”  are  subjects  Dr.  Mc- 
Ganity  will  speak  on.  Dr.  Ross’s 
topics  are  “Chemotherapy  of  Tro- 
phoblastic Neoplasia  in  Women” 
and  “Cyogenetic  Aspects  of  Gona- 
dal Development  and  P'unction.” 
Dr.  Freireich  will  speak  on  “Sup- 
portive Therapy  in  Patients  with 
Maligmant  Disease.” 

Additional  information  may  be 
had  by  writing  Dr.  Fred  W.  Shel- 
ton, 600  N.  Highland,  Shennan. 
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Trip  to  Yarinacocha 

Robert  D.  Bone,  M.D. 


In  the  middle  of  June  last 

year,  I was  making  plans  for  a 
camping  trip  to  the  Northern 
Rockies  with  my  family  and  our 
neighbors.  For  a long  time  I had 
been  wanting  to  camp  out  in  the 
Grand  Tetons  and  to  drive  on  from 
there  to  Glacier  National  Park  and 
Lake  Louise.  We  had  arranged  to 
rent  a trailer  and  had  all  but 
started  packing  when  I received  a 
letter  asking  if  on  such  short  no- 
tice I could  see  my  way  clear  to 
spend  a month  in  the  Peruvian 
jungle  so  that  Dr.  Ralph  Eichen- 
berger  could  participate  in  the 
South  American  Medical  Mission- 
ary Congress  meeting  in  Quito, 
Ecuador,  in  August.  It  was  sug- 
gested I should  be  at  his  clinic  in 
Peru  two  weeks  before  his  depar- 
ture date,  if  possible. 

After  hurried  phone  calls  and  a 
shortwave  radio  conversation  with 
Dr.  Eichenberger,  my  wife,  two 
girls,  and  I began  hurriedly  to  ap- 
ply for  passports  and  travel  visas 
and  to  take  numerous  immuniza- 
tions. On  Tuesday,  July  14,  we 
were  winging  our  way  to  Lima, 
Peru.  Although  the  trip  took  the 
afternoon  and  night,  actual  flying 
time  by  jet  was  only  about  eight 
hours. 

Lima  is  a cloudy,  bone-chilling, 
damp,  dusty,  old,  and  very  poor 
city.  Nine  months  of  the  year 
clouds  hang  low,  banked  against 
the  towering  Andes  Mountains, 
held  there  by  wind  currents  from 
the  South  Pacific  Ocean.  In  over 
400  years  of  recorded  history  there 
has  been  no  measurable  rainfall  in 
Lima.  Within  the  city  and  a few 
miles  outside  there  are  ancient 
ruins  of  the  Inca  civilization.  Arti- 


facts from  as  long  ago  as  2,000 
B.C.  are  perfectly  preserved  be- 
cause of  the  lack  of  moisture  in 
the  soil. 

There  is  one  perfectly  lovely  sec- 
tion in  Lima  where  the  houses 
have  beautifully  carved  wooden 
garage  doors  and  intricate  iron 
grill  work  over  the  windows.  Ev- 
ery house  has  the  back  area  walled 
and  guarded  by  a dog  or  two  for 
protection  against  robbers.  Most 
of  Lima,  however,  is  dusty,  dirty, 
and  poor.  Most  of  the  adobe  houses 
are  literally  without  roofs  for  who 
needs  a roof  if  it  hasn’t  rained  in 
over  400  years ! 

After  a weekend  of  sightseeing 
in  Lima,  we  flew  in  a national 
DC-3  (unpressurized)  over  the  An- 
des. For  about  an  hour  we  were 
each  required  to  hold  a little  oxy- 
gen tube  in  our  mouths  as  we  flew 
high  over  the  snowcapped  peaks. 
Once  over  these  giants,  we  de- 
scended rapidly  over  lush  tropical 
jungle  and  soon  circled  and  stop- 
ped at  a small  clearing.  This  was 
Touraavista,  airport  for  the  ex- 
perimental cattle  operation  of  R. 
G.  LeTourneau  of  Longview.  Mr. 


LeTourneau  has  about  3,000  cattle 
grazing  on  a part  of  13,000  acres 
of  dense  jungle  he  has  cleared 
with  his  tremendous  tree  crushing 
machine.  In  20  minutes  more  of 
flying  time  we  were  in  the  Peru- 
vian town  of  Pucallpa,  altitude 
500  feet  and  2,800  miles  up  the 
river  from  the  mouth  of  the  Ama- 
zon, a navigable  port  on  the  Uca- 
yali River.  A bumpy  dirt  road  15 
km.  from  town  conies  to  a dead 
end  at  Yarinacocha,  the  jungle 
base  of  operations  for  linguistic 
missionaries  of  the  Wycliffe  Bible 
translators. 

Some  200  adult  missionaries 
maintain  the  base  operation,  among 
them  pilots,  mechanics,  radio  op- 
erators, agronomists,  artists,  print- 
ers, typists,  and  teachers.  The  lin- 
g-uists  live  and  study  with  30  of  the 
32  tribal  language  groups  spread 
throughout  the  jungle.  These  mis- 
sionaries’ work  typifies  the  world- 
wide effort  of  Wycliffe  linguists 
to  extend  Bible  translation  from 
the  present  1,000  to  “all  tongues” 
and  there  are  “2,000  tongues  to 
go.” 

Evei’yone  of  us  had  a thrilling 


This  Is  the  second  of  three  articles  by  members  of  Navarro  County 
Medical  Society.  It  is  an  account  of  an  AMDOC  trip  to  Peru. 

AMDOC,  Incorporated,  is  a not-for-profit  organization  founded  in 
March,  1964.  Its  purpose  is  to  help  the  American  physician  who  de- 
sires to  give  his  time  and  his  talents  to  work  in  a needy  or  developing 
area  of  the  world  find  a location  where  his  services  can  be  used.  The 
physician  is  expected  to  pay  his  and  his  family's  transportation  to  and 
from  the  field  of  service  and,  where  possible,  the  sponsoring  organiza- 
tion with  whom  the  physician  works  in  the  field  takes  care  of  his  board 
and  room.  No  AMDOC  physicians  are  compensated  for  their  service. 

The  Navarro  County  Medical  Society  undertook  AMDOC  as  a 
project  shortly  after  it  was  founded.  During  1964,  three  of  the  Socie- 
ty's 24  active  members  made  AMDOC  trips.  During  1965  four  other 
members  are  scheduled  to  go  abroad  under  this  program. 
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time  with  a good  mixture  of  grati- 
fying work,  exciting  life  in  the 
tropics,  beautiful  scenery  to  enjoy, 
and  getting  to  know  wonderful 
people.  Kathie,  my  wife,  was  pill 
wrapper  (double  foil  for  tribal 
drug  orders) , receptionist,  and 
bookkeeper  at  the  clinic;  Ann  (age 
13)  worked  as  baby  sitter  for  three 
small  children;  and  Gaynelle  (age 
11)  was  a pill  counter  and  am- 
bassador for  the  Bone  family. 

There  were  many  things  that 
will  always  remain  in  our  memory. 
The  fruits  were  delicious,  and  we 
never  tired  of  the  plantanos  baked 
with  Karo  syrup  and  brown  sugar. 
We  had  meat  (from  cattle  raised 
right  on  the  base) , fresh  fish,  po- 
tatoes, and  a Peruvian  type  of 
fruit  flavored  drink  called  “Chi- 
chi-Morado.”  It  was  delicious! 
Homebaked  bread  was  bought  lo- 
cally and  popped  into  the  kerosine 
oven  a few  minutes  to  sterilize  it. 

There  were  ants  everywhere — 
big  ones,  little  ones,  tiny  ones  by 
the  billions,  and  middle-sized  ones. 
The  sting  of  one  particularly  fero- 
cious ant  leaves  its  victim  in  pain 
12  hours.  The  only  relief  from 
pain  is  local  infiltration  with  No- 
vocain. The  most  obnoxious  insect 
is  the  jungle  red  bug  which  in- 
habits all  grass.  It  causes  a very 
common,  intensely  pruritic  rash. 
The  insects  in  general  are  far 
more  numerous  and  larger  than 
those  in  the  U.  S.  Some  forms  of 
beatles  range  up  to  6 inches  in 
length.  Snakes  are  not  a serious 
problem  in  the  inhabited  areas; 
however,  many  poisonous  varieties 
are  present.  Eighteen-foot  boa  con- 
strictors are  pets  at  the  base. 

Gringos  (whites)  from  families 
at  the  base  and  regional  mission- 
ary groups  (including  Swiss  In- 
dian Mission,  South  American  In- 
dian Mission,  Christian  Mission- 
ary Alliance  and  Brethren  and 
Peace  Corps  but  no  one  represent- 
ing North  American  Protestant 
groups)  come  to  the  clinic  on  the 
average  of  15  patients  per  day. 
Peruvian  nationals  and  Indians 


are  treated  at  the  clinic  mornings 
and  average  30  per  day. 

Chief  diseases  are  those  caused 
by  intestinal  parasites  (hookworm, 
ascaris,  strongyloids  and  ame- 
bae).  Everyone  brings  a “speci- 
men” to  clinic  in  banana  leaves  or 
penny  match  boxes.  Everyone  has 
parasites,  usually  two  or  three 
types.  Two  lab  technicians  are 
busy  all  day  with  parasite  studies; 
reports  come  back  1 plus  to  4 plus, 
not  “negative”  or  “positive.” 

Indians  and  nationals  have  been 
taught  to  recognize  the  indolent 
sore  of  Leishmaniasis  before  the 
fatal  secondary  ulcerations  through 
the  palate  and  nose  have  occurred. 
This  is  treated  at  base  clinic  and 
also  in  the  tribal  villages  by  either 
base  trained  sanatarios  (natives) 
or  linguistic  Wycliffe  personnel 
living  in  tribes. 

Viral  and  amebic  hepatitis  is 
rampant. 

Tuberculosis  in  tribes  was  rare 
12  years  ago  when  Dr.  Eichenber- 
ger  did  his  first  tribal  TB  Man- 
toux  surveys.  Now  pulmonary  TB 
is  becoming  fairly  common  and 
has  a poor  prognosis  as  racial  re- 


sistance is  weak.  I saw  in  the  clin- 
ic a one-month  old  child  with  a 
draining  sinus  over  the  tibia.  The 
smear  was  loaded  with  TB  organ- 
isms. 

An  outbreak  of  rabies  had  oc- 
curred among  pet  monkeys  at  the 
base  during  the  preceding  year. 
Diagnosis  was  confirmed  by  pres- 
ence of  Negri  bodies  in  brains  sent 
(in  ice)  to  Lima.  Many  gringos 
at  the  base  took  the  duck  embryo 
Pasteur  vaccine;  no  human  cases 
are  known  to  have  occurred.  Vam- 
pire bats  are  everywhere  in  the 
jungle. 

There  was  one  death  from  acci- 
dental drowning  while  we  were 
there  that  occurred  during  a holi- 
day. Many  visitors  were  on  the 
base,  and  some  Japanese  students 
and  some  Peruvians  were  swim- 
ming in  the  lake.  One  of  the  Japa- 
nese (an  18-year-old  whose  parents 
lived  in  Lima)  drowned  within  easy 
reach  of  some  Indians  nearby  in  a 
canoe.  They  were  apparently  too 
paralyzed  with  fear  of  contact 
with  the  “evil  spirit  of  catastro- 
phe” to  move.  One  of  the  gringo 
teenagers  living  on  the  base  jumped 
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in  the  water  fully  clothed  and 
dived  until  she  got  the  boy  and 
brought  him  to  shore.  External 
cardiac  massage  and  mouth -to - 
mouth  breathing  was  tried  and 
failed  in  its  first  demonstration 
on  the  base.  Many  of  the  base  per- 
sonnel got  some  very  practical  ex- 
perience in  this  technique  which 
may  serve  them  later. 

Pulling  teeth  is  something  you 
have  to  do  in  a remote  spot  like 
this.  Appropriate  forceps,  novo- 
cain injector,  and  a chart  for 
nerve  blocks  were  on  hand,  a gift 
of  a San  Francisco  dentist.  If  I 
were  musically  inclined  the  begin- 
ning of  a ballad  from  the  Amazon 
might  be,  “I  pulled  my  first  three 
molars  at  Yarinacocha.” 

Don’t  let  me  forget  to  say  that 
“the  doc”  treats  sick  monkeys  and 
cats,  too. 

Linguists  working  with  30-plus 
language  groups  in  a 400-mile  ra- 
dius of  the  base  have  contact  with 
“the  doc”  via  a shortwave  radio- 
phone system.  I preferred  this  to 
house  calls,  frankly.  I know  that 
boiled  river  water  is  sterile,  but  it 
is  just  hard  for  me  to  drink  that 
brown  stuff. 

We  (the  whole  family)  had  one 
overnight  visit  to  the  Piro  tribe 
300  miles  from  the  base.  It  was 
then  I learned  that  the  Hollywood 
versions  of  screeching  sounds  in 
the  jungle  is  all  hooey.  The  silence 
of  a black  night  in  that  jungle  vil- 
lage screams  at  you  with  the  loud 
audible  pound  of  each  heart  beat. 
Also  the  radar  system  of  vampire 
bats  completely  ignores  mosquito 
netting.  The  thump  and  flutter  of 
these  beasts  into  my  mosquito  net 
all  night  was  exhausting  to  my 
civilized  nervous  system.  But  I 
shall  never  forget  the  warmth  and 
friendliness  of  these  Indians,  who 
were  a few  years  before,  hostile, 
superstitious  headhunters. 

All  trips  away  from  the  base 
are  made  possible  by  the  Wycliffe 
“air  force”  with  about  11  planes 
in  the  Peru  fleet.  Over  the  jungle 
by  air  in  45  minutes  is  equal  to  a 
six  week  trip  in  a canoe.  On  one 
flight  out  I saw  my  first  case  of 


smallpox.  The  disease  raged 
through  this  village  with  12  per- 
cent mortality.  Dr.  Eichenberger 
wrote  later  that  as  the  epidemic 
spread  up  and  down  the  rivers 
the  mortality  was  as  high  as  80 
percent  in  one  village. 

Teenagers  at  the  base  hunt  alli- 
gators at  night  like  we  go  frog 
gigging  along  lake  shores  with  a 
bright  spot  light.  The  white  meat 
of  alligator  tail  is  a delicacy  equal 
to  lobster  meat. 

Village  medicine  in  the  tribes  is 
surprisingly  “modern”  yet  un- 
changed for  hundreds  of  years.  The 
list  of  specialists  includes  (1)  bone 
setters,  (2)  midwives  (always  fe- 
male), (3)  herb  specialists  who 
have  knowledge  of  effects  of  spe- 
cific roots,  barks,  leaves,  and  ber- 
ries (Herbs  include  dumb  cane  to 
deaden  a toothache  and  a contra- 
ceptive tea  which  is  said  to  be  ef- 
fective but  may  hasten  menopause 
amenorrhea.),  and  (4)  chief  medi- 
cine man  who  is  looked  upon  as  a 
spiritualist  or  diviner.  He  chews 
up  the  crude  form  of  LSD-25  and 
“explains”  sickness  or  tragedy  on 
the  basis  of  the  dream  state  he  ex- 
periences from  this  drug.  Many 
tribal  wars  and  revenge  murders 
are  the  consequence  of  his  “wis- 
dom.” 

Indian  women  pick  and  eat  the 
lice  from  the  kids’  heads. 

Dr.  Eichenberger  has  made  some 
shrewd  observations  which  helped 
my  thinking.  Instead  of  burying 
himself  under  an  inexhaustible 
stream  of  sick  people  he  insisted 
that  they  use  the  national  health 
facility  (doctors  and  hospital)  in 
nearby  Pucallpa.  His  work  was 
primarily  that  of  teaching  concepts 
of  disease,  principles  of  sanitation, 
and  offering  knowledge  to  replace 
superstition.  He  has  a very  warm 
personal  relationship  with  the  Pu- 
callpa medical  group.  At  a confer- 
ence in  Quito  many  national  phy- 
sicians expressed  resentment  of 
the  superior  attitude  of  US  medi- 
cos— very  much  like  a family  doc- 
tor might  be  irked  by  an  attitude 
that  one  has  not  “really  seen  a 


doctor”  until  one  goes  to  the  big 
city  clinic. 

Eichenberger  takes  a microscope 
into  a village  and  shows  the  chief 
the  “animals  that  wiggle  in  river 
water  not  boiled.”  This  is  usually 
convincing,  but  one  old  lady  said 
her  folks  had  drunk  this  water  for 
yeai's  so  from  here  on  she  would 
not  look  at  the  dirt  in  the  water. 
(You  don’t  win  them  all.) 

This  was  a great  experience  for 
the  whole  family.  No  travel  agency 
has  this  product  for  sale.  Getting 
involved  with  an  issue  changes 
one’s  perspective. 


Texas  Heart  Sessions 
To  Be  in  Austin  Sept.  17-18 


The  30th  annual  scientific  ses- 
sions of  the  Texas  Heart  Associa- 
tion will  be  held  Sept.  17-18  at  the 
Driskill  Hotel  in  Austin. 

Scientific  speakers  and  their 
topics  are  Dr.  S.  Gilbert  Blount, 
Denver,  “Life  History  and  Evolu- 
tion of  Atrial  Septal  Defects”  and 
“Pulmonary  Hypertension”;  Dr. 
James  W.  DuShane,  Rochester, 
Minn.,  “Life  History  and  Evolu- 
tion of  Ventricular  Septal  Defects”; 
Dr.  J.  Willis  Hurst,  Atlanta,  “Ex- 
amination of  the  Arteries  and 
Veins”;  Dr.  E.  Grey  Dimond,  La 
Jolla,  Calif.,  “The  Possible  Clinical 
Usefulness  of  Apexcardiogram”; 

Drs.  Hurst  and  Dimond,  “Se- 
lected Aspects  of  Auscultation  and 
Examination  of  the  Heart”  and 
“Conversation  Between  Two  Car- 
diologists on  Current  Problems”; 
Dr.  Richard  S.  Ross,  Baltimore, 
“Film:  Cineangiocardiographic 
Studies  of  Valve  Function”  and 
“Cineangiographic  and  Clinical 
Correlations  in  Angina  Pectoris”; 
Dr.  Ray  Pryor,  Denver,  “Leads 
from  Electrocardiography  in  Diag- 
nosis of  Acquired  and  Congenital 
Cardiac  Defects”;  Dr.  Watts  R. 
Webb,  Dallas,  “Homo  and  Auto 
Transplantation”;  and  Dr.  Donald 
E.  Effler,  Cleveland,  “Role  of  Sur- 
gery in  Coronary  Arterial  Disease.” 

The  assembly  luncheon  speaker 
will  be  Gen.  Hans  Christofferson, 
Officer  on  Information  for  the 
Royal  Danish  Army  and  the  Dan- 
ish Military  Advisor  to  NATO.  He 
will  speak  on  Sept.  18. 

Additional  information  may  be 
had  by  writing  to  Mr.  E.  T.  Guy, 
executive  secretary,  Texas  Heart 
Association,  2480  Times  Blvd., 
Houston. 
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TAAA  Officers,  Councils,  & Committees,  1965-1966 


Officers 

David  Wade,  President,  Austin. 

James  D.  Murphy,  President-Elect,  Fort  Worth. 
Howard  R.  Dudgeon,  Jr.,  Vice  President,  Waco. 

E.  A.  Rowley,  Secretary,  Amarillo  (1968). 

C.  Lincoln  Williston,  Executive  Secretary,  Austin. 
Howard  0.  Smith,  Treasurer,  Marlin  (1968). 
Charles  Max  Cole,  Speaker  of  the  House  of  Dele- 
gates, Dallas. 

Wendell  H.  Hamrick,  Vice  Speaker  of  the  House 
of  Delegates,  Houston. 

Board  of  Trusfees 

Byron  P.  York,  Chairman,  Houston  (1968). 

N.  L.  Barker,  Secretary,  Paris  (1969). 

Elliott  M.  Mendenhall,  Dallas  (1970). 

C.  P.  Hardwicke,  Austin  (1966). 

James  A.  Hallmark,  Fort  Worth  (1967). 

C.  E.  Willingham,  Tyler  (1969). 

John  M.  Smith,  Jr.,  San  Antonio  (1966). ^ 
Committee  on  Physicians  Benevolent  Fund  (stand- 
ing) 

Travis  Smith,  Chairman,  Abilene  (1968). 
Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Chairman,  Fort  Worth 
(1968). 

G.  V.  Brindley,  Sr.,  Temple  (1968). 

W.  D.  Thames,  Jr.,  Lufkin  (1968). 

Morris  Polsky,  Austin  (1967). 

Gerald  A.  King,  Fort  Worth  (1966). 

Lyman  Blair,  Houston  (1966). 

Joe  C.  Rude,  Austin  (1966). 

Herbert  Donnell,  Waxahacbie  (1967). 

H.  Irving  Schweppe,  Jr.,  Houston  (1967). 

L.  H.  Reeves,  Fort  Worth  (Emeritus  Member). 

H.  Reid  Robinson,  Galveston  (Emeritus  Member). 
Pat  I.  Nixon,  San  Antonio  (Emeritus  Member). 

Advisory  Committee  to  the  Woman’s  Auxiliary 
(standing) 

Gray  E.  Carpenter,  Chairman,  El  Paso  (1967). 

A.  0.  McCary,  Freeport  (1966). 

Robert  D.  Moreton,  Houston  (1968). 

Board  of  Councilors 

First  District: 

Russell  Holt,  El  Paso  (1967). 

John  C.  Hundley,  Fort  Stockton,  Vice  Councilor. 
Second  District: 

Henrie  E.  Mast,  Midland  (1966). 

A.  H.  Daniell,  Brownfield,  Vice  Councilor. 

Third  District: 

Julian  M.  Key,  Pampa  (1968). 

James  G.  Morris,  Lubbock,  Vice  Councilor. 
Fourth  District: 

S.  Braswell  Locker,  Brownwood  (1967). 

Gus  F.  Eckhardt,  San  Angelo,  Vice  Councilor. 
Fifth  District: 

Walter  Waltball,  San  Antonio  (1968),  Chairman. 
George  H.  Herrmann,  Del  Rio,  Vice  Councilor. 
Sixth  District: 

Harold  E.  Griffin,  Corpus  Christi  (1968). 
Vacancy. 

I.  Appointed  June  30,  1965,  to  fill  vacancy  created  by  resig- 
nation of  Dr.  J.  H.  Copeland,  Austin.  June  28,  1965,  who  was 
elected  to  a full  term  on  the  Hoard  of  Trustees  of  the  AMA. 


Seventh  District: 

Jay  J.  Johns,  Taylor  (1966). 

Ray  L.  Shepperd,  Burnet,  Vice  Councilor. 

Eighth  District: 

Carlos  E.  Fuste,  Jr.,  Alvin  (1966),  Vice  Chair- 
man. 

George  E.  Glover,  Jr.,  Victoria,  Vice  Councilor. 
Ninth  District: 

James  H.  Sammons,  Highlands  (1966) , Secretary. 
Haden  E.  McKay,  Humble,  Vice  Councilor. 

Tenth  District: 

Charles  W.  Castle,  Liberty  (1966). 

Paul  R.  Meyer,  Port  Arthur,  Vice  Councilor. 2 
Eleventh  District: 

R.  H.  Bell,  Palestine  (1967). 

William  C.  Smith,  Carthage,  Vice  Councilor. 

Twelfth  District: 

Dick  K.  Cason,  Hillsboro  (1968). 3 
Woodrow  M.  Avent,  Waco,  Vice  Councilor.^ 
Thirteenth  District: 

Charles  B.  Dryden,  Jr.,  Wichita  Falls  (1967). 
Drue  0.  D.  Ware,  Fort  Worth,  Vice  Councilor. 
Fourteenth  District: 

B.  E.  Park,  Dallas  (1967). 

Horace  A.  Baker,  Wills  Point,  Vice  Councilor. 
Fifteenth  District: 

Walter  C.  Barnes,  Texarkana  (1968). 

William  A.  King,  Naples,  Vice  Councilor. 
Committee  on  Contract  Medicine  (standing) 

E.  Peter  Garber,  Chairman,  Galveston  (1967). 

R.  B.  Johns,  Abilene  (1967). 

H.  W.  Kilpatrick,  III,  Baytown  (1966). 

Hugh  L.  Wolfe,  San  Antonio  (1967). 

Sanford  Glanz,  Corpus  Christi  (1966). 

James  F.  Fitch,  McAllen  (1965). 

Sterling  H.  Fly,  Jr.,  Uvalde  (1966). 

Vacancy  (1968). 

Vacancy  (1968). 

Committee  on  Liaison  with  State  Bar  of  Texas 
(standing) 

Mylie  E.  Durham,  Jr.,  Chairman,  Houston  (1968). 
Jesson  L.  Stowe,  El  Paso  (1968). 

John  W.  Griffin,  Port  Lavaca  (1966). 

John  L.  Dean,  Jr.,  Crockett  (1967). 

Walter  F.  Speakman,  Wichita  Falls  (1967). 
Arthur  C.  Ressmann,  San  Antonio  (1966). 

Norris  E.  Holt,  Athens  (1968).^ 

Vacancy  (1966). 6 
Vacancy  (1967).'^ 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees. 

Chairman,  Board  of  Councilors. 

Chairman,  Council  on  Medical  Service  and  Insur- 
ance. 

2.  Appointed  April  29,  1965. 

3.  Elected  May  2,  1965,  to  replace  Dr.  Tom  M.  Oliver,  Waco, 
who  had  served  three  consecutive  terms. 

4.  Appointed  May  2,  1965,  to  fill  veicancy  created  when  Dr. 
Dick  Cason,  Hillsboro,  was  elected  Councilor. 

5.  Appointed  in  June,  1965,  to  replace  Dr.  Frederick  C.  Lowry, 
Austin,  who  had  served  three  consecutive  terms. 

6.  Vacancy  created  by  resignation  of  Dr.  Robert  Gossett,  San 
Antonio,  who  is  a member  of  the  Council  on  Medical  Service 
and  Insurance. 

7.  Vacancy  created  by  resignation  of  Dr.  Wendell  H.  Ham- 
rick. Houston,  who  is  Vice  Speaker  of  the  House  of  Delegates. 
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Chairman,  Council  on  Medical  Jurisprudence. 
Chairman,  Council  on  Public  Relations  and  Public 
Service. 

Delegates  to  the  American 
Medical  Association  and  Alternates 

(terms  expire  on  Dec.  31  of  the  year  indicated) 
John  K.  Glen,  Chairman,  Houston  (1966). 

N.  L.  Barker,  Paris,  Alternate. 

J.  L.  Cochran,  San  Antonio  (1967). 

George  Turner,  El  Paso,  Alternate. 

Harvey  Renger,  Hallettsville  (1966). 

James  H.  Sammons,  Highlands,  Alternate. 

G.  W.  Cleveland,  Austin  (1966). 

Ridings  E.  Lee,  Dallas,  Alternate. 

John  L.  Otto,  Galveston  (1966). 

E.  P.  Hall,  Jr.,  Fort  Worth,  Alternate. 

T.  C.  Terrell,  Fort  Worth  (1967). 

Denton  Kerr,  Houston,  Alternate. 

M.  O.  Rouse,  Dallas  (1967). 

R.  D.  Moreton,  Houston,  Alternate. 

J.  C.  Terrell,  Stephenville  (1967). 

Walter  Walthall,  San  Antonio,  Alternate. 

R.  W.  Kimbro,  Cleburne  (1967). 

J.  E.  Miller,  Dallas,  Alternate. 

Executive  Board 

Ex  Officio:  President,  Vice  President,  President 
Elect,  Secretary,  Treasurer,  Speaker  of  the  House 
of  Delegates,  Vice  Speaker  of  the  House  of  Dele- 
gates, Trustees,  Councilors,  Texas  Delegates  and 
Alternates  to  the  AMA,  Council  on  Medical  Juris- 
prudence, Chairmen  of  Councils. 

Council  on  Annual  Session 

Herman  C.  Sehested,  Chairman,  Fort  Worth 
(1967). 

John  Meadows,  Jr.,  San  Antonio  (1968). 

Dennis  M.  Voulgaris,  Wharton  (1966). 

John  W.  Chriss,  Corpus  Christi  (1966). 

Alice  Smith,  Dallas  (1968).. 

O.  A.  Fly,  Jr.,  Houston  (1966). § 

Guy  T.  Denton,  Jr.,  Dallas  (1967).^ 

Committee  on  General  Arrangements  for  Annual 
Session  (special) 

Daniel  B.  Powell,  Jr.,  Chairman,  Austin. 

Robert  A.  Dennison,  Austin. 

Walter  F.  Reifslager,  Jr.,  Austin. 

Joe  W.  Bailey,  Austin. 

Harriss  Williams,  Austin. 

Albert  Vickers,  Austin. 

Walter  E.  Sjoberg,  Austin. 

Truman  N.  Morris,  Austin. 

Joe  Thome  Gilbert,  Austin. 

Eugene  P.  Schoch,  Jr.,  Austin. 

John  P.  Vineyard,  Austin. 

Homer  R.  Goehrs,  Austin. 

Earl  L.  Yeakel,  Jr.,  Austin. 

Emerson  K.  Blewett,  Austin. 

George  E.  Clark,  Jr.,  Austin. 

Committee  on  Scientific  Exhibits  (standing) 

Jasper  H.  Arnold,  Chairman,  Houston  (1967). 
John  A.  Welty,  Harlingen  (1968). 

Charles  C.  Jones,  Jr.,  Kerrville  (1968). 

J.  Frank  Beall,  Nacogdoches  (1968). 

Walter  Long,  Austin  (1967). 

8.  Elected  May  2,  1965,  to  fill  vacancy  created  by  death  of 
Dr.  Maddison  J.  Lee,  Tyler,  on  March  25,  1965. 

9.  Appointed  June  2,  1965,  to  fill  vacancy  created  by  resig- 
nation of  Dr.  John  P.  McGovern,  Houston. 


Nathan  Cedars,  Stephenville  (1966). 

W.  L.  Carrington,  Mexia  (1967). 

Don  C.  Spencer,  Texarkana  (1966).io 
Vacancy  (1966) . 

Committee  on  Technical  Exhibits  (special) 

Homer  R.  Goehrs,  Cochairman,  Austin. 

John  P.  Vineyard,  Cochairman,  Austin. 

Harvey  Bell,  Palestine. 

Alice  Smith,  Dallas. 

Council  on  Constitution  and  By-Laws 

J.  T.  Billups,  Chairman,  Houston  (1967). 

Stephen  R.  Lewis,  Galveston  (1968). 

George  M.  Jones,  Dallas  (1967). 

M.  D.  Thomas,  El  Paso  (1966). 

Jack  B.  Lee,  San  Antonio  (1966). 

Robert  Mayo  Tenery,  Waxahachie  (1966). n 
Milton  V.  Davis,  Dallas  (1968). 

, (Ex  officio  members:  Speaker  and  Vice  Speaker 
of  the  House  of  Delegates.) 

Council  on  Medical  Education  and  Hospitals 

G.  V.  Brindley,  Jr.,  Chairman,  Temple  (1968). 
John  W.  Lanius,  Dallas  (1968). 

A.  J.  Gill,  Dallas  (1967). 

M.  H.  Crabb,  Fort  Worth  (1966). 

Weldon  G.  Kolb,  La  Marque  (1966). 

Bryan  V.  Williams,  Houston  (1967). 

Jack  M.  Partain,  San  Antonio  (1968). 

Committee  for  AMA  Education  and  Research 
Foundation  (standing) 

Herbert  A.  Bailey,  Chairman,  Dallas  (1967). 
Edward  S.  Crocker,  Houston  (1968). 

E.  M.  Addison,  Huntsville  (1968). 

Douglas  B.  Black,  Lamesa  (1968). 

H.  E.  Whigham,  McAllen  (1967). 

Nelson  L.  Schiller,  Austin  (1967). 

J.  C.  Terrell,  Stephenville  (1966). 

P.  W.  Voltz,  Jr.,  San  Antonio  (1966). 

C.  V.  Chenoweth,  Tyler  (1966). 

Advisers  to  Student  American  Medical  Association 
Homer  A.  Taylor,  Jr.,  Houston  (Baylor). 

Charles  LeMaistre,  Dallas  (Southwestern  Medical 
School) . 

E.  Sinks  McLarty,  Galveston  (University  of  Texas 
Medical  Branch). 

Committee  on  Medical  Careers  (standing) 

John  Bonnet,  Chairman,  Temple  (1967).i3 
Peter  B.  Kamin,  San  Antonio  (1966). 

Durwood  E.  Neal,  Fort  Worth  (1968). 

Walter  A.  Brooks,  Quanah  (1967). 

Gordon  Black,  El  Paso  (1966). 

Norman  L.  Renfro,  Corpus  Christi  (1966). 
Vacancy  (1967). 

Vacancy  (1968).^^ 

Vacancy  (1968). is 

May  Owen,  Fort  Worth  (Emeritus  Member). 
Committee  on  Liaison  with  Medical  Schools 
(standing) 

Russell  L.  Deter,  Chairman,  El  Paso  (1966). 
Frank  Harrison,  Dallas  (1966). 

10.  Appointed  June  19,  1965,  to  fill  a vacancy. 

11.  Appointed  May,  1964.  Elected  May  2,  1965. 

12.  Elected  May  2,  1965,  to  fill  vacancy  created  by  resigna- 
tion of  Dr.  J.  J.  Andujar,  Fort  Worth,  February,  1965. 

13.  Appointed  Chairman  when  Dr.  Peter  B.  Kamin,  San  An- 
tonio, resigned  as  chairman. 

14.  Vacancy  created  by  resignation  of  Dr.  John  Wensley, 
Longview,  May,  1965. 

15.  Vacancy  created  by  resignation  of  Dr.  A.  Fletcher  Clark, 
Jr.,  San  Antonio,  May,  1965. 
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Harry  Spence,  Dallas  (1968). 

L.  Bonham  Jones,  San  Antonio  (1966). 

Stanley  Olson,  Houston  (1968). 

May  Owen,  Fort  Worth  (1967). 

Henry  Renfert,  Jr.,  Austin  (1967). 

Charles  W.  Yates,  Rosenberg  (1967). 

William  D.  Nicholson,  Freeport  (1968). 

Committee  on  Hospital  Accreditation  (standing) 
Ray  L.  Shepperd,  Chairman,  Burnet  (1966). 

Hugh  F.  Rives,  Jacksonville  (1967). 

R.  E.  Speegle,  Garland  (1967). 

William  F.  Ross,  San  Benito  (1966). 

Drue  O.  D.  Ware,  Fort  Worth  (1967). 

Roy  S.  Bucy,  Linden  (1968). 

A.  F.  Herff,  Jr.,  San  Antonio  (1968). 

Donald  E.  Fletcher,  Wichita  Falls  (1966). 

Stanley  E.  Thompson,  Richmond  (1968).^^ 
Committee  on  Nursing  Home  Accreditation  (special) 
Ralph  L.  Coffelt,  Chairman,  Waco. 

Lloyd  J.  Gregory,  Jr.,  Houston. 

Arvil  Ponton,  Alpine. 

Marshall  D.  Turnbull,  Abilene. 

R.  R.  Botkin,  San  Antonio. 

Robert  E.  Higgs,  Wichita  Falls. 

Oliver  M.  Phillips,  Fort  Worth. 

Martin  L.  Edwards,  Sr.,  Hawkins. 

Rider  E.  Stockdale,  Jr.,  Jasper.^® 

Committee  on  Nursing  (standing) 

William  D.  Seybold,  Chairman,  Houston  (1967). 
Thomas  J.  Coleman,  Fort  Worth  (1966). 

E.  Russell  Hayes,  Dallas  (1968). 

Hi  E.  Newby,  Del  Rio  (1966). 

Robert  W.  Shirey,  Hillsboro  (1968). 

Emmett  N.  Wilson,  Jr.,  Pearsall  (1967). 

Robert  W.  Grace,  Dallas  (1968). 

Merle  W.  Delmer,  San  Antonio  (1966). 

Virginia  H.  Boyd,  Abilene  (1967). 

Council  on  Medical  Jurisprudence 

Joe  T.  Nelson,  Chairman,  Weatherford  (1968). 
Haden  E.  McKay,  Humble  (1967). 

Robert  L.  Daily,  Wichita  Falls  (1966). 

Courtney  M.  Townsend,  Paris  (1966). 

Doyle  W.  Ferguson,  Dallas  (1967). 

Max  E.  Johnson,  San  Antonio  (1968). 

Daniel  B.  Powell,  Jr.,  Austin  (1966). 20 

Committee  on  Military  and  Veterans  Affairs 
(standing) 

James  C.  Whittington,  Chairman,  Fort  Worth 
(1967). 

James  E.  Watson,  Jr.,  Houston  (1966). 

Ivey  E.  Lamberth,  Tyler  (1968). 

George  W.  Tate,  Longview  (1966). 

Joseph  V.  Land,  Crockett  (1966). 

Thomas  G.  Glass,  Jr.,  San  Antonio  (1968). 
Andrew  J.  Magliolo,  Dickinson  (1967). 

R.  Keith  Harrison,  Texarkana  (1968). 21 
Vacancy  (1967). 22 

16.  Appointed  June,  1965,  to  replace  Dr.  Stephen  R.  Lewis, 
Galveston,  who  is  a member  of  the  Council  on  Constitution  and 
By-Laws. 

17.  Appointed  June  9,  1965,  to  fill  a vacancy. 

18.  Appointed  June  10,  1965,  to  fill  a vacancy. 

19.  Elected  May  2,  1965,  to  replace  Dr.  John  M.  Smith,  Jr., 
San  Antonio,  who  had  served  three  consecutive  tenns. 

20.  Appointed  March  31,  1965,  to  fill  vacancy  created  by 
resignation  of  Dr.  Tom  Duke.  Amarillo.  Elected  May  2,  1965. 

21.  Appointed  June  21,  1965,  to  replace  Dr.  Milton  V.  Davis, 
Dalla.s,  who  had  served  three  consecutive  terms. 

22.  Vacancy  created  by  resignation  of  Dr.  Richard  H.  Harri- 
son, 111,  Bryan,  April  7,  1965. 


Council  on  Medical  Service  and  Insurance 

C.  F.  Jorns,  Chairman,  Houston  (1966). 

William  E.  Sharp,  Baytown  (1968). 

J.  G.  Rodarte,  Temple  (1966). 

Robert  F.  Gossett,  San  Antonio  (1967). 

A.  Rex  Kirkley,  Dallas  (1968). 23 
William  M.  Sherrill,  Houston  (1968). 2-1 
Alford  R.  Hazzard,  Austin  (1967). 23 
Committee  on  Association  Insurance  Programs 
(standing) 

Laurance  Nickey,  Chairman,  El  Paso  (1966). 

A.  L.  Hewitt,  Lubbock  (1967). 

C.  C.  Shotts,  San  Antonio  (1967). 

Donald  S.  Gibbs,  Fort  Worth  (1966). 

Charles  W.  Klanke,  Houston  (1966). 

Joseph  T.  Painter,  Houston  (1968). 26 

B.  H.  McVicker,  Lufkin  (1968). 2^ 

Committee  on  Professional  Insurance  (standing) 

A.  W.  Bronwell,  Chairman,  Lubbock  (1968). 

R.  E.  Read,  Lufkin  (1968). 

Bill  Robins,  Houston  (1967). 

William  F.  Pipes,  San  Antonio  (1967). 

Frank  L.  Bynum,  Fort  Worth  (1967). 

W.  D.  Blassingame,  Denison  (1968). 2® 

Vacancy  (1966). 

Vacancy  (1966). 

Vacancy  (1966). 

Committee  on  Health  Insurance  (standing) 

E.  A.  Maxwell,  Chairman,  San  Antonio  (1967). 
Jack  L.  Eidson,  Weatherford  (1968). 

Norman  West,  Hillsboro  (1967). 

Mario  E.  Ramirez,  Roma  (1967). 

George  L.  Walmsley,  Baytown  (1966). 

John  Douglas,  Austin  (1966). 

Billy  B.  Markette,  San  Antonio  (1966). 

John  Q.  Thompson,  Temple  (1968). 29 
Porter  K.  Mason,  Dallas  (1968).®9 
Subcommittee  of  Committee  on  Health  Insurance : 
Appointees  of  Hospitals-Insuranee-Physicians  Joint 
Advisory  Committee 
Charles  D.  Bussey,  Dallas  (1966). 

Ernest  A.  Maxwell,  San  Antonio  (1966). 

H.  C.  Messerschmidt,  Baytown  (1966).®! 
Committee  on  Workmen’s  Compensation  Insurance 
(standing) 

Sam  N.  Key,  Chairman,  Austin  (1968). 32 
J.  B.  Chester,  Dallas  (1968). 

Richard  C.  Bellamy,  Liberty  (1967). 

Ralph  E.  Donnell,  Jr.,  Abilene  (1966). 

James  L.  Mims,  Jr.,  San  Antonio  (1966). 

Edward  F.  Thomas,  Amarillo  (1966). 

W.  Harry  Ledbetter,  Wichita  Falls  (1967). 

23.  Elected  May  2,  1965,  to  replace  Dr.  Charles  D.  Bussey, 
Dallas,  who  had  served  three  consecutive  terms. 

24.  Elected  May  2,  1965,  to  fill  a vacancy  created  by  the 
resignation  of  Dr.  John  E.  Ballard,  San  Angelo. 

25.  Elected  May  2,  1965,  to  fill  a vacancy. 

26.  Appointed  June,  1965,  to  replace  Dr.  Alford  R.  Hazzard. 
Austin,  who  resigned  to  become  a member  of  the  Council  on 
Medical  Service  and  Insurance. 

27.  Appointed  June,  1965,  to  replace  Dr.  G.  J.  Pruitt,  Luf- 
kin, who  resigned. 

28.  Appointed  June,  1965,  to  fill  vacancy  created  by  resigna- 
tion of  Dr.  Porter  K.  Mason,  Dallas. 

29.  Appointed  June,  1965,  to  replace  Dr.  William  M.  Sherrill, 
Houston,  who  resigned  to  become  a member  of  the  Council  on 
Medical  Service  and  Insurance. 

30.  Appointed  June,  1965,  to  replace  Dr.  A.  Rex  Kirkley, 
Dallas,  who  resigned  to  become  a member  of  the  Council  on 
Medical  Service  and  Insurance. 

31.  Appointed  May,  1965.  to  replace  Dr.  William  M.  Sherrill, 
Houston,  who  resigned  to  become  a member  of  the  Council  on 
Medical  Service  and  Insurance. 

32.  Appointed  May,  1965. 
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Robert  W.  Milam,  McAllen  (1967). 

William  O.  Hargrove,  Fort  Worth  (1968). 

Special  Committee  to  Study  Insurance 
Aspects  of  Physician-Hospital  Relationships 
Robert  Mayo  Tenery,  Chairman,  Waxahachie. 
Robert  L.  Daily,  Wichita  Falls. 

Mylie  E.  Durham,  Jr.,  Houston. 

James  A.  Hallmark,  Fort  Worth. 

E.  A.  Max-well,  San  Antonio. 

Harvey  Renger,  Hallettsville. 

Council  on  Public  Relations  and  Public  Service 

Van  D.  Goodall,  Chairman,  Clifton  (1966). 

G.  M.  McCaskey,  Corpus  Christi  (1968). 

J.  T.  Ainsworth,  Houston  (1967). 

Carroll  T.  Adriance,  Galveston  (1967). 

Ben  M.  Primer,  Sr.,  Austin  (1968). 

O.  E.  Harper,  Abilene  (1966). 

Don  G.  Harrell,  Dallas  (1968). 33 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Chairman,  Houston  (1967). 

C.  J.  Ruilmann,  Austin  (1968). 

John  Dupre,  Levelland  (1968). 

Edward  J.  Lefeber,  Galveston  (1968). 

Elizabeth  Gentry,  Austin  (1967). 

Ernest  W.  Keil,  Temple  (1966). 

Marvin  Tavarez,  McAllen  (1967). 

John  M.  Church,  Fort  Worth  (1966). 

A.  Bryan  Spires,  Jr.,  Taylor  (1966). 

Committee  on  Disaster  Medical  Care  (standing) 

Ben  A.  Merrick,  Chairman,  Dallas  (1967). 

Joe  R.  Shaeffer,  San  Antonio  (1968). 

J.  L.  Johnson,  Amarillo  (1966). 

Joseph  Selman,  Tyler  (1966). 

Robert  A.  Dennison,  Jr.,  Austin  (1967). 

Charles  R.  Queen,  Edinburg  (1966). 

Felix  A.  Walters,  Nederland  (1968). 3^ 

Vacancy  (1968). 

Vacancy  (1967). 35 

Committee  on  Medicine  and  Religion  (standing) 
Edwin  Goodall,  Chairman,  Breckenridge  (1967). 
Robert  F.  Boverie,  El  Paso  (1966). 

J.  Layton  Cochran,  San  Antonio  (1966). 

Joseph  F.  Peters,  Jr.,  Alvarado  (1968). 

Robert  J.  Kellar,  Weslaco  (1968). 

Grant  F.  Begley,  Fort  Worth  (1968). 

Charles  H.  Frank,  Paris  (1967). 3® 

R.  L.  Campbell,  Corsicana  (1966).3'J^ 

Vacancy  (1967). 38 

Milford  0.  Rouse,  Dallas  (ex  officio). 

Tra-vis  Smith,  Abilene  (ex  officio). 

Howard  0.  Smith,  Marlin  (ex  officio). 

Committee  on  Transportation  Safety  (standing) 

Otto  Lippmann,  Chairman,  Austin  (1968). 39 
Heinrich  Lamm,  Harlingen  (1968). 

William  H.  Neil,  Fort  Worth  (1968). 

Boyd  D.  Alexander,  Waco  (1967). 

Charles  H.  Wilson,  Wichita  Falls  (1966). 

Vernon  V.  Goss,  Tyler  (1966). 

Dean  C.  Kipp,  Dallas  (1967). 

33.  Elected  May  2,  1965,  to  replace  Dr.  Glenn  D.  Carlson, 
Dallas,  who  had  served  three  consecutive  terms. 

34.  Appointed  June,  1965,  to  replace  Dr.  W.  D.  Nicholson, 
Freeport,  who  resigned. 

35.  Vacancy  created  by  resignation  of  Dr.  O.  A.  Fly,  Jr., 
Houston,  who  was  appointed  tO'  the  Council  on  Annual  Session. 

36.  Appointed  June,  1965,  to  fill  a vacancy. 

37.  Appointed  June,  1965,  to  fill  a vacancy. 

38.  Vacancy  created  by  resignation  of  Dr.  John  P.  McGraw, 
Houston,  June,  1965. 

39.  Appointed  Chairman  when  Dr.  Heinrich  Lamm,  Harlin- 
gen, resigned  chairmanship. 


Oren  H.  Ellis,  Jr.,  El  Paso  (1966). 

Dwight  R.  Knapp,  Kerrville  (1967). ^9 
Committee  on  Industrial  Health  (standing) 

Robert  J.  Potts,  Chairman,  Dallas  (1966). 

Robert  A.  Wise,  Houston  (1968). 

G.  V.  Launey,  Dallas  (1968). 

John  C.  Parsons,  San  Antonio  (1968). 

Jesse  G.  Burdick,  Pasadena  (1967). 

F.  W.  Wilson,  Port  Arthur  (1966). 

E.  E.  Baden,  Raymondville  (1966). 

E.  Ross  Kyger,  Jr.,  Fort  Worth  (1967). 

J.  R.  Bailes,  Texarkana  (1967).4i 
Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Chairman,  Floresville  (1966). 
Lorence  W.  Feller,  Fredericksburg  (1968). 

Charles  A.  Pigford,  Houston  (1968). 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1966). 

J.  E.  Peavy,  Austin  (1966). 

Ivan  W.  Kuhl,  McAllen  (1967). 

L.  S.  Thompson,  Jr.,  Dallas  (1968). ^2 
Nina  Mae  Sisley,  Corpus  Christi  (1967). ^3 
Vacancy  (1967). 

Committee  on  Rural  Health  (standing) 

Curtis  R.  Haley,  Chairman,  San  Augustine  (1966) . 
J.  G.  Sanders,  Bremond  (1968). 

George  V.  Pazdral,  Somerville  (1967). 

Dennis  W.  Short,  Commerce  (1966). 

Harry  Tubbs,  Post  (1967). 

Ed.  W.  Schmidt,  Pecos  (1968). 

Winston  B.  Neely,  Bellville  (1967).'*^ 

Vacancy  (1968).45 
Vacancy  (1966). 

Committee  on  School  Health  (standing) 

A.  G.  Arrant,  Chairman,  Abilene  (1965). ^3 
Edwin  L.  Rippy,  Dallas  (1967). 

Charles  D.  McMillan,  Paris  (1968). 

John  W.  Stack,  Mesquite  (1966). 

E.  E.  Addy,  Jr.,  Cisco  (1966). 

R.  M.  Hampton,  Pampa  (1966). 

Percy  E.  Luecke,  Jr.,  Dallas  (1967). 

James  W.  Caldwell,  McAllen  (1967). 

George  C.  Hudson,  Corpus  Christi  (1968). 47 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Chairman,  Dallas  (1968). 

Herbert  C.  Allen,  Jr.,  Houston  (1968). 

John  W.  Middleton,  Galveston  (1968). 

Robert  E.  Leslie,  El  Campo  (1966). 

P.  C.  Talkington,  Dallas  (1967). 

Frederick  P.  Lowry,  Austin  (1966). 48 
E.  E.  Anthony,  Jr.,  Fort  Worth  (1967). 49 
Committee  on  Athletics  (standing) 

Robert  G.  McCorkle,  Chairman,  Houston  (1966). 
Harry  W.  Slade,  Waco  (1966). 

Charles  Sadler,  Amarillo  (1967). 

Louis  Levy,  Fort  Worth  (1966). 

William  S.  Horn,  Jr.,  Fort  Worth  (1967). 

Dan  Spivey,  Lufkin  (1967). 

W.  Cone  Johnson,  Temple  (1968). 

40.  Appointed  June,  1965,  to  fill  a vacancy. 

41.  Appointed  June,  1965,  to  fill  a vacancy. 

42.  Appointed  June,  1965,  to  fill  a vacancy. 

43.  Appointed  June,  1965,  to  fill  a vacancy. 

44.  Appointed  June,  1965,  to  fill  a vacancy. 

45.  Vacancy  created  by  resgination  of  Dr.  Charles  L.  Bishop, 
Ganado. 

46.  Appointed  Chairman  when  Dr.  Edwin  L.  Rippy,  Dallas, 
resigned  chairmanship. 

47.  Appointed  June,  1965,  to  fill  vacancy  created  when  Dr. 
R.  L.  Penn,  Jr.,  Midland,  resigned. 

48.  Elected  May  2,  1965,  to  fill  a vacancy. 

49.  Elected  May  2,  1965,  to  replace  Dr.  Howard  R.  Dudgeon, 
Jr.,  Waco,  who  was  elected  Vice  President. 
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Horace  H.  Trippet,  Waco  (1968).°° 

William  D.  Furst,  Odessa  (1968). 

Committee  on  Cancer  (standing) 

John  F.  Thomas,  Chairman,  Austin  (1968). 

Tom  B.  Bond,  Fort  Worth  (1968). 

William  S.  Brumage,  Austin  (1967). 

W.  Q.  Budd,  Amarillo  (1966). 

A.  K.  Morris,  Baytown  (1967). 

Norman  H.  Jacob,  Jr.,  San  Antonio  (1966). 

R.  H.  Chappell,  Texarkana,  Ark.-Tex.  (1967). 

R.  A.  Stevenson,  Jr.,  Victoria  (1966). 

B.  L.  Aronoff,  Dallas  (1968).53 

Committee  on  Cardiovascular  Diseases  (standing) 
John  R.  Derrick,  Chairman,  Galveston  (1966). 

W.  Frank  McKinley,  Marlin  (1967). 

John  M.  Verosky,  El  Paso  (1966). 

Faber  F.  McMullen,  Jr.,  Houston  (1968). 

O.  Brandon  Hull,  Lubbock  (1968).33 
J.  Morris  Horn,  Dallas  (1968).''>® 

Marvin  C.  Schlecte,  Plainview  (1966).5’^ 

Bryon  W.  Wright,  Dumas  (1967).®® 

Grover  L.  Bynum,  Jr.,  Austin  (1967).®9 

Committee  on  Maternal  Health  (standing) 

William  J.  McGanity,  Chairman,  Galveston 
(1966). 

J.  C.  Rucker,  Jacksonville  (1968). 

Fred  W.  Lurting,  Big  Spring  (1968). 

Stephen  W.  Cobb,  Dallas  (1968). 

R.  P.  McDonald,  Fort  Worth  (1967). 

Henry  C.  McGrede,  Jr.,  Longview  (1967). 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1967). 

J.  S.  Lancaster,  Austin  (1966). 

William  E.  Strozier,  San  Antonio  (1966). 

Emmett  K.  Blewett,  Austin  (1966). 

James  R.  Morgan,  El  Paso  (1967). 

Matthew  H.  Talty,  Jr.,  Houston  (1968). 

John  B.  Miller,  Brownsville  (1967). 

John  E.  Kirschvink,  Taylor  (1966). 

L.  R.  Ansley,  Lubbock  (1968). 6® 

Peggy  Joyce  Whalley,  Dallas  (ex  officio). 

Carl  F.  Moore,  Austin  (ex  officio). 

Lt.  Col.  Charles  E.  Gibbs,  Lackland  AFB 
(ex  officio). 

R.  E.  Moon,  San  Angelo  (ex  officio). 

H.  T.  Hutchinson,  Galveston  (ex  officio). 
Committee  on  Mental  Health  (standing) 

P.  C.  Palasota,  Chairman,  Abilene  (1967). 

Ivan  Bi-uce,  La  Marque  (1968). 

George  Constant,  Victoria  (1968). 

Leroy  A.  Boriack,  Corpus  Christi  (1966). 

Holland  C.  Mitchell,  Waco  (1966). 

Charles  H.  Brown,  Wichita  Falls  (1966). 

H.  L.  McCauley,  Jr.,  Fort  Worth  (1967). 

James  H.  Kreimeyer,  Rusk  (1967).®! 

Vacancy  (1968).®- 

50.  Appointed  June,  1965,  to  replace  Dr.  J.  Frank  Beall, 
Nacogdoches,  who  resigned. 

51.  Appointed  June,  1965,  to  fill  a vacancy. 

52.  Appointed  June,  1965,  to  fill  a vacancy. 

53.  Appointed  June,  1965,  to  replace  Dr.  Howard  R.  Dudgeon, 
.Jr.,  Waco,  who  was  elected  Vice  President. 

54.  Appointed  .Tune,  1965,  to  fill  a vacancy. 

55.  Appointed  June,  1965,  to  replace  Dr.  Robert  E.  Leslie,  El 
Campo,  who  had  completed  three  consecutive  terms. 

56.  Appointed  June,  1965,  to  fill  a vacancy. 

57.  Appointed  June,  1965,  to  fill  a vacancy. 

58.  Appointed  June,  1965,  to  fill  a vacancy. 

59.  Appointed  .Tune,  1965,  to  fill  a vacancy. 

60.  Appointed  June,  1965,  to  replace  Dr.  Donald  M.  Gready, 
HousUm,  who  had  served  three  consecutive  terms. 

61.  Appointed  .June,  1965,  to  fill  a vacancy. 

62.  Vacancy  created  when  Dr.  P.  C.  Talkington,  Dallas,  com- 
pleted three  consecutive  terms. 


Committee  on  Nuclear  Medicine  (standing) 

J.  R.  Maxfield,  Jr.,  Chairman,  Dallas  (1966). 

J.  Allen  Chamberlin,  Houston  (1967). 

Lloyd  R.  Hershberger,  San  Angelo  (1967). 

Elbert  DeCoursey,  San  Antonio  (1966). 

Sam  A.  Vickers,  Texarkana  (1968).®® 

Vacancy  (1968).®! 

V acancy  ( 1968 ) .®® 

Committee  on  Nutrition  (standing) 

Ralph  G.  Greenlee,  Chairman,  Midland  (1968). 

D.  J.  Sibley,  Austin  (1968). 

Robert  S.  Nelson,  Houston  (1967). 

Per  H.  Langsjoen,  Temple  (1966). 

William  J.  Block,  San  Antonio  (1966). 

Charles  Robinson,  Fort  Worth  (1966). 

Charles  M.  Manhoff,  San  Antonio  (1967). 

Marvin  Siperstein,  Dallas  (1968).®® 

Harold  L.  Dobson,  Houston  (1967).®! 

Committee  on  Rehabilitation  (standing) 

Edward  Krusen,  Jr.,  Chairman,  Dallas  (1968). 
Oscar  Selke,  Houston  (1966). 

Ridings  E.  Lee,  Dallas  (1968). 

Ira  Budwig,  El  Paso  (1967). 

D.  J.  Turell,  Houston  (1966). 

Robert  A.  Murray,  Temple  (1966). 

Wade  H.  Lewis,  San  Antonio  (1968). 

Franklin  W.  Yeager,  Corpus  Christi  (1967). 
Robert  E.  Key,  Fort  Worth  (1967). 

Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Chairman,  Galveston  (1966). 
Samuel  Topperman,  Tyler  (1967). 

Richard  F.  Allison,  Sanatorium  (1967). 

David  McCullough,  San  Antonio  (1966). 

Daniel  E.  Jenkins,  Houston  (1966). 

Howard  Barkley,  Houston  (1967). 

Charles  A.  LeMaistre,  Dallas  (1968). 

Vacancy  (1968).®® 

Vacancy  (1968). 

Scientific  Section  Officers 

Digestive  Diseases 

0.  Roger  Hollan,  Chairman,  San  Antonio. 

Richard  D.  Haines,  Secretary,  Temple. 

General  Practice 

Nelson  L.  Schiller,  Chairman,  Austin. 

Edward  C.  Held,  Secretary,  San  Antonio. 

Internal  Medicine 

Hugh  H.  Hanson,  Chairman,  Houston. 

William  M.  Donohue,  Secretary,  Houston. 

Ner’vous  and  Mental  Diseases 

Perry  C.  Talkington,  Chairman,  Dallas. 

James  K.  Peden,  Secretary,  Dallas. 

Obstetrics  and  Gynecology 

Garland  H.  Lang,  Chairman,  Midland. 

Charles  A.  Stephens,  Secretai’y,  Odessa. 

Ophthalmology 

Harold  E.  Hunt,  Chairman,  Paris. 

Henry  L.  Hilgartner,  Secretary,  Austin. 

63.  Appointed  June,  1965,  to  replace  Dr.  C.  C.  Shullenberger, 
Houston,  who  had  served  three  consecutive  terms. 

64.  Vacancy  created  when  Dr.  Herbert  C.  Allen,  Houston, 
completed  three  consecutive  terms. 

65.  Vacancy  created  when  Dr.  E.  E.  Anthony,  Jr.,  Fort 
Worth,  completed  three  consecutive  terms. 

66.  Appointed  June,  1965,  to  fill  a vacancy. 

67.  Appointed  July,  1965,  to  fill  a vacancy. 

68.  Vacancy  created  when  Dr.  R.  B.  Morrison,  Austin,  com- 
pleted three  consecutive  terms. 
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Otolaryngology 

Thomas  W.  Folbre,  Chairman,  San  Antonio. 
Loyd  A.  Storrs,  Secretary,  Lubbock. 
Pathology 

George  Race,  Chairman,  Dallas. 

William  B.  Kingsley,  Secretary,  Dallas. 
Pediatrics 

William  S.  Conkling,  Chairman,  Navasota. 
Fred  W.  Kolle,  Secretary,  Wharton. 


Public  Health 

Charles  A.  Pigford,  Chairman,  Houston. 
Francine  Jensen,  Secretary,  Houston. 
Radiology 

Winston  E.  Riley,  Chairman,  Corpus  Christi. 
James  D.  Wilson,  Secretary,  Temple. 

Surgery 

A.  0.  Singleton,  Chairman,  Galveston. 

James  E.  Pridgen,  Secretary,  San  Antonio. 


San  Antonio  To  Host 
Texas  Pediatric  Society 


The  Texas  Pediatric  Society  will 
meet  Sept.  23-25  at  the  El  Tropi- 
cano  Motor  Hotel  in  San  Antonio, 
according  to  Dr.  B.  B.  Shaver,  San 
Antonio. 

Speakers  and  their  topics  are  as 
follows : 

Dr.  Robert  Good,  American  Le- 
gion Heart  Research  professor  of 
pediatrics  and  microbiology.  Uni- 
versity of  Minnesota,  “Development 
of  Immunologic  Capacity,”  “Prog- 
ress Towards  Homotransplanta- 
tion,” and  “The  Nature  of  Immuno- 
logical Deficiencies  and  Lymphoid 
Malignancies” ; 

Dr.  Arnold  Gold,  assistant  pro- 
fessor of  clinical  neurology  (pedi- 
atrics), College  of  Physicians  and 
Surgeons  of  Columbia  University,’ 
“Childhood  Convulsive  Disorders,” 
“Neurological  Diagnosis  by  Inspec- 
tion,” and  “Cerebro-Vascular  Dis- 
eases in  Children”; 

Dr.  Heinz  Eichenwald,  William 
Buchanan  professor  and  chairman 
of  the  Department  of  Pediatrics, 
University  of  Texas  Southwestern 
Medical  School,  “Some  Infectious 
Diseases  of  the  Newborn  Period”; 

Dr.  Leighton  Hill,  associate  pro- 
fessor of  pediatrics  and  head  of  the 
Renal-Metabolic  Division  of  the  De- 
partment of  Pediatrics,  Baylor  Uni- 
versity College  of  Medicine,  “Clini- 
cal Examination  of  Renal  Func- 
tion”; and 

Dr.  G.  T.  Bryan,  assistant  pro- 
fessor and  director  of  the  Division 
of  Endocrinology,  Department  of 
Pediatrics,  University  of  Texas 
Medical  Branch,  “Congenital  Ad- 
renal Hyperplasia:  Diagnosis  and 
Management.” 

The  meeting  is  open  to  all  li- 
censed physicians.  A fee  of  $15 
will  be  required  at  registration  for 
those  who  are  not  members  of  the 
Texas  Pediatric  Society. 


Anesthesiologists  To  Hold 
September  Clinic  in  Dallas 

The  Texas  Society  of  Anesthesi- 
ologists is  sponsoring  a Clinic  in 
Anesthesiology  Sept.  13-17  to  be 
held  in  Dallas  with  the  cooperation 
of  the  anesthesia  staff  at  Park- 
land Memorial  Hospital,  Baylor 
University  Medical  Center,  St.  Paul 
Hospital,  Methodist  Hospital  of 
Dallas,  and  the  University  of  Tex- 
as Southwestern  Medical  School. 

The  course  is  open  to  interested 
general  practitioners  who  may 
write  Dr.  M.  T.  Jenkins,  chairman. 
Department  of  Anesthesiology, 
Parkland  Memorial  Hospital,  Dal- 
las, for  further  information. 


Tarrant  Auxiliary 
Is  Runner-Up 

The  Woman’s  Auxiliary  to  the 
Tarrant  County  Medical  Society 
was  the  runner-up  in  the  contest 
for  the  Health  Mobilization  Award 
presented  at  the  42nd  annual  con- 
vention of  the  Woman’s  Auxiliary 
to  the  American  Medical  Associa- 
tion in  New  York  June  20-24.  Win- 
ner was  the  Kitsap  County,  Wash., 
Auxiliary. 


Psychologist  Studies 
Impulsive  Causes 


Lately  Psychologist  E.  S.  Bar- 
ratt,  director  of  the  Behavioral 
Science  Laboratory  in  the  Depart- 
ment of  Neurology  and  Psychiatry 
at  the  UT  Medical  Branch,  has 
been  turning  up  evidence  which 
suggests  impulsive  behavior  is  re- 
lated to  particular  parts  of  the 
brain. 

His  research  with  cats,  opos- 
sums and  monkeys  could  lead  to 
a better  understanding  of  human 
behavior  in  general,  especially  as 
it  relates  to  mental  illness. 

Tests,  which  include  the  use  of 


hallucinogenic  drugs  like  LSD,  link 
impulsiveness  and  other  forms  of 
human  behavior  to  the  autonomic 
nervous  system  and  an  area  of  the 
brain  called  the  amygdala. 

In  lower  animals,  the  amygdala 
controls  the  sense  of  smell.  But  in 
higher  animals  it  takes  on  a more 
complex  role.  In  man,  it  performs 
the  most  complex  function. 

“The  amygdala  area  of  the  brain 
seems  to  act  like  a thermostat  or 
control  for  regulating  impulses  re- 
lated to  basic  drives  such  as  feed- 
ing, fighting  and  sexual  behavior,” 
says  Dr.  Barratt. 

His  research  so  far  suggests 
that  a faulty  or  damaged  amyg- 
dala might  be  to  blame  for  impul- 
siveness and  other  more  serious 
forms  of  bizarre  behavior. 

As  one  test  of  his  theories.  Dr. 
Barratt  cites  some  work  with  psy- 
chotic monkeys.  The  monkeys  are 
first  taught  to  press  a bar  to  re- 
ceive food  when  they  are  hungry. 
Later,  they  get  an  electric  shock 
when  they  press  the  bar.  After 
that,  they  are  afraid  to  press  the 
bar  even  though  they  are  hungry. 
This  produces  a monkey  “psycho- 
sis” much  like  that  seen  in  human 
patients. 

However,  the  monkey  “psycho- 
sis” can  be  reversed  if  the  amyg- 
dala is  stimulated  electrically 
through  electrodes  implanted  in 
the  brain.  The  monkeys  go  ahead 
and  press  the  bar  again. 

“The  trouble  is  that  they  go  on 
impulsively  pressing  the  bar  all 
the  time  while  being  stimulated 
whether  they  are  hungry  or  not,” 
Dr.  Barratt  reveals. 

Now  the  combined  use  of  LSD- 
25  and  an  experimental  drug  ap- 
pears superior  to  electrical  brain 
stimulation  in  that  the  monkeys 
seem  to  be  able  to  control  their  be- 
havior like  “normal”  monkeys 
again. 

They  lose  their  psychotic-like  be- 
havior in  their  cages.  They  learn 
to  press  the  bar  and  avoid  the 
shock,  and  they  press  the  bar  only 
when  they  are  hungry. 
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Parathion  and  Methyl  Parathion  Insecticides 

From  time  to  time,  the  physician  is  asked  about  the  safe  use 
of  pesticides.  Also,  he  must  provide  effective  treatment  in  poison 
cases.  This  article  attempts  to  give  the  reader  a better  under- 
standing of  poisoning  from  contact  with  pesticides. 


Since  1947,  parathion  and 
methyl  parathion  have  been  ap- 
plied in  the  form  of  dilute  sprays 
and  dusts  to  control  insects  and 
related  pests  attacking  such  crops 
as  cotton,  small  grains,  forage,  and 
vegetables.  Parathion  has  also  been 
used  against  certain  fruit  and  nut 
pests.  Resistance  of  several  insects 
and  mites  has  meant  increased  use 
of  these  and  other  organic  phospho- 
rus materials.  In  cotton  insect  con- 
trol, mixtures  containing  parathion 
or  its  methyl  analogue  and  one  or 
more  chlorinated  hydrocarbon  in- 
secticides are  being  used. 

Both  methyl  parathion  and  para- 
thion are  marketed  in  the  form 
of  emulsifiable  concentrates,  dusts, 
and  wettable  powders.  Parathion 
is  also  available  in  granular  and 
aerosol  forms.  In  addition,  these 
materials  are  commonly  sold  in 
mixtures  of  various  preparations 
with  other  insecticides.  Trade  pub- 
lications!-2  list  five  principal  basic 
producers;  however,  numerous 
farm  and  specialty  chemical  man- 
ufacturers and  suppliers  formu- 
late methyl  parathion  and  para- 
thion to  their  own  specifications, 
each  with  a given  trade  name.  In- 
formation as  to  the  principal  toxi- 
cant (s)  of  a product  is  given  on 
the  label,  or  may  be  obtained  from 
the  nearest  poison  control  center. 

Parathion,  0,0-diethyl  0-(p-ni- 
trophenyl)  phosphorothioate,  has  an 
acute  oral  and  dermal  LDr.o  value 
to  female  white  rats  of  3.6  mg.  per 
kg.  and  6.8  mg.  per  kg.,  respective- 
ly. Absorption  takes  place  readily 
through  the  skin  as  well  as  the 
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respiratory  and  gastrointestinal 
tracts.  Since  the  vapor  pressure 


of  parathion  is  low,  sole  respira- 
tory exposure  is  not  considered 
important  as  a cause  of  serious 
poisoning  from  wet  sprays;  how- 
ever, finely  particulate  dusts  and 
aerosols  are  known  to  be  highly 
dangerous.  The  dose  required  to 
cause  toxic  reactions  varies  with 
age,  route  of  administration,  and 
formulation.  A daily  oral  dose  of 
7.2  mg.  produced  33  percent  fall 
in  whole  blood  cholinesterase  of 
adult  volunteers  in  42  days.3  The 
acute  oral  dose  for  man  (based  on 
animal  experiences)  is  12-20  mg., 
while  the  acute  dermal  LD  is  ap- 
proximately equal  to  three  times 
the  oral  dose. 

Methyl  parathion,  0,0-dimethyl 
0- (p-nitrophenyl)  phosphorothio- 
ate, may  be  absorbed  by  any  route 
and  is  considered  highly  hazardous 
via  the  eye.  The  acute  oral  and 


dermal  LD™  value  to  female  white 
rats  is  somewhat  lower  than  that 
of  parathion,  24  mg.  per  kg.  and 
67  mg.  per  kg.,  respectively.  To 
date,  the  dangerous  dose  has  not 
been  established.  No  significant 


effect  on  red  cell  cholinesterase 
and  only  about  15  percent  inhibi- 
tion of  the  plasma  enzyme  of  vol- 
unteers was  produced  by  an  oral 
dosage  of  approximately  0.1  mg. 
per  kg.  per  day  for  24  days. 

Typical  of  organic  phosphorus 
insecticides,  both  parathion  and 
methyl  parathion  inhibit  competi- 
tively and  more  or  less  irreversi- 
bly the  enzyme  acetocholinesterase 
and  other  choline  esterases,  allow- 
ing for  the  accumulation  of  large 
amounts  of  acetylcholine. ^ These 
compounds  are  detoxified  with  rel- 
ative swiftness  and  not  stored  or 
accumulated  appreciably  in  the 
animal  body.  Repeated  or  chronic 
subacute  exposure,  however,  causes 
the  progressive  decline  in  choline 
esterase  activity  and  in  time  may 
reach  dangerous  and  even  fatal 
levels.  Similarly,  deaths  have  oc- 
curred following  absorption  of  mas- 
sive oral  doses. 

Methyl  parathion  and  parathion 
produce  signs  and  symptoms  of 
poisoning  typical  of  organic  phos- 
phate insecticides.  The  usual  symp- 
toms are  headache,  blurred  vision, 
giddiness,  nervousness,  weakness, 
nausea,  cramps,  diarrhea  and  dis- 
comfort in  the  chest.  Signs  include 
sweating,  miosis,  tearing,  saliva- 
tion and  other  respiratory  tract 
secretion,  vomiting,  cyanosis, 
papilledema,  uncontrollable  muscle 
twitches,  convulsions,  coma,  loss  of 
reflexes,  and  loss  of  sphincter  con- 
trol. In  occupational  cases,  obseiw- 
able  illness  has  been  delayed  sev- 
eral hours.  Relatively  incapacitat- 
ing symptoms  of  nausea,  cramps, 
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discomfort  in  the  chest,  muscular 
twitching,  etc.,  often  follow  the 
initial  giddiness,  blurred  vision, 
and  headache  after  a period  of 
two  to  eight  hours. 

Treatment  of  poison  cases  re- 
sulting from  exposure  to  parathion 
or  methyl  parathion  generally  fol- 
lows a specified  order.  For  very 
severe  cases,  treatment  includes 

1.  Artificial  respiration,  prefer- 
ably by  mechanical  means. 

2.  Atropine  sulfate,  2 to  4 mg. 
(1/30  to  1/15  grain)  intravenously 
as  soon  as  cyanosis  is  overcome. 
Repeat  at  five  to  ten  minute  in- 
tervals until  signs  of  atropiniza- 
tion  appear.  A mild  degree  of 
atropinization  should  be  main- 
tained in  all  cases  for  24  hours, 
and  in  severe  cases  for  at  least  48 
hours. 

3.  2-PAM,  slowly,  intravenously, 
1 gm.  for  adults  and  0.25  gm.  for 
infants.  Pralidoxime  chloride,  2- 
formyl-l-methyl-pyridinium  chlo- 
ride oxime  (2-pyridinealdoxime 
methochloride) , or  2-PAM  chloride 
is  a direct  antagonist  to  anti- 
cholinesterases.^ 

4.  Decontamination  of  skin,  stom- 
ach, and  eyes  as  indicated.  Remove 
any  visible  insecticide  gently  with 
generous  amounts  of  soap  and 
water,  but  avoid  abrasion  of  the 
skin.  Follow  with  an  alcohol  bath 
since  parathion  and  methyl  para- 
thion are  far  more  soluble  in  alco- 
hol than  in  water. 

5.  Symptomatic  treatment. 

The  milder  cases  usually  will  not 
require  treatment  as  in  step  1 
above;  however,  the  procedure  in- 
cludes: 

1.  Atropine  sulfate,  1 to  2 mg. 
(1/60  to  1/30  grain),  if  symptoms 
appear.  If  excessive  secretions  oc- 
cur, keep  the  patient  fully  atro- 
pinized.  Give  atropine  sulfate  ev- 
ery hour  up  to  25  to  50  mg.  in  a 
day. 

2.  Decontamination  of  the  skin, 
stomach,  and  eyes  as  indicated. 
Follow  procedures  and  precautions 
given  in  step  4 above. 

3.  2-PAM,  slowly,  intravenously, 
if  patient  fails  to  respond  satisfac- 
torily to  atropine  sulfate.  Dose  of 
1 g.  for  adults  and  0.25  g.  for  in- 
fants. 

4.  Symptomatic  treatment. 
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Scott  & White  Announces 
5th  Educational  Afternoon 


The  fifth  annual  Educational 
Afternoon  at  Scott  and  White,  Tem- 
ple, will  be  held  Aug.  28,  according 
to  Dr.  J.  A.  Bargen,  director  of 
medical  education. 

Guest  speakers  for  the  scientific 
program  will  be  Dr.  Joseph  B.  Kirs- 
ner,  professor  of  medicine  and  head 


of  the  Department  of  Gastroenter- 
ology, University  of  Chicago,  and 
Dr.  Rene  Menguy,  professor  of  sur- 
gery, University  of  Kentucky,  Lex- 
ington. 

The  after  dinner  speaker  will  be 
Lewis  Rhea  Timberlake,  senior  vice 
president  and  director  of  agencies. 
Western  Republic  Life  Insurance 
Company,  Austin. 

Dr.  Kirsner's  topics  are  “Exfoli- 
ative Cytology  of  the  Gastrointesti- 
nal Tract”  and  “Some  Aspects  of 
Ulcerative  Colitis.”  Dr.  Menguy 
will  speak  on  “The  Surgical  Man- 
agement of  Dysphagia”  and  “Stud- 
ies in  the  Protective  Role  of  Gastric 
Mucus.” 

Credit  for  three  hours  to  the 
Academy  of  General  Practice  may 
be  obtained  by  those  registrants 
desiring  credit. 

The  Educational  Afternoon  pro- 
gram is  made  possible  by  an  edu- 
cational grant  from  Geigy  Pharma- 
ceuticals. 


Dr.  Kaliski  Honored 


The  portrait  of  Dr.  Sidney  R.  Kaliski  of  San  Antonio  was  painted  by  Marian  Oppen- 
heimer.  It  was  commissioned  by  the  Resident  Education  and  Research  Foundation  of 
the  Children's  Hospital  of  Santa  Rosa  Medical  Center,  Inc.,  San  Antonio,  and  was 
presented  to  The  Children's  Hospital  Foundation  in  tribute  to  the  many  years  of 
service  Dr.  Kaliski  has  given  to  the  San  Antonio  community.  The  Children's  Hospital, 
and  Santa  Rosa  General  Hospital.  The  presentation  was  made  June  15  at  the  quar- 
terly staff  meeting. 
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New  Books 
in  TMA  Library 


American  Iron  and  Steel  Institute, 
Committee  on  Industrial  Health : 
Occupational  Health  Practices : 
Iron  and  Steel  Industry,  May, 
New  York,  Author,  1965. 

Anderson,  R.,  and  Byars,  L.  T.: 
Surgery  of  the  Parotid  Gland, 
St.  Louis,  C.  V.  Mosby,  1965. 

Bauer,  W.  W.,  ed. : Today's  Health 
Guide,  Chicago,  American  Med- 
ical Association,  1965. 

Butler,  W.  P.:  Will  Somebody  Call 
the  Coroner,  New  York,  Van- 
tage Press,  1963. 

Caldwell,  G.  A. : Early  History  of 
the  Ochsner  Medical  Center, 
Springfield,  Charles  C Thomas, 
1965. 

Dixon,  M.,  and  Webb,  E.  C.:  En- 
zymes, 2nd  ed..  New  York,  Aca- 
demic Press,  Inc.,  1964. 

Hildick-Smith,  G.,  et  ah:  Fungus 
Diseases  and  Their  Treatment, 
Boston,  Little,  Brown  and  Co., 

1964. 

Kelikian,  H.:  Hallux  Valgus,  Al- 
lied Deformities  of  the  Fore- 
foot and  Metatarsalgia,  Phila- 
delphia, W.  B.  Saunders,  1965. 

Licht,  S.,  ed.;  Therapeutic  Heat 
and  Cold,  2nd  ed..  New  Haven, 
Conn.,  Elizabeth  Licht,  1965. 

McLean,  F.  C.,  and  Budy,  A.  M.: 
Radiatioyi,  Isotopes  and  Bones, 
New  York,  Academic  Press, 
Inc.,  1964. 

Maisel,  A.  Q. : Hormone  Quest, 
New  York,  Random  House,  1965. 

Newell,  F.  W. ; Ophthalmology, 
Principles  and  Concepts,  St. 
Louis,  C.  V.  Mosby,  1965. 

Sternberg,  T.  H.,  et  al.,  ed.:  Eval- 
uation of  Therapeutic  Agents 
and  Cosmetics,  New  York,  Bla- 
kiston-McGraw-Hill,  1964. 

Uhr,  L.,  and  Miller,  J.  G. ; Drugs 
and  Behavior,  New  York,  John 
Wiley  and  Sons,  1960. 

Ullery,  J.  C.,  and  Hollenbeck,  Z., 
Jr.:  Textbook  of  Obstetrics,  St. 
Louis,  C.  V.  Mosby,  1965. 

NEW  JOURNALS 

Acta  Obstetricia  et  Gynecologica 
Scandhiavics,  vol.  44,  no.  1, 

1965.  Lund,  Hakan  Ohlssons 
Bokttryckei'i,  1965. 

Applied  Therapeutics,  January,  vol. 
7,  no.  1,  1965,  Toronto,  Canada, 
1965. 

Analytical  Chemistry,  January, 
vol.  37,  no.  1,  1965,  American 
Chemical  Society,  Washington, 
D.  C.,  1965. 


New  Films 
In  TMA  Library 

The  Alcoholic  Patient  and  His  Phy- 
sician. Sound,  black  and  white, 
34  minutes,  professional. 

T HE  FILM  has  three  primary  ob- 
jectives: (1)  to  facilitate  the  diag- 
nosis of  alcoholism,  (2)  to  describe 
the  physician’s  role  in  a total  treat- 
ment program,  and  (3)  to  demon- 
strate techniques  of  management 
of  the  alcoholic,  particularly  as 
they  pertain  to  office  practice. 

Alcoholism  is  discussed  under 
the  headings  non-addictive  alco- 
holism and  addictive  alcoholism. 

Critical  Dimension.  Sound,  color, 
20  minutes,  professional. 

T HIS  FILM  defines  the  purposes 
and  goals  and  functions  of  the 
American  Medical  Association.  It 
also  covers  briefly  the  AMA  Head- 
quarters Building  in  Chicago.  It 
is  especially  suited  for  showing  to 
county  medical  societies. 

Surgical  Treatment  of  the  Intrac- 
table Plantar  Wart.  Sound,  col- 
or, 11%  minutes,  professional. 

AAoST  plantar  warts  respond 
satisfactorily  to  conservative  ther- 
apy. There  remain  a few  that  re- 
sist all  types  of  treatment  and 
produce  severe  discomfort  and  dis- 
ability for  the  patient.  Since  these 
lesions  are  located  over  bony  prom- 
inences, their  treatment  must  in- 
clude relief  of  pressure  on  skin 
and  soft  tissue  if  the  problem  is 
to  be  solved  permanently.  A tech- 
nique is  presented,  consisting  of 
excision  of  the  lesion,  removal  of 
scar  and  projecting  bony  promi- 
nence, and  closure  of  the  defect  by 
means  of  a rotation  flap. 


"You  soy  you  were  fastening  your  seat 
belt  when  the  accident  occurred?" 


Recent 

Deaths 

DR.  J.  A.  McIntosh 

Dr.  John  A.  McIntosh,  86,  of 
San  Antonio  died  there  June  18  of 
cancer  of  the  prostate.  He  had 
practiced  medicine  in  San  Antonio 
for  62  years. 

Born  in  Brownwood  Oct.  19, 
1878,  he  was  the  son  of  William 
Alexander  and  Onera  Jane  Keen 
McIntosh.  He  attended  Brownwood 
schools  and  received  a bachelors 
degree  from  Howard  Payne  Col- 
lege. In  1903  he  was  graduated 
in  medicine  from  the  University  of 
Texas  Medical  Branch.  He  interned 
at  John  Sealy  Hospital  in  Galves- 
ton and  went  to  San  Antonio  to 
serve  a psychiatric  residency  at 
the  San  Antonio  State  Hospital. 

Afterwards,  he  became  associ- 
ated with  the  Moody  Sanitarium, 
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a private  San  Antonio  hospital  for 
the  care  of  patients  with  nervous 
and  mental  diseases.  He  was  su- 
perintendent there  until  1949. 

President  of  Bexar  County  Med- 
ical Society  in  1925,  he  became  an 
honorary  member  of  the  Society 
and  Texas  Medical  Association  in 
1955.  He  belonged  to  the  Ameri- 
can Medical  Association  and  to 
Alpha  Mu  Pi  Omega  medical  fra- 
ternity. 

Dr.  McIntosh  was  a member  of 
the  First  Baptist  Church,  San  An- 
tonio, and  chairman  of  its  board 
of  deacons. 

He  belonged  to  Alamo  Lodge  No. 
44  AF&AM,  the  San  Antonio  Com- 
mandery  No.  7,  Knights  Templar, 
and  the  Alzafar  Shrine. 

He  was  certified  by  the  Ameri- 
can Board  of  Psychiatry  and  Neu- 
rology in  1942. 

In  1914  he  married  Elizabeth 
Ghent  of  Belton  in  Houston.  She 
died  in  1960.  She  and  Dr.  McIn- 
tosh are  survived  by  two  children, 
Mrs.  Sarah  Elizabeth  Freeman  of 
Shreveport,  La.,  and  Mrs.  Jane 
Zabel  of  Tucson,  Ariz. 

Dr.  McIntosh  also  has  a sister, 
Mrs.  Leonard  Cobb,  who  lives  in 
Brownwood. 


DR.  J.  A.  CARROLL 

Dr.  James  A.  Carroll,  49,  of 
Houston,  whose  family  was  out  of 
town  over  the  weekend,  was  found 
dead  on  Monday,  April  5. 

A psychiatrist,  he  was  born  Jan. 
21,  1916,  at  McFadden,  Tex.  His 
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parents  were  Walter  Edward  and 
Alice  Burch  Carroll,  and  he  was 
one  of  six  children. 

He  attended  Robert  E.  Lee  High 
School  and  Lee  Junior  College  in 
Baytown  and  received  his  B.S.  de- 
gree at  the  University  of  Houston 
in  1946. 

He  entered  the  University  of 
Texas  Medical  Branch  in  Galves- 
ton and  after  serving  residencies 
at  the  Houston  V.  A.  Hospital  and 
John  Sealy  Hospital,  Galveston,  he 
entered  practice  in  Houston.  He 
had  earlier  practiced  between  resi- 
dencies in  Alvin  and  Bellville. 

During  World  War  II,  he  was 
an  Army  Air  Force  cadet. 

He  was  an  Episcopalian. 

He  was  a member  of  the  Harris 
County  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  and  Houston 
Psychiatric  Society. 

He  was  married  to  Lillian  Jones 
of  Baytown  in  that  city  Feb.  19, 
1939. 

She  survives  as  do  a son,  John 
R.  Taylor,  Dallas,  mother,  Mrs. 
Alice  Carroll,  Baytown,  three  sis- 
ters, Miss  Grace  Carroll,  Spring- 
field,  Mo.,  Mrs.  L.  B.  Curry,  Bay- 
town,  and  Mrs.  R.  R.  Curbello, 
Freeport;  a brother,  Ray  Carroll 
of  San  Antonio,  and  four  grand- 
children. 


DR.  A.  R.  SUPER 

Dr.  Archie  Rudolph  Super  of 
Dallas  died  in  a Houston  hospital 
on  March  12.  He  had  been  a Dal- 
las resident  since  the  end  of  World 
War  I,  practicing  urology  there 
for  46  years. 

A native  of  Rosalie,  he  attended 
schools  in  Sherman  and  was  grad- 
uated from  Austin  College  there. 
He  received  his  M.D.  degree  from 
Baylor  University  College  of  Med- 
icine and  interned  at  Texas  Bap- 
tist Memorial  Sanitarium,  Dallas. 

He  was  a faculty  member  at 
Baylor  University  College  of  Med- 
icine, as  assistant  in  urology  from 
1919  to  1923  and  instructor  in 
clinical  urology  from  1923  through 
1932.  He  also  served  as  instructor 
in  urology  at  Parkland  Hospital  in 
1931-1932.  He  was  a medical  corps 
veteran  of  World  War  I. 

He  was  a member  of  Dallas 
County  Medical  Society,  Texas 
Medical  Association,  and  the  Amer- 
ican Medical  Association.  He  be- 
longed to  Xi  chapter  of  Phi  Chi 
medical  fraternity,  and  was  a York 
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Rite  Mason  and  a Knights  Tem- 
plar. 

He  was  a founder  of  the  First 
Men’s  Garden  Club  in  Dallas,  a 
member  of  the  Senate  Club,  and  a 
life  member  of  the  Dallas  Athletic 
Club. 

He  belonged  to  the  Fellowship 
Class  of  the  Park  Cities  Baptist 
Church. 

He  is  survived  by  his  wife,  Mrs. 
Nina  Super  of  Dallas  and  a sister, 
Mrs.  Hettie  Nordon  of  Bogata. 


DR.  G.  B.  THOMAS 

Pulmonary  embolus  due  to 
thrombophlebitis  was  the  cause  of 
the  death  of  Dr.  George  Bradley 
Thomas  in  his  Houston  home  May 
11. 

Dr.  Thomas,  a general  practi- 
tioner, was  a native  of  Kaufman. 
His  date  of  birth  was  Oct.  27, 1911, 
and  his  parents  were  Joseph  Por- 
ter and  Ellen  Kirkham  Thomas. 

Dr.  Thomas  had  a cardiac  ar- 
rest during  gallbladder  surgery  on 
March  8.  He  remained  in  a coma 
nine  weeks  before  his  death. 

He  was  a Baylor  alumnus,  hold- 
ing degrees  from  Baylor  Univer- 
sity, Waco,  and  from  the  College 
of  Medicine  in  Dallas.  He  interned 
at  St.  Paul’s  in  Dallas  and  served 
residencies  at  Baptist  Memorial 
and  Jefferson  Davis  in  Houston. 

He  began  his  practice  in  Hous- 
ton in  1940  and  continued  to  work 
until  his  death.  He  was  on  the 
staffs  of  Memorial,  St.  Luke’s,  and 
Methodist  hospitals. 
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Dr.  Thomas  was  a member  of 
the  American  Medical  Association, 
Harris  County  Medical  Society, 
Texas  Medical  Association,  Ninth 
District  Medical  Society,  Houston 
Academy  of  Medicine,  Texas  Acad- 
emy of  General  Practice,  and  Phi 
Beta  Pi  medical  fraternity. 

He  was  a Methodist  and  had 
seiwed  on  the  Board  of  Stewards 
for  the  past  12  years. 

He  was  married  to  Patricia 
Chaffee  on  June  22, 1943,  in  Hous- 
ton. His  wife  survives  as  do  three 
daugrhters,  Mrs.  Georgia  Yeates, 
Ellen  Thomas,  and  Patti  Thomas; 
two  sons,  Joseph  L.  Thomas  and 
William  David  Thomas,  all  of 
Houston ; two  brothers.  J.  Porter 
Thomas  of  Corpus  Christ!  and 
James  C.  Thomas  of  Houston;  five 
sisters,  Mrs.  Annie  Norman  of 
Alice,  Mrs.  C.  F.  Stubbs  of  Kauf- 
man, Mrs.  C.  F.  Yarbrough  of 
Brenham,  and  Mrs.  Ethel  Little  of 
San  Angelo;  and  one  granddaugh- 
ter. 


DR.  N.  L.  DUNN 

An  inactive  member  of  Texas 
Medical  Association  through  the 
Tarrant  County  Medical  Society, 
Dr.  Nelson  L.  Dunn,  68,  died  on 
May  30  in  Waxahachie  of  a heart 
attack. 

He  was  horn  in  Breckenridge 
and  was  graduated  from  the  Uni- 
versity of  Texas  Medical  Branch 
in  Galveston  in  1921.  He  had 
practiced  in  Fort  Worth  30  years 
before  retiring  following  a heart 
attack  in  19.54  and  moving  to  his 
ranch  near  Waxahachie. 


The  son  of  the  late  Rev.  Robert 
F.  Dunn,  a central  and  west  Texas 
Methodist  minister.  Dr.  Dunn  was 
a member  of  the  American  Medi- 
cal Association  and  was  a fellow 
of  the  American  College  of  Sur- 
geons. He  belonged  to  the  Masonic 
Lodge  and  the  Kiwanis  Club  in 
Fort  Worth. 

Survivors  include  his  widow,  the 
former  Miss  Freda  N.  Knight 
whom  he  married  in  1921 ; a son. 
Nelson  L.  Dunn,  Jr.,  of  Waxa- 
hachie; three  daughters,  Mrs.  Al- 
bert Baucum  of  Midlothian,  Mrs. 
Kenneth  Blackford  of  Arlington 
and  Mrs.  Robert  E.  Webster  of 
Dallas;  a brother.  Dr.  Sam  Dunn 
of  Lubbock;  three  sisters,  Mrs. 
Beulah  Turner  and  Miss  Mary 
Dunn,  both  of  Lubbock,  and  Mrs. 
Lee  Quillen  of  Dallas;  and  13 
grandchildren. 


DR.  F.  VARGAS  G. 

Dr.  Francisco  Vargas  G.,  an  El 
Paso  resident  for  34  years,  died 
June  17.  He  was  68. 

A member  of  El  Paso  County 
Medical  Society,  Texas  Medical 
Association,  and  the  American 
Medical  Association,  Dr.  Vargas 
was  born  in  Ahualulco,  Jalisco, 
Mexico.  He  was  a graduate  of  the 
medical  school  at  the  University 
of  Guadalajara  in  1922. 

He  was  a fourth  degree  Knight 
of  Columbus  in  the  Del  Norte  As- 
sembly and  the  Del  Norte  Council 
No.  2592.  He  was  a charter  mem- 
ber of  the  Nocturnal  Adoration 
Society  of  Sacred  Heart  Parish. 

He  is  survived  by  his  wife,  Mrs. 
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Soledad  C.  Vargas;  two  daughters, 
Mrs.  R.  Ortiz  and  Mrs.  S.  Casillas; 
three  sons,  Francisco  A.  Vargas, 
Luis  M.  Vargas  and  Jorge  R.  Var- 
gas, all  of  El  Paso;  one  brother, 
Jose  Vargas;  four  sisters.  Misses 
Guadalupe  and  Maria  Luisa  Var- 
gas G.,  Mrs.  Miguel  Orozco,  all  of 
Guadalajara,  and  Mrs.  Miguel 
Levy  of  Mexico  City;  and  ten 
grandchildren,  all  of  El  Paso. 


DR.  F.  A.  HAGGARD 

Dr.  Fred  Andrew  Haggard  of 
Fort  Worth  died  April  21  of  a 
cerebral  hemorrhage.  He  had  re- 
tired from  practice  in  1940  and 
was  elected  to  honorary  member- 
ship in  TMA  in  1946  through  Tar- 
rant County  Medical  Society. 

He  was  born  June  28,  1880,  in 
Sumach,  Ga.,  the  son  of  John  C. 
and  Nancy  Henry  Haggard.  He 
received  his  medical  education  at 
the  University  of  Texas  Medical 
Branch,  graduating  in  1904. 

His  wife,  the  former  Gale  Hayes 
of  Sedalia,  Mo.,  died  in  1933.  The 
couple  had  no  children. 

Dr.  Haggard,  who  lived  at  the 
Blackstone  Hotel  in  Fort  Worth, 
moved  to  that  city  in  1904.  Dur- 
ing World  War  I he  had  served 
overseas  as  a major  in  the  medi- 
cal corps. 

Survivors  are  three  brothers, 
Horace  H.  Haggard,  Fort  Worth, 
Dr.  Frank  N.  Haggard  and  Dr. 
Charles  H.  Haggard,  San  Antonio; 
and  two  sisters,  Mrs.  A.  J.  Small- 
wood, Hillsboro,  and  Mrs.  William 
Marshall,  San  Francisco. 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1965.  Annual  Meeting,  Chicago,  June  26- 
30,  1966.  Dr.  F.  J.  L.  Blasingame,  535 
Dearborn,  Chicago  10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966  ; Austin,  Pub- 
lic Relations  Conference,  Sept.  24-26, 
1965  ; Austin,  Conference  for  County  Med- 
ical Society  Officials,  Jan.  22-23,  1966. 
C.  Lincoln  Williston,  1801  N.  Lamar, 
Austin,  Exec.  Sec. 

AUGUST 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Philadelphia,  Pa.,  Aug.  22- 
27,  1966.  Dr.  Glenn  Gullickson,  30  N. 
Michigan,  Chicago  2,  Exec.  Dir. 

American  Hospital  Association,  San  Fran- 
cisco, Aug.  30-Sept.  2,  1965.  Dr.  Edwin 

L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

Texas  Division,  American  Cancer  Society, 

Dallas,  Aug.  17-18,  1966.  Mr.  C.  W.  Rei- 
mann,  6014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Houston,  Aug.  13-15,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 

SEPTEMBER 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va.,  Sept.  9- 

11,  1965.  Dr.  C.  L.  Randall,  100  Meadow 
Road.  Buffalo  16,  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  5,  Exec.  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25,  1965.  Dr.  C.  E.  Gilmore,  811  Bon- 
ham, Paris,  Sec. 

Blackford  Memorial  Lectures,  Lake  Tex- 
oma,  Sept.  11-12,  1966.  Dr.  Fred  W.  Shel- 
ton, 600  N.  Highland  Ave.,  Sherman, 
Chm. 

National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc., 

Chicago,  Dec.  4-9,  1966.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice, 

Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 

12,  Exec.  Sec. 


American  Academy  of  Ophthalmology  and 

Otolaryngology,  Chicago,  Oct.  14-19,  1965. 
Dr.  W.  L.  Benedict,  16  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Chicago, 
Oct.  23-28,  1965.  Dr.  E.  H.  Christopher- 
son,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Plastic  Surgeons, 

Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery, 

Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Cancer  Society,  Inc.,  New  York, 
Oct.  25-29,  1966.  Mr.  G.  Whittlesey,  219 
E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St,,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians.  Mr. 

M.  Kornfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Gastroenterology,  Bal 
Harbour,  Fla.,  Oct.  24-27,  1966.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition,  New  York 
City,  Oct.  10,  1965.  Dr.  Robert  A.  Peter- 
man, 3 Craig  Court,  Totowa  Borough, 

N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists. Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec,  Sec. 

American  College  of  Physicians,  Miami 
Beach,  Fla.,  Oct.  7-9,  1965.  Dr.  E.  C. 
Rosenow,  Jr.,  4200  Pine,  Philadelphia  4, 
Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Atlantic 
City.  Oct.  18-22,  1965.  Dr.  Samuel  P. 
Harbison,  Pittsburgh,  Sec. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 
19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Gastroenterological  Association, 

Chicago,  May  26-28,  1966.  Dr.  David 

Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C, 

American  Gynecological  Society.  Dr.  C.  J. 

Lund,  260  Crittenden  Blvd.,  Rochester  20, 
N.  Y.,  Sec. 


American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A. 
Betts,  44  E.  23rd,  New  York  10,  Exec.  Dr. 

American  Neurological  Association,  Wash- 
ington, D C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio.  June  20-23,  1966.  Dr.  James  A. 
Ferguson,  320  W.  Lafayette,  Detroit 
48226. 

American  Medical  Women’s  Association, 

Chicago,  Nov.  10-14,  1966.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Public  Health  Association,  Inc., 

Chicago,  Oct.  18-22,  1965.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver, Oct.  23-27,  1965.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 

Chicago,  Oct.  15-23,  1965.  Miss  Eleanor 
F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

American  Surgical  Association,  Boca  Raton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 

American  Thoracic  Society,  San  Francisco, 

May  23-25,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Columbus,  Ohio,  Oct.  7-9, 
1965.  Mr.  H.  E.  Northam,  185  N.  Wa- 
bash, Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Chicago, 
Nov.  5,  1965.  Dr.  George  A.  Hallenbeck, 
Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck.  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-5,  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico. 
Dr.  James  Nauman,  1603  N.  Tucson  Blvd., 
Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago. Nov.  28-Dec.  3,  1965.  Mr.  M.  D. 
Frazer,  1744  S.  58th  St.,  Lincoln,  Neb., 
Sec. 

South  Central  Association  of  Blood  Banks, 

San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge,  La.,  Sec. 


Volume  61,  AUGUST,  1965 


653 


Southern  Medical  Association,  Houston. 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts.  2601 
Highland.  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-5.  1965.  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va,.  December,  1965.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22.  Ga.,  Sec. 

South  Texas  District,  American  College  of 

Surgeons.  Dr.  August  Herff,  Jr..  1526 
Nix  Professional  Bldg.,  San  Antonio, 
Sec. 

Southwest  Allergy  Forum,  El  Paso,  April, 
1966.  Dr.  W,  P.  Coleman.  1828  Calhoun 
St..  New  Orleans,  La.,  Sec. 

Southwest  Regional  Cancer  Conference. 

Tony  W.  Halbert,  905  5th  Ave.,  Fort 
Worth,  Sec. 

Southwestern  Medical  Association,  El  Paso, 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St.,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine. 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21.  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla. 

United  Slates-Mexico  Border  Public  Health 
Association.  Dr.  Jorge  Jimenez-Gandica, 
501  U.  S.  Court  House.  El  Paso,  Sec. 

State 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1965.  Mr.  D.  C.  Jackson,  1906 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton, Dec,  4,  1966.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966.  Dr.  C.  F.  Miller,  Box  1338, 
Waco.  Sec. 

Texas  Association  for  Mental  Health,  Fort 
Worth.  Oct.  21-22.  1965.  R.  W.  Shafer, 
•Jr..  4004  N.  Lamar  Biv.,  Austin,  Exec. 
Dir. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fran- 
cine  Jensen.  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  16,  1966.  Dr.  G.  K. 
Womack.  1402  Nueces,  Austin.  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Houston.  Oct. 
31,  1965.  Dr.  A.  C.  Ressmann,  714  Medi- 
cal Arts  Bldg.,  San  Antonio,  Sec. 

Texas  Diabetes  Association,  Austin,  April 
17,  1966.  Dr.  I^conard  R.  Robbins,  3618 
Yoakum.  Houston,  Sec. 


Texas  Hospital  Association,  Dallas,  May  14- 
18,  1966.  O.  Ray  Hurst,  6225  U.  S.  High- 
way 290  E.,  Austin,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Aus- 
tin. April  14,  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont.  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
Box  17330,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr,  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas,  Sec, 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin.  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Corpus 

Christi,  Feb.  20-24,  1966.  J.  N,  Murphy, 
Jr.,  P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 

Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Houston, 

Dec.  3,  1965.  Dr.  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, San  Antonio,  Dec.  3-4,  1965. 
Dr.  Jack  B.  Lee,  409  Camden  St.,  San 
Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc,,  San 
Antonio,  Jan.  30,  1966.  Dr.  Jack  L. 
Smith,  3155  Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon.  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging.  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas.  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences.  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin.  April  14.  1966.  Dr. 
D.  H.  Smith.  1501-A  N.  De  Leon.  Vic- 
toria. 


Texas  Surgical  Society,  Galveston,  Oct.  3-5. 
1965-  Dr.  W.  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin. 
April  14.  1966.  Dr.  J.  C.  Long,  805  W. 
8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

Texas  Urological  Society,  Shreveport,  La., 
January,  1966.  Dr.  Grant  Begley,  1416 
Pennsylvania,  Fort  Worth,  Sec. 


District 

First  District  Society,  El  Paso.  Feb.  5,  1966. 
Dr.  Mario  Palafox.  1220  N.  Stanton.  El 
Paso.  Sec. 

Third  District  Society,  Lubbock,  Oct.  9. 

1965.  Dr.  Louis  Devanney.  2209  W.  7th. 
Amarillo.  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  J.  E. 
Albright.  2481  Medical  Center.  Corpus 
Christi.  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas.  602 
W.  13th.  Austin.  Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb. 
421  S.  Oak.  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 

1966.  Dr.  Bobby  Jones,  218  Main  Street. 
Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine.  Sec. 

Twelfth  District  Society.  Dr.  Walker  Lea, 
Scott  and  White  Clinic.  Temple.  Sec. 

Thirteenth  District  Society.  Dr.  W.  H.  Neil, 
1217  W.  Cannon,  Fort  Worth,  Sec. 


Clinics 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio.  Jan.  24-26, 
1966.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  26-27,  1966.  Miss  Alma 
F.  O'Donnell,  603  Medical  Arts  Bldg., 
Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston.  Mi's.  W.  H.  Dahme,  209 
Jesse  H.  Jones  Library  Bldg.,  Houston 
25,  Exec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas,  Dec. 
10-11,  1966.  Harry  H.  Miller,  Gulf  Coast 
Hospital,  Baytown,  Sec. 
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Pediatric  Radiology- 
Specialty  Within  Specialty 

A LTHOUGH  radiology  has  a short  history,  sub- 
groups  have  developed  which  have  greatly  enhanced 
the  radiologic  appreciation  of  many  diseases.  Radio- 
logic  investigation  of  cardiovascular  disease,  neuro- 
surgical conditions,  diseases  of  the  gastrointestinal 
tract,  and  pediatric  illnesses  by  radiologists  whose 
interests  lie  primarily  in  these  respective  fields,  is 
becoming  increasingly  common. 

This  development  of  a specialty  within  a specialty 
is  best  exemplified  in  pediatric  radiology  where  the 
importance  of  utilizing  radiologic  procedures  in  the 
diagnosis  of  pediatric  illnesses  has  become  clearly 
recognized.  Pediatric  radiology,  although  embodied 
by  the  general  subject  of  radiology,  has  recently 
become  a firmly  established  entity.  This  is  evidenced 
by  the  increasing  number  of  radiologists  who  are 
devoting  a portion  or  all  of  their  professional  inter- 
est to  the  diagnostic  problems  of  the  pediatric  pa- 
tient. This  interest  has  developed  from  the  ever- 
increasing  awareness  of  the  specialized  problems 
of  this  group,  and  the  realization  that  the  illnesses 
affecting  children  generally  require  a different  ap- 
proach, both  diagnostically  and  therapeutically,  than 
the  same  diseases  in  adults.  In  addition,  just  as 
there  are  certain  illnesses  limited  to  the  adult,  the 
pediatric  patient  also  has  his  own  distinctive  group 
of  afflictions.  Congenital  anomalies,  many  of  which 
require  correction  for  survival  either  beyond  the 
neonatal  stage  or  to  adulthood,  constitute  a number 
of  these  distinctive  pediatric  diseases.  This  is  es- 
pecially true  regarding  congenital  lesions  of  the 
cardiovascular,  respiratory,  urinary,  and  digestive 
systems.  The  urgency  required  in  the  prompt  and 
accurate  diagnosis  in  many  of  these  abnormalities 
in  the  newborn  offers  the  radiologist  a challenge 
not  often  found  with  the  adult  patient. 

Because  of  the  necessity  for  rapid  exposure  time, 
quality  radiologic  studies  of  infants  initially  was 
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not  as  successful  as  in  older  patients,  there- 
fore considerable  delay  occurred  in  correla- 
tion of  many  pediatric  diseases  and  their 
roentgenographic  manifestations.  The  subse- 
quent development  of  x-ray  equipment  cap- 
able of  short  exposures  has  now  made  it 
equally  easy  to  study  the  infant  and  the 
adult.  However,  much  more  patience  and 
time  is  frequently  necessary  to  attain  quality 
studies  of  a struggling  uncooperative  young 
child,  and  in  addition  it  is  imperative  to 
protect  the  gonadal  area.  An  example  of  a 
special  technique  used  in  the  radiographic 
study  of  young  infants  is  demonstrated  by 
excretory  pyelography.  The  excessive  amount 
of  small  bowel  gas  normally  found  in  infants 
obscures  the  renal  areas  and  consequently, 
after  intravenous  injection  of  contrast 
media,  the  infant  is  allowed  to  take  a bottle 
containing  a carbonated  beverage.  The  in- 
gested gas  distends  the  stomach,  which  in 
turn  displaces  loops  of  small  bowel  away 
from  the  renal  area,  affording  a better  view 
of  the  kidneys. 

The  maturation  of  pediatric  radiology  into 
a distinct  medical  specialty  has  resulted  from 
the  establishment  and  development  of  pedi- 
atric hospitals,  these  institutions  requiring 
specialized  radiologic  opinions  which  could 
be  obtained  only  from  physicians  having  a 
knowledge  of  both  pediatrics  and  radiology. 
The  maturity  of  pediatric  radiology  as  a 
significant  specialty,  embodying  the  general 
principles  of  radiology,  but  with  special  at- 
tention to  pediatrics,  was  acknowledged  in 
1958  by  the  formation  of  the  Society  for 
Pediatric  Radiology.^ 

Future  developments  in  pediatrics  and  ra- 
diology will  provide  additional  information 
in  the  diagnosis  of  pediatric  illnesses,  and 
enhance  our  understanding  of  many  neonatal 
and  even  intrauterine  afflictions  which  now 
are  poorly  understood. 

— Edward  B.  Singleton,  M.D.,  Houston. 
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Chart  your  course! 
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Public  Relations 
Conference 

Sept.  25,  1965,  Austin 


Pediatricians  Must  Give 
Advice  to  Parents 

Today,  with  the  mass  of  scientific  knowi- 
edge  that  is  available  for  teaching  in  medical 
schools  and  in  pediatric  intern  and  residency 
programs,  one  field  is  sadly  neglected. 

That  field  is  parental  guidance  and  in- 
struction. It  is  somewhat  late  when  the  fam- 
ily and  child  have  to  be  referred  to  child 
guidance  clinics  to  attempt  to  control  so- 
called  delinquents.  The  old  adage,  “If  you 
desire  a child  to  grow  up  straight  he  must 
be  bent — over  the  knee — when  young,”  is 
true. 

We,  who  are  supposedly  interested  and 
trained  in  child  care,  must  return  to  the  pro- 
fessional care  of  children  and  relegate  the 
business  side  of  medicine  to  its  correct  po- 
sition. 

It  is  much  more  important,  in  my  opinion, 
for  us  to  work  toward  preparing  these  chil- 
dren for  a well-adjusted  adulthood  than  to- 
ward increasing  the  number  who  are  simply 
living,  albeit  on  tranquilizers  and  in  psychia- 
trists’ offices. 

I believe  we  are  woefully  neglectful  when 
we  see  flat-chested  little  girls  9 to  12  years 
old  wearing  lipstick,  bras,  or  high  heels,  and 
fail  to  remind  the  parents  that  children 
should  not  be  pushed  into  adulthood,  but  al- 
lowed to  act  their  age.  We  should  voice  our 
opposition  to  the  custom  of  “kids”  going 
steady  and  having  unchaperoned  parties ; 
perhaps  by  so  doing  we  might  have  some  in- 
fluence upon  lowering  the  number  of  preg- 
nancies in  high  school  students,  and  early 
marriages  which  have  poor  chances  of  last- 
ing much  longer  than  the  birth  of  a child. 

When  the  father  has  to  quit  school  and  try 
to  support  a family,  or  the  grandparents 
have  to  rear  the  child,  the  cycle  of  problems 
begins  anew.  The  victim  is  the  infant  who, 
instead  of  having  the  discipline  and  regula- 
tion that  comes  with  love,  has  what  is  felt 
to  be  an  easier  path — permissiveness,  or 
worse,  resentment.  When  he  is  older  and 
can’t  seem  to  get  along  with  other  children, 
or  gets  rebellious,  and  is  then  taken  to  the 
pediatrician,  the  diagnosis  too  frequently  is, 
“He  is  going  through  a phase.”  He  or  she 
is,  but  it  is  partly  our  fault. 

By  giving  sound  advice  along  with  feeding 
instructions  we  may  forfeit  some  popularity 
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in  the  community,  but  we  are  not  running  a 
popularity  contest.  Our  role  is  far  more  com- 
plex, for  we  are  supposed  to  be,  next  to  the 
parents,  the  child’s  best  friend. 

— Paul  R.  Meyer,  M.D.,  Port  Arthur. 

Acne,  Today 

One  of  the  most  universal,  perplexing, 
defiant,  and  often  recalcitrant  dermatologic 
conditions  is  acne  vulgaris.  The  enormous 
amount  of  progress  in  medical  science  made 
during  the  past  decade  has  clarified  the 
causative  mechanism  of  many  diseases,  and 
new  and  better  therapeutic  procedures  have 
often  resulted. 

The  modern  concept  of  etiology  embraces 
the  basic  premise  that  acne  is  caused  by  the 
effect  of  sex  hormone  on  the  skin  adnexal 
structures.  The  androgenic  effect  on  seba- 
ceous apparatus  is  hypertrophy,  and  in- 
creased secretion  which,  when  coupled  with 
follicular  plugging,  produces  the  basic  lesions 
of  acne:  comedones,  papules,  and  eventually 
infected  pustules. 

Therapy  usually  includes  the  conventional 
dietary  restrictions,  hygiene,  topical  sulfur- 
containing  medications,  and  physical  thera- 
peutic procedures,  such  as  ultraviolet  light, 
cryotherapy  and  ionizing  radiation.  Theoret- 
ically it  would  be  assumed  that  hormone 
therapy  would  be  the  most  direct  approach 
to  the  problem ; however,  it  is  not  used  rou- 
tinely. The  hormone  “imbalance”  is  an  im- 
perfectly understood  complex  condition,  and 
estrogenic  substances  are  used  primarily  in 
the  older  female  patients  who  show  obvious 
hormone  influences,  such  as  premenstrual 
flaring.  Progestational  preparations  in  select- 
ed cases  in  this  category  are  often  beneficial ; 
however,  this  is  not  a generally  accepted 
treatment  at  this  time. 

The  major  therapeutic  advance  during  the 
past  decade  in  the  management  of  infected 
acne  is  systemic  antibiotic  therapy.  The  bac- 
teria usually  involved  are  anaerobic  Coryne- 
hacterium  ( Proprionibacterium)  acnes  and 
staphylococci.  The  former  is  unusually  sen- 
sitive to  low  doses  of  tetracycline  which  pos- 
sibly accounts  for  the  almost  universal  clin- 
ical preference  for  this  type  of  broad  spec- 
trum antibiotic.  Some  favor  short,  inter- 
rupted courses  of  the  antibiotic  in  full  dosage 
of  1.0  gm.  daily;  while  others  prefer  pro- 
longed, low  dose  schedules  (250  mg.-125  mg. 
daily).  Surprisingly,  drug  resistance  or  re- 


actions are  extremely  rare  even  after  months 
or  years  of  low  dosage  management. 

Dermabrasion  has  now  been  evaluated  for 
over  ten  years  and  the  indications  and  re- 
sults are  fairly  well  established.  This  surgi- 
cal abrasive  procedure  is  effective  in  reduc- 
ing the  prominence  of  certain  types  of  post- 
acne pits  and  scars.  It  is  not  a therapeutic 
procedure  for  active  acne  and  is  not  effec- 
tive in  correcting  deep,  “ice  pick”  pits  or 
deep  scars.  There  is  some  risk  of  complica- 
tions in  patients  in  whom  keloids  tend  to 
form,  and  in  those  with  a tendency  for  post- 
inflammatory  hyperpigmentation.  Probably 
the  most  important  factor  in  selection  of  a 
candidate  for  dermabrasion  is  the  evalua- 
tion of  the  psychological  trauma  caused  by 
the  patient’s  scarring  and  the  amount  of 
facial  and  psychic  improvement  which  might 
be  obtained  from  the  abrasion. 

Most  of  the  patients  seeking  advice  about 
dermabrasion  are  discouraged.  Only  care- 
fully selected  patients  are  real  candidates 
for  this  cosmetic  surgical  procedure. 

Careful  individual  evaluation  of  each  case 
of  acne  is  essential,  and  all  patients  with 
acne  need  and  deserve  appropriate  treat- 
ment. The  psychological  implications  of  the 
problem  must  be  equated  against  the  organic 
disease,  and  therapy  must  include  all  facets 
of  the  individual’s  physical  and  psychologi- 
cal status. 

— Eugene  P.  Schoch,  Jr.,  M.D.,  Austin. 


Virus  Theory  of  Cancer  Etiology 

In  gaining  an  understanding  of  the  ma- 
lignant  cell  a major  problem  concerns  the 
mechanism  by  which  altered  genetic  changes 
are  accomplished,  and  the  requirements  of 
multiple  factors  for  expression  of  malignan- 
cy. Chemical  and  physical  agents  long  have 
been  recognized  as  important  means  by  which 
malignant  neoplasms  may  be  induced.  In 
contrast,  the  virus  theory  has  gained  popu- 
larity only  in  recent  years,  with  the  increas- 
ing evidence  of  viral  malignant  growths  in 
animals,  and  in  light  of  the  concept  of  vi- 
ruses as  sources  of  extrinsic  RNA  (ribonu- 
cleic acid)  and  DNA  (desoxyribonucleic 
acid)  whereby  altered  genetic  information 
may  be  imposed  upon  a cell. 

Most  of  the  support  of  the  viral  theory  of 
cancer  in  humans  is  provided  by : ( 1 ) studies 
of  malignant  neoplasms  in  animals,  (2)  epi- 
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demiological  findings,  and  (3)  newer  gen- 
eral knowledge  of  virus  activities. 

Perhaps  the  best  support  of  the  viral  the- 
oiy  lies  in  the  demonstrated  role  of  viruses 
in  malignant  growths  in  animals,  including 
frog  renal  carcinoma,  rabbit  papilloma-carci- 
noma, rabbit  myxoma,  the  avian  leucosis 
complex,  the  several  mouse  leukemias,  mouse 
mammary  carcinoma,  the  papovavirus  infec- 
tions. Moreover,  the  electron  microscopists 
continue  to  report  finding  virus  or  virus- 
like particles  in  cancerous  or  precancerous 
human  tissues.  Since,  in  addition,  human 
adenoviruses  7,  12,  and  18  experimentally 
have  induced  malignant  grovd:hs  in  young 
hamsters,  it  is  difficult  to  argue  that  the 
human  species  escapes  virus-induced  malig- 
nant neoplasms. 

Epidemiological  findings  provide  data 
consistent  with  or  in  support  of  the  viral 
theory.  In  Burkitt’s  African  lymphoma  of 
children,  it  is  conjectured  that  the  disease 
perhaps  is  mosquito-borne,  similar  to  rabbit 
myxoma.  The  remissions  and  exacerbations 
in  human  leukemia  often  are  suggestive  of 
an  infectious  disease.  The  clustering  of  cases 
of  leukemia  which  has  occurred  at  Niles,  111., 
and  elsewhere  has  been  almost  suggestive  of 
epidemics.  The  finding  that  leukemia  virus 
in  mice  may  be  transmitted  through  the  em- 
bryo from  infected  parents  to  untreated  off- 
spring which  are  not  nursed  by  the  mother 
suggests  possible  importance  of  vertical  (con- 
genital) transmission  of  oncogenic  agents  in 
contrast  with  the  usual  horizontal  transmis- 
sion of  infectious  diseases.  This  could  indeed 
explain  partially  the  familial  predisposition 
to  certain  types  of  malignant  grovThs.  This 
does  not  necessarily  rule  out  the  theory  of 
contact  transmission  which  can  occur,  for 
instance,  in  Rous’s  sarcoma  of  chickens. 

The  sequential  development  of  malignant 
growth  following  viral  infection  in  the  same 
tissue  site  is  circumstantial  but  at  times 
quite  suggestive.  Examples  are  well  known 
instances  of  testicular  tumors  following 
mumps  orchitis,  skin  carcinomas  following 
smallpox  vaccination,  squamous  carcinoma 
following  herpes  simplex  lesions,  various 
malignant  growths  in  skin  following  herpes 
zoster,  and  malignant  neoplasms  following 
lymphogranuloma  venereum,  condyloma  acu- 
minatum, and  other  conditions. 

Finally,  oncogenic  viruses  appear  to  ex- 
hibit ordinary  properties  of  viruses,  espe- 
cially in  regard  to  structure,  transmissibility, 
cell  necrotizing  effect  and  immunology.  No 


longer  can  it  be  said  that  malignant  growths 
cannot  be  induced  in  animals  by  a common 
human  virus.  Some  of  the  common  ordinary 
viruses  such  as  those  of  the  adeno-group  al- 
ready mentioned  are  viewed  with  suspicion. 
Perhaps  other  young  animals  will  prove  su- 
perior to  the  young  hamster  in  testing  hu- 
man viruses  for  oncogenic  capacity.  New 
techniques  in  searching  for  significant  viral 
genetic  material  in  malignant  cells  which 
are  free  from  demonstrable  infectious  virus 
appear  promising  and  are  being  explored  in 
several  laboratories.  Direct  evidence  of  per- 
sistence of  viral  nucleic  acid  was  shown  in 
rabbit  papilloma- carcinoma  by  its  induction 
with  nucleic  acid  extracted  from  non-infec- 
tious  tissue. 

If  multiple  provoking  factors  may  be  re- 
quired for  virus  activation  in  the  expression 
of  malignancy,  this  would  be  consistent  with 
many  other  viral  infections.  Oncogenesis  by 
infectious  virus  in  malignant  growths  in- 
duced by  radiation  or  other  physical  or  chem- 
ical means  perhaps  is  explainable  on  the 
basis  of  unrecognized  latent  virus  or  its  po- 
tentially infectious  nucleic  acid.  Certainly 
some  of  the  objections  to  the  viral  theoiy  of 
the  etiology  of  cancer  are  becoming  untena- 
ble. Hopefully,  the  scientific  community  is 
testing  the  theory  with  new  technique  of  the 
several  scientific  disciplines. 

— Lois  Leffingwell,  Ph.D.,  and 
J.  V.  Irons,  Sc.D.,  Austin. 
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Rapport  Is  6oal  for  Physicians, 
Workmen's  Compensation  Carriers 


The  Physicians  and  Carriers  Workmen's  Compensation  Com- 
mittee has  done  much  to  promote  a common  understanding  between 
the  physicians  of  Texas  and  the  workmen's  compensation  segment 
of  the  insurance  industry.  The  Texas  Medical  Association  rep- 
resentatives to  this  bilateral  group  are  the  members  of  our 
Committee  on  Workmen's  Compensation,  chaired  by  Dr.  Sam  N.  Key 
of  Austin.  We  can  be  proud  of  the  fine  accomplishments  of  the 
joint  committee  and  of  the  major  contributions  made  by  the  phy- 
sician members. 

The  bilateral  group  has  several  prime  objectives.  It  en- 
courages the  use  of  local  grievance  or  special  insurance  com- 
mittees to  settle  disagreements  between  physicians  and  insur- 
ance carriers  arising  from  workmen's  compensation  cases,  and 
it  is  prepared  to  hear  appeals  of  local  decisions.  It  meets 
regularly  to  discuss  problems  that  may  beset  either  group.  For 
both,  it  serves  in  the  area  of  public  relations.  The  committee 
now  proposes  to  add  another  function:  It  will  disseminate  edu- 
cational information  of  interest  both  to  physicians  and  the 
insurance  industry. 

I feel  this  new  area  of  action  will  be  one  of  the  joint 
committee's  most  meaningful  activities.  Meeting  during  the 
last  Annual  Session,  the  committee  took  especial  note  of  the 
problem  of  communication  between  insurance  carriers  and  the 
medical  profession.  Neither  group  has  an  effective  means  of 
telling  its  story  to  the  other.  It  is  hoped  that  this  new  edu- 
cational effort  will  open  a permanent  line  of  communication, 
and  give  both  an  opportunity  to  better  understand  the  other's 
problems  in  a broader  sense  than  can  be  achieved  when  specific 
cases  are  being  discussed. 

To  implement  this  program,  the  insurance  carriers  have 
agreed  to  furnish  speakers  to  county  medical  societies.  These 
speakers  will  discuss  the  mechanics  of  arbitration,  and  other 
subjects  of  mutual  interest. 

Our  central  office  has  written  to  county  society  secre- 
taries about  this  opportunity,  and  it  is  hoped  that  many  socie- 
ties will  invite  one  of  these  speakers  for  a meeting  devoted 
to  the  physician's  role  in  workmen's  compensation  cases. 


A <5^ , - 

President 
Texas  Medical  Association 
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Immunohematologic  Aspects  of  Cancer 
Of  Clinical  Significance 


r- — ^ THE  PHRASE  “immunohemato- 

REVIEW  ARTICLES  logic  aspects  of  cancer”  in  the  title 

■ of  this  article  means  an  antigen- 
antibody  reaction  which  results 
from  the  interaction  between  the  patient  and 
his  cancer  and  which  is  demonstrable  in  the 
blood.  Antigen  can  be  defined  as  a substance, 
chemical,  bacterial,  or  cellular,  recognized  as 
foreign  to  the  host’s  lymphoreticuloendothe- 
lial  system.  Such  recognition  is  followed  by 
the  production  of  specific  proteins  (anti- 
bodies) that  react  with  the  antigen  with  a 
high  degree  of  specificity.^ 

The  words  “of  clinical  significance”  in 
the  title  of  this  article  refer  to  what  we  know 
about  such  immunologic  reactions  that  have 
in  some  instances  added  to  our  understand- 
ing of  cancer.  In  rare  instances  they  are 
already  playing  a role  in  the  early  diagnosis 
of  a few  forms  of  cancer;  less  frequently, 
they  have  a limited  prognostic  significance 
and  occasionally  they  have  a bearing  on 
therapy. 

Investigators  in  the  field  of  immunohema- 
tology  believe  that  the  immunologic  approach 
eventually  will  answer  some  unsolved  ques- 
tions relating  to  cancer. 

When  we  speak  about  immunologic  aspects 
of  cancer,  several  questions  need  to  be  an- 
swered: What  is  the  nature  of  the  antigen? 
What  is  its  location?  Its  origin?  What  is 
the  nature  of  the  antibody  or  antibodies? 
What  is  their  origin  ? How  do  they  react  and 
how  can  they  be  demonstrated? 

(It  is  well  to  state  at  the  beginning  that 
our  knowledge  of  the  immunologic  aspects 
of  cancer  is  rudimentary.  Ours  is  similar 
to  the  situation  confronting  a child  when  he 
tries  to  put  together  a jigsaw  puzzle  and 

r/i.i-s  article  was  originally  given  as  a paper  at  the 
100!)  TMA  Annual  Session. 


finds  only  a few  pieces  that  seem  to  fit  a 
pattern.) 

Are  there  specific  antigens  in  cancer  cells 
which  are  absent  from  normal  cells?  This 
is  the  hypothesis  of  Zilber.^  He  injected 
guinea  pigs  with  extracts  of  cancer  tissue. 
He  then  desensitized  them  with  extracts  of 
normal  tissue,  until  they  failed  to  react  to 
normal  tissue.  They  still  reacted  with  ana- 
phylactic shock  when  injected  with  cancer 
tissue.  Green^-®  took  the  opposite  view:  Nor- 
mal cells  contain  an  antigen  which  is  absent 
from  cancer  cells. 

There  is  experimental  evidence  in  support 
of  the  hypothesis  that  cancer  cells  are  de- 
prived of  certain  antigenic  properties.  Loss 
of  a tissue-specific  antigen  has  been  demon- 
strated in  the  cells  of  experimental  tumors 
of  hamster  kidney'^  and  rat  liver®  and  of 
spontaneous  tumors  of  human  skin®  and  gas- 
trointestinal tract®  by  the  use  of  heterolo- 
gous antibodies.  There  is  also  clinical  evi- 
dence: In  patients  with  chronic  thyroiditis 
autoantibodies  are  frequently  present.^®  They 
react  with  normal  thyroid  tissue,  but  not 
with  cells  of  cancer  of  the  thyroid.  This  is 
interpreted  as  evidence  that  normal  cells  of 
the  thyroid  have  an  antigen  which  is  absent 
from  cancer  cells. This  would  obviously  be 
advantageous  for  cancer  cells  and  disadvan- 
tageous for  normal  cells.  If  this  concept  of 
enhanced  survival  of  neoplastic  cells  result- 
ing from  greater  susceptibility  of  normal 
cells  is  correct  then  an  increased  incidence 
of  neoplasia  would  be  expected  in  so-called 
autoimmune  diseases.  This  conclusion  is  sup- 
ported by  at  least  three  observations : 

Increased  incidence  of  thyroid  carcinoma 
in  chronic  thyroiditis  has  been  noted.^®'^® 
Chronic  thyroiditis  may  be  latent  clinically 

Supported  in  part  by  PHS  Grant  AM-08705  from 
National  Institute  of  Arthritis  and  Metabolic  Dis- 
eases. 
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Knowledge  of  immunohematologic  aspects 
of  cancer  remains  rudimentary,  but  isolated 
items  have  been  accumulated.  Some  of  these 
have  found  application  in  early  diagnosis, 
follow-up,  prognosis,  and  even  therapy. 


for  a long  time.  Consequently  it  is  not  known 
if  it  precedes  the  development  of  cancer.  On 
the  other  hand,  ulcerative  colitis,  which  is 
recognized  as  an  autoimmune  disease  with 
demonstrable  autoantibodies  against  colonic 
epithelial  cells, has  been  shown  to  precede 
and  predispose  to  carcinoma  of  the  colon.’^® 
In  one  series,  358  cancers  of  the  colon  were 
found  in  9,469  patients  with  ulcerative  co- 
litis, an  incidence  of  3.8  percent,  compared 
with  the  general  incidence  0.13  percent.  In 
a report  from  the  Mayo  Clinic  the  high  inci- 
dence was  confirmed,  and  as  much  as  6.3 
percent  of  carcinoma  was  found  in  children 
with  colitis  under  16  years  of  age.^®  Death 
from  cancer  of  the  colon  was  reported  30 
times  more  frequently  in  1,564  cases  of  ul- 
cerative colitis  than  in  the  general  popula- 
tion of  the  same  age  and  sex.  The  average 
age  when  carcinoma  develops  is  42  in  ulcera- 
tive colitis  and  63  in  patients  without  colitis. 

Patients  with  pernicious  anemia  develop 
autoantibodies  reacting  with  the  parietal 
cells  of  the  fundus  and  body  of  the  stom- 
ach.21  A higher  incidence  of  gastric  can- 
cer is  claimed  for  patients  with  pernicious 
anemia. 

Anemia  in  Cancer 

The  study  of  anemia  has  been  thus  far 
the  most  important  source  of  valid  and  con- 
vincing data  in  support  of  the  immunologic 
nature  of  at  least  some  forms  of  cancer. 

Anemia  is  a common  and  occasionally  seri- 
ous complication  of  cancer.  Its  causes  are 
the  same  as  in  noncancerous  conditions, 
namely,  excessive  blood  loss,  posthemorrhag- 
ic anemia;  excessive  destruction,  hemolytic 
anemia;  and  inadequate  production,  hypo- 
plastic anemia ; any  one  of  them  or  any  com- 
bination. In  days  when  anatomic  pathologic 
findings  were  the  main  source  of  informa- 
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tion,  osseous  metastases  were  considered  a 
frequent  cause  of  anemia  due  to  inadequate 
production.  Modern  methods  permit  detec- 
tion of  early  changes  responsible  for  hypo- 
plastic anemias.  In  cancer,  decreased  serum 
iron  levels  associated  with  normal  quantities 
of  storage  iron  is  thought  a more  important 
cause  of  inadequate  red  cell  production.  Hy- 
poferremia  is  progressively  lower  with  the 
dissemination  of  the  neoplasm. 22 

Hemolytic  anemia  characterized  by  short- 
ened survival  of  erythrocytes  is  seen  in 
cancer. 

For  our  discussion,  the  most  important  is 
the  autoimmune  hemolytic  anemia  caused 
by  the  action  of  autoantibodies  directed 
against  the  host’s  own  red  cells  and  result- 
ing in  their  shortened  survival.  The  anti- 
globulin, or  Coombs  test,  detects  the  anti- 
body globulin  on  the  surface  of  the  red  cells. 
This  type  of  anemia,  though  most  frequent 
in  chronic  lymphocytic  leukemia  and  in  lym- 
phomas, especially  lymphosarcoma,  has  been 
observed  in  a long  list  of  carcinomas  origi- 
nating in  different  organs  and  in  neoplasms 
such  as  ovarian  tumors,  including  dermoids, 
and  teratomas,  Boeck’s  (Besnier-Schau- 
mann’s)  sarcoid,  Kaposi’s  angiosarcoma,  and 
rarely  in  acute  leukemias  and  in  chronic 
granulocytic  leukemia,  and  in  precancerous 
conditions,  such  as  dermatomyositis  and  ul- 
cerative colitis. 

In  chronic  lymphocytic  leukemia  and  in 
lymphosarcoma  the  Coombs  test  is  frequent- 
ly positive;  in  one  report,  in  all  20  cases  of 
lymphoma.2^  In  other  forms  of  cancer,  the 
Coombs  test  was  thought  rarely  positive,  but 
recently,  Betts  and  others25’  reported  fre- 
quently positive  results  only  when  a modi- 
fied technique  for  the  antiglobulin  test  was 
used.  When  not  inactivated  antiglobulin  se- 
rum was  used  the  test  was  positive  in  48  of 
52  cases  of  carcinoma,  originating  in  bron- 
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chus,  uterus,  pancreas,  urinary  bladder,  pros- 
tate, colon,  and  ovary.  Green  and  others^'® 
concluded  that  the  anemia  of  cancer  in  gen- 
eral, and  not  only  of  certain  lymphoid  tu- 
mors, is  primarily  of  an  autoimmune  type 
and  that  the  tumor  and  not  the  host  is  the 
source  of  the  hemolytic  antibody.  The  latter 
conclusion  is  based  on  Green’s  hypothesis 
that  the  cancer  cells  lack  certain  specific 
tissue  antigens  and  consequently  have  no  ac- 
quired tolerance  to  normal  tissue  and  can 
produce  antibodies  against  the  tissues  of  the 
host. 

Autoimmune  Hemolytic  Anemia 

Autoimmune  hemolytic  anemia  is  char- 
acterized by  a positive  antiglobulin  test 
(Coombs  test) . There  are  tv^m  interesting  and 
clinically  significant  features  in  the  relation 
between  this  form  of  anemia  and  neoplasms ; 

1.  The  anemia  may  be  present  before  the 
neoplasm  is  diagnosed.  In  a recent  report 
in  9 of  11  cases  of  lymphoma-’^  the  interval 
was  two  months  or  less.  On  the  other  hand 
16  cases  of  chronic  lymphocytic  leukemia 
were  diagnosed  11  times  before  hemolytic 
anemia  was  found.  Here  the  interval  be- 
tween the  two  was  considerably  longer,  aver- 
aging 28  months. 

2.  More  impressive  is  a number  of  reports 
in  which  the  autoimmune  hemolytic  anemia 
subsided  or  disappeared  completely  after  re- 
moval of  the  neoplasm.  Such  observations 
would  suggest  a cause  and  effect  relation- 
ship. 

There  are  a few  interesting  aspects  of 
autoimmune  hemolytic  anemia  in  cancer.  It 
is  most  frequent  in  chronic  lymphocytic  leu- 
kemia and  in  some  lymphomas,  for  example, 
lymphosarcoma,  but  rare  in  Hodgkin’s  dis- 
ease. The  frequency  of  autoimmune  anemia 
in  lymphomas  may  be  explained  by  the  abil- 
ity of  lymphocytes  to  produce  antibody.  The 
abnormal  lymphocytes  may  be  the  source  of 
abnormal  antibodies.  Why  is  it  rare  in 
Hodgkin’s  disease?  In  Hodgkin’s  disease  the 
production  of  lymphocytes  is  inhibited  as 
evidenced  by  the  lymphopenia.  This  may  be 
the  cause  of  the  rarity  of  autoimmune  hemo- 
lytic anemia. 

The  presence  of  autoimmune  anemia  in 
Kaposi’s  sarcoma  may  be  related  to  the  in- 
volvement of  the  reticulo-endothelial  system 
in  this  disease. 

The  hypothetical  explanation  of  the  im- 


mune hemolytic  anemia  in  the  preceding  two 
groups,  as  related  to  a disorder  of  the  retic- 
ulo-endothelial system,  cannot  be  applied  to 
the  third  group  consisting  of  heterogeneous 
neoplasms  in  which  a connection  with  anti- 
body producing  tissue  is  difficult  if  not  im- 
possible to  establish.  Here  belong  ovarian 
cysts  and  teratomas.  Barry  and  Crosby 
reported  a case  of  autoimmune  hemolytic 
anemia  associated  with  an  ovarian  teratoma 
and  reviewed  ten  cases  with  teratomas  or 
dermoids.  In  their  case  the  anemia  was  not 
improved  by  splenectomy,  but  was  cured  by 
removal  of  the  ovarian  tumor.  The  same 
beneficial  result  was  observed  in  six  of  the 
ten  reported  cases.  In  one  of  the  reported 
cases,  the  anemia  did  not  respond  to  the 
ovariectomy  but  interestingly  the  lesion  of 
the  ovary  was  not  a dermoid.  Immune  hemo- 
lytic anemias  have  also  been  reported  in  the 
presence  of  dermoids  elsewhere  in  the  body. 
The  cause  and  effect  relationship  between  the 
anemia  and  the  neoplasm  was  established  by 
prompt  cure  after  teratomectomy. 

Anemia  is  the  most  frequent  cause  of  mor- 
bidity in  chronic  lymphocytic  leukemia  and 
in  lymphosarcoma. 

In  chronic  lymphocytic  leukemia  hemolytic 
anemia  frequently  indicates  a turn  for  the 
worse. This  applies  especially  to  the  more 
active  disease,  characterized  by  reticulocyto- 
sis,  polychromatophilia,  and  spherocytosis  in 
the  peripheral  blood,  normoblastic  hyper- 
plasia of  the  marrow,  indirect  hyperbiliru- 
binemia, increased  fecal  urobilinogen,  short- 
ened survival  of  transfused  erythrocytes,  and 
by  a positive  direct  Coombs  test. 

The  anemia  is  diagnosed  frequently  before 
leukemia  or  lymphosarcoma  are  even  sus- 
pected. Thus,  the  hemolytic  anemia  may  be 
a preleukemic  or  precancerous  phase  of  the 
neoplastic  process. 

Splenomegaly  is  not  a regular  finding  in 
chronic  lymphocytic  leukemia,  but  is  fre- 
quently present  when  the  leukemia  is  com- 
plicated by  hemolytic  anemia. 

Radiotherapy  and  cytotoxic  agents  may 
precipitate  the  development  of  hemolytic 
anemia.-^ 

Autoimmune  hemolytic  anemia  is  prone 
to  respond  in  most  cases  to  steroid  therapy. 

Autoimmune  Thrombocytopenic  Purpura 

Two  forms  of  thrombocytopenic  purpura 
are  recognized,  each  having  different  impli- 
cations: One  is  a part  of  hypoplasia  of  the 
marrow  with  a general  cytopenia  including 
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decrease  of  megakaryocytes.  This  is  usually 
a terminal  complication.  The  other  form  has 
a cellular  marrow  with  an  adequate  or  in- 
creased number  of  megakaryocytes,  and  usu- 
ally a splenomegaly.  This  form  does  not 
have  the  poor  prognostic  implications  of  the 
former  and  responds  to  steroids. 

Cancer  and  Blood  Groups 

Alexander  reported  in  192129  differences 
in  the  distribution  of  ABO  blood  factors  in 
patients  with  cancer  when  compared  with 
patients  free  of  cancer  and  with  normal  per- 
sons. Many  reports  based  on  large  numbers 
have  appeared  since,  some  confirming  and 
others  disagreeing.  In  recent  years  the  re- 
ports became  even  more  frequent.  A large 
number  of  these  reports  came  from  England, 
but  also  from  the  United  States,  Denmark, 
Japan,  Germany,  and  elsewhere. 

Various  approaches  have  been  employed. 
It  was  pointed  out  that  in  most  of  the  re- 
ports, association  with  the  ABO  blood  groups 
was  found  in  cancer  of  the  upper  gastro- 
intestinal tract,  with  occasional  exceptions 
as  in  cancer  of  the  uterus.^®  Beasley®^  report- 
ed statistically  significant  excess  of  group  A 
in  746  cases  of  gastric  cancer,  and  of  group 
0 in  975  cases  of  peptic  ulcer  of  the  stomach 
and  duodenum. 

The  possible  role  of  secretion  of  A,  B,  and 
H blood  group  substances  was  investigated, 
on  the  premise  that  the  mucopolysaccharide 
ABH  blood  group  substances  which  are  se- 
creted into  the  gastrointestinal  tract  protect 
the  mucous  membrane  against  ulcerogenic 
and  carcinogenic  agents.  Newman  and  oth- 
ers^2  found  a statistically  significant  increase 
in  nonsecretors  in  patients  with  duodenal  ul- 
cers. In  a recent  report  more  secretors  were 
found  in  cancer  patients.®^  Even  the  M fac- 
tor became  involved  in  this  controversy  in 
a report  published  in  1963®^  to  be  followed 
by  a denial  on  a large  cancer  material  in 
1964.35 

A different  approach  was  based  on  differ- 
ences in  responses  to  radiotherapy  allegedly 
related  to  blood  groups.  In  123  cases  of  can- 
cer of  the  cervix,  radiotherapy  was  sugges- 
tively more  effective  in  group  O.®® 

Whereas  the  relation  of  blood  groups  to 
cancer  is  still  much  disputed,  changes  in 
blood  groups  in  the  course  of  leukemia  seem 
to  be  well  documented.  This  is  especially  in- 
teresting since  until  recently  erythrocytic 
antigens  were  assumed  to  be  unchangeable. 
Van  Loghem  reported  the  first  case  of  a pa- 


tient with  acute  leukemia  in  whom  red  cells 
of  group  A,  subgroup  Ai,  changed  to  sub- 
group A2.3'^  Other  reports  followed.  In  one 
of  them,  two  populations  of  red  cells,  Ai  and 
A2,  were  present  simultaneously  and  the  per- 
centage of  Ai  varied  with  the  clinical  and 
hematologic  findings.^®  Changes  of  other  an- 
tigens have  also  been  reported. 3®  Somatic 
mutation,  metabolic  changes  in  the  hema- 
topoietic tissues,  and  chromosome  abnormal- 
ities have  been  suggested  as  explanations.^® 
An  inherited  chromosomal  abnormality  was 
found  in  two  siblings  with  chronic  lympho- 
cytic leukemia  and  in  other  apparently  nor- 
mal members  of  the  family.'^^  The  abnormal- 
ity may  predispose  to  chronic  lymphocytic 
leukemia. 

These  accumulating  observations  on  an  al- 
leged relation  between  blood  factors  and  can- 
cer and  on  the  fairly  well  established  changes 
in  antigenic  properties  of  red  cells  in  leuke- 
mias do  not  have  as  yet  practical  clinical  sig- 
nificance but  they  may  add  to  our  understand- 
ing of  cancer  and  leukemia,  and  clinical  signif- 
icance and  application  may  come  eventually. 

Thymus  and  Cancer 

The  spectacular  recent  discoveries  on  the 
role  of  the  thymus  in  immunity  promise  to 
add  information  to  the  relation  of  immunity 
to  cancer.  The  relation  of  the  thymus  to 
agammaglobulinemia  has  been  established. 
The  occurrence  of  leukemia  and  lymphoma 
in  patients  with  congenital  agammaglobuli- 
nemia was  reported. ^2  ^^s  been  suggested 
that  abnormal  thymic  function  may  lead  to 
both  agammaglobulinemia  and  leukemia  or 
lymphoma.  In  agammaglobulinemia  mutant 
cancer  cells  may  not  be  recognized  and  per- 
mitted to  proliferate.  In  some  reported  cases 
dermatomyositis  was  also  present,  which  is 
known  to  be  associated  with  cancer.  In  600 
cases  of  dermatomyositis,  70  cancers  were 
found. ^3  More  cases  have  been  reported 
since.^^  The  relation  between  the  so-called 
pure  red  cell  anemia  and  thymoma  has  been 
known  since  it  was  first  reported  in  1928.‘‘3 
By  1963,  44  cases  had  been  recorded.^®  The 
thymoma  in  these  cases  is,  as  a rule,  benign. 
The  tumor  may  be  present  for  many  years 
before  the  anemia  appears  or  it  may  be  dis- 
covered after  anemia  has  set  in  or  only  at 
autopsy.  The  anemia  varies  in  severity.  It 
is  normocytic;  reticulocytes  are  reduced  or 
absent;  there  are  no  abnormalities  in  the 
white  blood  cells  and  platelets  in  the  periph- 
eral blood.  The  marrow  shows  selective  hy- 
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poplasia  or  aplasia  of  the  red  cell  precursors. 
The  patients  are  kept  alive  with  blood  trans- 
fusions. In  a case  reported  by  me  in  1941,  the 
patient  had  75  transfusions  in  16  months.^'^ 
The  cause  of  death  is  usually  an  infection. 

Only  5 percent  of  patients  with  thymoma 
have  pure  red  cell  anemia  but  thymoma  is 
present  in  more  than  50  percent  of  patients 
with  pure  red  cell  anemia.^®  Removal  of  the 
thymoma  has  not  been  curative. 

Summary 

Our  knowledge  of  immunohematologic  as- 
pects of  cancer  is  still  in  its  early  stages. 
Isolated  items  have  been  accumulated  and 
more  are  being  added  at  a rapidly  increasing 
rate.  Some  have  already  matured  to  find 
clinical  application  to  a better  understanding 
of  cancer,  and  a few  have  become  useful  in 
the  early  diagnosis,  follow-up,  prognosis,  and 
even  therapy.  This  applies  mainly  to  auto- 
immune hemolytic  anemia.  There  is  good 
reason  to  hope  that  some  of  the  other  obser- 
vations will  eventually  prove  equally  appli- 
cable. Experience  has  taught  us  that  this  is 
the  natural  history  of  scientific  progress. 
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Analysis  of  Medical  Factors 
In  Fatal  Aircraft  Accidents 

Harry  L.  Gibbons,  M.D.,  and  Judith  L.  Plechus 


Analysis  of  fatal  general  aviation  aircraft 
accidents  occurring  in  the  Southwest  Region 
of  the  Federal  Aviation  Agency  in  1964  re- 
vealed that  in  30.3  percent,  alcohol  was  a 
contributing  or  causal  factor.  This  statistical 
analysis  is  in  general  agreement  with  the 
1963  nationwide  findings  reported  by  Harper 
and  Albers.  Other  contributing  medical  fac- 
tors are  also  discussed. 


EVALUATION  OF  medical  and 
REVIEW  ARTICLES  humaH  factors  in  fatal  aircraft  ac- 

■ cidents  has  achieved  increasing  im- 
portance over  the  past  few  years. 
The  case  of  the  National  Airlines  accident 
in  Bolivia,  N.  C.,  in  January  of  1960, ^ is  a 
prominent  example.  The  probable  cause  of 
this  accident  was  determined  after  findings 
by  a pathologist  indicated  that  an  explosion 
had  occurred.  Aircraft  structural  failure 
leading  to  rapid  decompression  was  dis- 
covered in  the  Comet  accidents  in  1954.^  This 
was  determined  after  extensive  research  as 
to  which  injuries  were  caused  in  the  aircraft 
by  decompression,  after  impact  with  the  wa- 
ter, and  the  effects  of  exposure  while  float- 
ing on  the  sea  in  the  vicinity  of  the  crash.  In 
the  DC-3  accident  near  Charlottesville,  Va., 
in  October,  1959,  the  Civil  Aeronautics 
Board  ruled  that  a contributing  factor  to 
the  probable  cause  was  the  preoccupation  of 
the  pilot  as  a result  of  mental  stress.  The 
pilot  had  at  various  times  taken  Compazine, 
Prozine,  Sparine,  and  Thorazine  for  emo- 
tional stress.®  It  had  been  suspected  for  some 
time  that  alcohol  played  a role  in  many  gen- 
eral aviation  accidents.  In  1964  Harper  and 
Albers  of  the  Federal  Aviation  Agency  pub- 
lished nationwide  statistics  revealing  35.4 
percent  of  the  fatal  general  aviation  acci- 
dents in  1963  had  alcohol  involved.^ 

This  article  presents  the  results  of  human 
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factors  analysis  of  the  86  fatal  general  avia- 
tion accidents  which  occurred  in  1964  in  the 
Southwest  Region,  which  is  comprised  of 
New  Mexico,  Texas,  Oklahoma,  Arkansas, 
and  Louisiana.  General  aviation  includes 
civil  private,  business,  corporate,  and  com- 
mercial flying,  excluding  only  air  carrier  and 
military  aircraft. 

Toxicological  or  postmortem  studies,  or 
both,  were  obtained  in  76.7  percent  of  the 
cases.  These  cases  will  be  discussed  in  re- 
gard to  alcoholic  involvement,  suicide,  heart 
disease,  and  other  causes  of  incapacitation. 

Preplanning  for  the  1964  Aircraft  Acci- 
dent Investigation  Program  in  the  Southwest 
Region  included  not  only  obtaining  an  au- 
topsy on  the  pilot  in  each  fatal  accident,  but 
also  procuring  a blood  alcohol  test  regardless 
of  other  known  causal  factors.  The  latter 
was  strongly  stressed  to  avoid  criticism  that 
accidents  which  appear  to  have  alcohol  as  a 
factor  were  singled  out  for  medical  investi- 
gation by  the  Civil  Aeronautics  Board  and 
Federal  Aviation  Agency  and  thus  weighted 
previous  statistics.® 

Flying  and  drinking  is  not  only  significant 
because  of  the  large  number  of  cases  in- 
volved, but  also  because  it  comprises  that 
segment  of  accidents  which  is  probably  most 
amenable  to  change,  hopefully  through  edu- 
cation and  perhaps  through  legislation.  In 
the  fatal  accidents  in  the  Southwest  Region 
in  1964,  30.3  percent  of  the  pilots  had  demon- 
strable blood  alcohol  levels.  In  other  cases, 
which  were  excluded  because  of  embalming, 
urine  alcohol  and  gastric  alcohol  were  dem- 
onstrated or  witnesses’  statements  described 
ingestion  of  significant  amounts  of  alcohol 
by  the  pilots  prior  to  flying. 

The  Southwest  statistics  do  not  differ  sig- 
nificantly from  the  nationwide  findings  of 
the  previous  year.  One  interesting  difference 
was  that  Harper  and  Albers^  found  a trend 
toward  lower  levels  of  blood  alcohol  with  42 
percent  of  the  positive  cases  below  100  mg. 
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per  100  ml.;  whereas  in  the  Southwest  Re- 
gion’s findings,  only  1.16  percent  were  below 
100  mg.  per  100  ml.  (Fig.  1*).  We  do  not 
feel,  however,  that  we  have  sufficient  mate- 
rial to  comment  on  the  comparative  drinking 
habits  of  pilots  in  the  Southwest. 

Both  the  Southwest  1964  and  nationwide 
1963^  findings  revealed  that  more  than  the 
expected  number  of  student  pilots  were  in 
the  positive  alcohol  group  (Fig.  2).  In  com- 
paring the  two  studies,  however,  fewer  than 
the  expected  number  of  commercial  pilots 
are  found  in  the  alcohol  group  in  the  South- 
west in  1964. 

Fig.  3 shows  distribution  based  on  pilot 
experience.  Harper  and  Albers^  described  a 
significant  peak  at  300  hours  total  flying 
time  among  the  pilots  in  the  alcohol  group ; 
whereas  in  the  Southwest  Region,  17.6  per- 
cent of  the  alcohol-group  pilots  had  between 
100  and  200  hours,  versus  7 percent  of  the 
pilots  in  the  fatal  group  in  this  region.  Of 
the  Southwest  pilots  in  the  positive  alcohol 
group  41.1  percent  had  over  1,000  hours  as 
did  43  percent  of  the  total  fatal  group,  re- 
vealing very  little  difference  in  these  flight 
time  groups. 

There  were  no  pilots  under  the  age  of  22 
in  the  alcohol  group  (Fig.  4).  An  age  break- 
down was  rather  revealing,  not  only  in  re- 
gard to  the  alcohol  group,  but  also  the  total 
accident  group,  as  compared  to  the  overall 
breakdown  of  nationwide  age  distribution  of 
medical  certificate  holders.®  Comparing  the 
18  to  22  age  group,  which  comprises  10  per- 
cent of  the  pilots  medically  certified,  with 
the  45  to  54  age  group,  or  11  percent,  we 
see  a marked  difference  in  accidents — alco- 
hol and  otherwise.  It  may  be  that  the  older 
age  group  has  more  flying  time  and,  there- 
fore, more  exposure  than  the  younger  age 
group;  however,  the  authors  doubt  that  the 
older  group  has  three  times  the  flight  expo- 
sure (overall  accident  rate  is  19.8  percent, 
vei’sus  7 percent). 

Fig.  5 shows  duration  of  flight  at  the  time 
of  the  accident.  Harper  and  Albers'*  pointed 
out  that  in  almost  one-half  of  the  accidents 
in  the  positive  alcohol  group,  the  flights  were 
of  18  minutes  or  less.  In  the  Southwest  ac- 
cidents, 29.4  percent  had  18  minutes  or  less 
and  41.2  percent  had  between  30-  and  60- 

Statistics  shown  in  Figs.  1-6  are  based  on  analysis 
of  fatal  general  aviation  accidents  which  occurred 
in  the  Southwest  Region  in  1964.  Fig.  4 also  includes 
nationwide  statistics. 


minute  flights.  If  alcohol  predisposes  to  sig- 
nificantly shorter  flights,  the  longer  flights 
in  the  Southwest  might  be  explained  by  those 
cases  in  which  the  pilot  was  known  to  have 
become  airborne  prior  to  consumption  of 
some  of  the  alcohol  contributing  to  the  alco- 
hol level. 

Approximately  one-half  of  the  “alcohol  ac- 
cidents” occurred  at  night  (Fig.  6).  This 
becomes  significant  only  when  we  observe 
that  73.3  percent  of  the  overall  accidents  oc- 
curred in  the  daytime  and  only  26.7  percent 
at  night.  These  are  almost  identical  to  the 
findings  described  by  Harper  and  Albers.'* 

The  mere  presence  of  alcohol  in  the  pilot’s 
body  at  the  time  of  an  accident  does  not 
constitute  the  probable  cause ; however,  there 
is  sufficient  literature  describing  the  effects 
of  small  dosages  of  alcohol  upon  perform- 
ance in  a link  trainer'^  and  also  the  effects 
of  alcohol  on  various  parameters  of  the  sen- 
sory modalities  to  convince  the  most  intran- 
sigent, for  example:® 

1.  Dulling  of  critical  judgment  and  sense 
of  responsibility. 

2.  Freeing  of  emotions  and  instinctive  im- 
pulses from  habitual  control. 

3.  Progressive  impairment  of  complex  in- 
tellectual functions. 

4.  As  larger  amounts  of  alcohol  are  ab- 
sorbed, skilled  reactions  are  disturbed,  motor 
control  is  poor,  speech  becomes  slurred,  and 
sensory  perceptions  are  influenced  adversely. 

5.  Loss  of  insight  into  the  extent  of  im- 
pairment. 

6.  At  times,  a complete  lapse  of  memoi’y 
for  recent  events. 

These  effects,  even  without  taking  into 
consideration  the  added  hypoxia  resulting 
from  the  histotoxic  effects  of  the  alcohol, 
certainly  places  alcohol  in  a contributing,  if 
not  a causal,  factor  status  in  these  aircraft 
accidents. 

Fatal  Accident  Case  Histories 

Case  1. — A 46-year-old  instructor  pilot  with  5,600 
hours  total  flying  time  crashed  in  a Cessna  180. 
Prior  to  the  crash  he  radioed  that  he  was  lost  and 
had  difficulty  reading  the  compass  because  he  didn’t 
have  his  glasses.  His  blood  alcohol  level  was  240 
mg.  per  100  ml.,  and  postaccident  investigation  re- 
vealed that  friends  tried  to  keep  a jeep  parked  in 
front  of  the  hangar  to  prevent  him  from  flying 
when  he  was  drinking. 

Case  2. — A 39 -year -old  private  pilot  with  171 
hours  total  flying  time  was  killed  along  with  his 
two  passengers  in  the  crash  of  a Cessna  170B.  The 
pilot  had  been  drinking  in  a tavern,  and  was 
known  to  have  consumed  at  least  several  cans  of 


668 


Texas  State  Journal  of  Medicine 


RANGE  OF  MEASURED  ALCOHOL 

% PILOTS 


Fig.  1. 


DISTRIBUTION  BY  PILOT  CLASSES 

PILOT  CLASS 


POSITIVE  ALCOHOL  GROUP  * THESE  ATR  PILOTS  WERE 

__  NOT  INVOLVED  IN  AIR  CARRIER 

I I TOTAL  FATALS  IN  SOUTHWEST  REGION  OPERATIONS 

Fig.  2. 


DISTRIBUTION 

FREQUENCY  OF  BASED  ON  PILOT  EXPERIENCE 

ACCIDENTS  % 


TOTAL  PILOT  FLIGHT  HOURS 

^ POSITIVE  ALCOHOL  GROUP  Q TOTAL  FATALS  IN  SOUTHWEST  REGION 


Fig.  3. 


DISTRIBUTION  BY  PILOT  AGE 

% ACCIDENTS 


-.n  29, 

32.5 

4 P 

1 

5.3 

33  6 

295 

i 

8.3 

19  8 

0 70 

0.8 

1 

1.5 

3 5 

0 0%  'rnB  0’'^ 

E 

1 

Z 5 8 

17  8 UNDER  18-32  23-34  35-44  45  -54  55-59 

^ POSITIVE  ALCOHOL  GROUP  Q]  TOTAL  FATALS  IN  SOUTHWEST  REGION 


Fig.  4. 


DURATION  OF  FLIGHT 

•/«  ACCIDENTS 


MINUTES 

^POSITIVE  ALCOHOL  GROUP  Q TOTAL  FATALS  SOUTHWEST  REGION 


•/.  FLIGHT 

too  ; 


DAY  VERSUS  NIGHT  FLIGHT 


ll 

ft 

DAY  NIGHT 

POSITIVE  ALCOHOL  GROUP  Q TOTAL  FATALS  IN  SOUTHWEST  REGION 


Fig.  5. 


Fig.  6. 


Volume  6h  SEPTEMBER,  1965 


669 


AVIATION  ACCIDENTS — Gibbons  and  Plechus — continued 

beer.  He  departed  the  tavern  at  12:15  a.m.  with  a 
case  of  beer  and  two  waitresses  whom  he  intended 
to  take  to  another  city.  His  blood  alcohol  level  was 
545  mg.  per  100  ml. 

There  were  at  least  two  cases  in  the  region 
where  alcohol  was  involved  but  which  should 
be  categorized  as  suicides: 

Case  3. — A 43-year-old  commercial  pilot  with  over 
3,500  hours  flying  time  rented  an  airplane  sup- 
posedly to  refresh  his  flying  proficiency.  After  fly- 
ing for  about  two  hours,  he  contacted  the  airport 
at  a nearby  city  and  told  them  to  evacuate  a local 
university  administration  building  as  he  was  plan- 
ning to  crash  his  aircraft  into  the  building.  All  at- 
tempts to  talk  him  out  of  doing  so  were  in  vain. 
No  one  else  was  injured.  Investigation  after  the 
accident  revealed  the  pilot  had  been  hospitalized  on 
two  separate  occasions  with  diagnoses  of  “schizo- 
phrenic reaction,  paranoid  type”  and  “paranoid 
state.”  This  history  was  evidently  widely  known 
except  by  the  aviation  medical  examiner  and  the 
aircraft  renter.  The  pilot’s  blood  alcohol  level  was 
260  mg.  per  100  ml. 

Case  U- — A 40-year-old  student  pilot  took  off  in 
an  aircraft,  without  authorization,  at  approximate- 
ly 2 a.m.  He  was  seen  doing  wingovers  at  low  alti- 
tude prior  to  crashing  into  a residential  area  at 
approximately  3:20  a.m.  He  had  not  been  endorsed 
for  solo  flight  in  this  aircraft  nor  had  he  been 
authorized  for  night  solo  flight  in  any  aircraft. 
Found  in  his  papers  was  a note  containing  such 
phrases  as:  “Forgive  me  I have  done  wrong.  I am 
sick.  I am  going  all  the  way.  God  will  forgive  me 
and  watch  over  me.”  His  blood  alcohol  level  was 
110  mg.  per  100  ml. 

Case  5. — One  case  is  not  included  in  the  statistics 
since  embalming  was  performed  before  toxicological 
studies  were  made.  With  a 400  mg.  per  100  ml.  of 
alcohol  in  the  embalming  fluid  used  as  control,  blood 
alcohol  was  only  454  mg.  per  100  ml.  Urine  and 
gastric  contents,  thought  to  be  uncontaminated,  dis- 
closed alcohol  levels  of  145  and  200  mg.  per  100  ml.; 
blood  barbiturates  were  1.06  mg.  per  100  gm.  A note 
was  found  in  his  billfold  marked  “Important,”  which 
stated  “If  I am  killed  or  found  dead,  notify  the  fol- 
lowing people  . . .” 

Case  6. — In  one  accident  the  pilot  had  a some- 
what lower  blood  alcohol  level  (180  mg.  per  100  ml.) 
than  would  be  expected  with  complete  incapacitation 
as  was  suggested  by  witnesses’  statements.  Due  to 
a communication  between  the  exhaust  manifold  and 
the  cold  air  intake,  carbon  monoxide  exposure  re- 
sulted in  a carboxyhemoglobin  level  of  17.7  percent. 
The  passenger  had  a blood  alcohol  level  of  100  mg. 
per  100  ml.  and  a carboxyhemoglobin  level  of  37.3 
percent.  (The  air  outlet  was  on  the  passenger’s 
side).  It  is  the  opinion  of  the  authors  that  the  cel- 
lular hypoxia  resulting  from  the  alcohol  histotoxic 
hypoxia,  and  relative  anemic  hypoxia  secondaiy  to 
the  carboxyhemoglobin  contributed  substantially  to 
the  accident. 

Case  7. — A mid-air  collision  involved  a pilot  flying 
at  16,000  feet.  Serosanguineous  fluid  with  an  esti- 
mated hematocrit  of  less  than  20  percent  revealed  a 


carboxyhemoglobin  level  of  14  percent,  which  would 
indicate  that  the  pilot  probably  had  a carboxyhemo- 
globin level  of  approximately  30  percent. 

These  studies  point  out  not  only  the  neces- 
sity of  determining  blood  alcohol  levels,  but 
also  the  importance  of  obtaining  complete 
postmortem  examinations  in  order  to  (1)  as- 
certain the  causal  factors  and  associate  them 
with  current  medical  standards  to  deter  peo- 
ple from  flying  who  are  likely  to  be  involved 
in  aircraft  accidents;  (2)  point  out  equip- 
ment failure,  and  provide  crash  injuiy  cor- 
relation; (3)  provide  legislators  with  accu- 
rate statistics  which  might  give  indication 
for  new  laws  or  a change  in  laws  (this  is 
taking  place  in  Texas  where  the  allowable 
level  of  alcohol  while  driving  is  under  con- 
sideration for  possible  change*)  and  (4) 
obtain  accurate  statistics  to  present  to  pilots 
to  illustrate  certain  types  of  hazards,  such 
as  drinking  and  flying. 

Other  medical  factors  contributing  to  or 
causing  accidents  have  also  been  discovered 
as  a result  of  complete  accident  investigation. 

Case  8. — A 48 -year -old  private  pilot  with  over 
2,000  hours  flying  time  took  off  from  a ranch  strip, 
circled  back  over  the  strip,  made  a descending  right 
turn  about  1.5  miles  north  of  the  strip,  and  flew 
into  the  ground.  Postmortem  examination  revealed 
the  cause  of  death  to  be  acute  coronai*y  occlusion. 

This  case  is  not  without  precedence.  There 
was  a previous  accident  in  this  region  in 
which  death  due  to  hemorrhage  into  a coro- 
nary plaque  occurred  prior  to  impact. 

Case  9. — Another  case  is  that  of  a 53-year-old 
private  pilot  with  210  hours  total  flsdng  time  who 
was  attempting  to  land  at  a field  in  Arkansas, 
where  he  had  landed  many  times,  and  in  an  air- 
craft with  which  he  was  familiar.  He  made  two 
erratic  passes  over  the  field,  and  on  the  third  at- 
tempt, he  was  seen  to  slump  over  the  wheel,  stall, 
and  crash.  Postmortem  examination  revealed  nega- 
tive carbon  monoxide  and  barbiturate  levels,  but  a 
blood  alcohol  level  of  98  mg.  per  100  ml.  and  a blood 
sugar  level  of  20.5  mg.  per  100  ml. 

There  are  cases  in  the  literature  of  symp- 
tomatic hypoglycemia  resulting  from  inges- 
tion of  “smoke”  and  other  types  of  illicit  or 
moonshine  whiskey.^®'  The  proximity  of 
this  accident  to  the  Ozarks  suggests  the  pos- 
sibility of  this  factor. 

With  the  passing  of  Public  Law  87-810  by 
the  87th  Congress,^-  which  gives  the  Civil 
Aeronautics  Board  the  authority  to  conduct 
autopsies  or  other  tests  deemed  necessary  to 
the  investigation,  the  only  deterrent  to  ob- 
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taining  complete  toxicological  and  postmor- 
tem studies  is  failure  to  obtain  these  studies 
prior  to  embalming,  which  frequently  occurs 
with  remarkable  speed  following  an  accident, 
invalidating  any  worthwhile  toxicological  ex- 
aminations. 

Although  Bond’^'^  states  that  pilots  have 
latent  suicidal  tendencies,  it  is  the  impres- 
sion and  hope  of  the  authors  that  most  pilots 
wish  to  continue  in  their  present  state  of 
existence.  It  is  also  hoped  that  dissemination 
of  this  information  to  the  aviation  commu- 
nity will  deter  someone  from  adding  unneces- 
sary hazards  to  the  episodes  of  sheer  terror 
which  intersperse  the  long  hours  of  boredom 
in  flying. 
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Physical  Therapy  in  Treatment 
Of  Athletic  Injuries 


n n THE  INJURED  young  athlete  has 
cLiNicA^j^iNE  ^ huge  reservoir  of  health,  condi- 
tioning,  motivation,  and  natural 
disposition  for  maximum  restora- 
tion. These  endowments  enable  him  to  return 
to  his  sport  quickly.  The  degree  of  recovery 
is  directly  proportional  to  the  severity  and 
site  of  trauma,  the  physician’s  first  aid  meas- 
ures, and  follow-up  care.  Physical  therapy 
enhances  the  recovery  of  the  disabled  athlete. 

The  musculoskeletal  system  sustains  about 
90  percent  of  the  injuries  in  athletics.  Con- 
tusions, sprains,  and  strains  of  the  joints  and 
muscles  make  up  the  bulk  of  these  inj  uries ; 
many  of  them  are  never  seen  by  the  doctor 
and  yet  they  heal  completely  with  full  resto- 
ration of  function. 

However,  when  pain,  swelling,  or  restric- 
tion of  function  is  persistent,  the  physician 
will  be  consulted.  Physical  therapy  may  be 
all  that  is  necessary  for  full  recovery.  With 
increasing  age  and  years  of  play,  physical 
therapy  becomes  even  more  important  to  the 
injured  athlete. 

Heat,  exercises,  ultrasound  and  electrical 
muscle  stimulation  are  the  most  important 
modalities.  I don’t  use  diathermy,  micro- 
therm, or  whirlpool  baths.  I am  partial  to 
Hydrocollator  hot  packs  rather  than  an  infra- 
red lamp  for  therapeutic  heat.  I use  a Medco- 
Sonlator  for  combination  ultrasound  and 
electrical  muscle  stimulation  therapy. 


Heat  and  Massage 

The  advantages  of  heat  application  to  trau- 
matized tissues  of  the  musculoskeletal  system 
are  well  documented.  Injured  areas  become 
swollen  and  ecchymotic  depending  on  the  se- 


verity of  the  trauma.  In  addition,  muscles 
about  an  injured  joint  go  into  spasm  prevent- 
ing an  adequate  examination  of  the  injured 
part.  Since  application  of  heat  results  in  dila- 
tation of  blood  vessels  and  increased  circula- 
tion, it  should  be  started  only  after  all  active 
swelling  has  ceased.  This  requires  about  48 
hours  after  the  injury. 

With  increased  circulation,  a resorption  of 
swelling  and  induration  will  be  facilitated. 
In  addition,  local  pain  is  eased  by  the  appli- 
cation of  heat.  It  also  aids  in  the  relaxation 
of  painful  muscle  spasm.  Because  athletes 
are  usually  well-muscled  men  with  adequate 
subcutaneous  padding,  I apply  hot  packs  to 
the  injured  part  to  get  maximum  thermal 
effect.  My  experience  has  been  that  men  get 
the  best  heat  comfort  and  result  with  this 
type  heat;  occasionally  I use  infrared  heat 
on  injured  wrists  and  ankles.  I prefer  using 
infrared  heat  for  women  patients. 

Following  heat,  skillful  massage  by  a 
trainer  assists  considerably  in  the  removal 
of  traumatic  exudates  and  reduction  of  the 
swelling.  However,  how  many  high  school 
teams  are  fortunate  enough  to  have  a train- 
er? Perhaps  some  simple  massage  instruc- 
tions for  accessible  areas  might  be  given  to 
the  athletes. 

Electrical  stimulation  of  muscles  gives  me- 
chanical massage,  and  can  be  combined  with 
heat  therapy  by  placing  a hot  pack  over  the 
electrical  muscle-stimulation  pads;  together 
these  two  modalities  stimulate  the  blood  and 
lymph  flow,  assist  removal  and  resolution  of 
vascular  and  lymphatic  exudates,  and  reduce 
swelling.  The  reduction  of  the  edema  and 
swelling  reduces  pain. 

Ultrasound  Therapy 


Presented  before  the  Texas  Society  of  Athletic 
Team  Physicians  April  29,  1965,  in  San  Antonio. 


Ultrasound  therapy  is  an  old  and  recog- 
nized form  of  treatment.  Europeans  em- 
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Physicians  can  utilize  heat,  massage,  ultra- 
sound, electrical  muscle  stimulation,  and  ex- 
ercise to  reduce  pain  and  swelling  and  restore 
motion  after  athletic  injuries.  The  author  dis- 
courages use  of  microtherm  and  diathermy. 


ployed  it  therapeutically  long  before  its  re- 
cent popularity  in  the  United  States.  For 
the  past  ten  years  I have  had  success  using 
it  simultaneously  with  electrical  muscle  stim- 
ulation for  treatment  of  athletic  injuries. 
This  combined  treatment  virtually  elimi- 
nated the  post-injury  periosteal  pain  asso- 
ciated with  straight  ultrasonic  treatment. 

Sound  waves  are  produced  by  vibrations  of 
mechanical  oscillations  by  a natural  quartz 
crystal,  and  come  through  a sound  head  or 
transducer.  Unlike  diathermy  and  micro- 
therm, the  therapeutic  action  of  the  ultra- 
; sonic  waves  is  mechanical,  physical,  chemi- 

i cal,  biophysical  and,  to  some  extent,  thermal. 

' These  sound  waves  can  now  be  pulsed 

j through  a transducer  to  effect  a removal  of 

11  vascular  and  lymphatic  exudate  following 

jl  trauma. 

I Frequently  athletic  injuries  of  muscles, 

I bones,  and  joints  cause  myofascial  pain  syn- 

dromes with  trigger  points  exhibiting  local 
and  referred  pain  patterns.  These  trigger 
areas  can  be  localized  quickly  by  the  trans- 
ducer head  and  the  pain  eliminated  by  hold- 
■ ing  the  head  over  the  hypersensitive  areas, 
j I am  now  using  a synchronized  sound-stimu- 
lation unit  with  which  resultant  heat  is  vir- 
tually eliminated,  pain  relieved,  and  motion 
restored  more  quickly  and  efficiently. 

At  times  it  may  be  necessary  to  use  ultra- 
sound therapy  on  a corresponding  nerve  root 
after  treating  a painful  area.  This  is  espe- 
cially true  in  shoulder  and  elbow  injuries. 
Better  results  are  obtained  when  the  cor- 
responding cervical  nerve  root  on  the  same 
side  is  treated  in  this  manner.  Treating  trig- 
ger points  by  this  method  has  been  more 
effective  than  injection  of  local  anesthesia. 
However,  I do  use  procaine  injections  for 
chronically  painful  sites. 

Some  physicians  are  now  using  this  form 
of  combined  therapy  initially  for  acute  in- 
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juries  in  which  fractures  have  been  ruled 
out  and  ecchymosis  is  not  a factor.  This  is 
then  followed  by  cold  application  and  com- 
pression dressings  until  active  swelling  has 
ceased.  Pain  and  swelling  is  reportedly  re- 
duced more  quickly  than  by  waiting  the  con- 
ventional 48  to  72  hours  before  starting  such 
therapy. 

I have  recently  been  treating  shin  splints 
with  this  combined  therapy.  Following  treat- 
ment, elastic  bandages  are  applied  to  the  legs 
and  ankles.  Although  my  experience  with 
this  type  of  treatment  is  not  conclusive,  I 
am  getting  some  favorable  results. 

When  trainers  are  not  available,  physio- 
logic massage  by  an  ultrasound  unit  is  in- 
deed helpful.  Its  use  is  contraindicated  in 
the  presence  of  fractures.  I also  avoid  its 
use  about  lipomas,  fibromas,  xanthomas, 
ganglions,  and  other  tumefactions.  Although 
the  machine  is  automatic,  it  has  no  place  in 
the  training  room  for  self-administered  treat- 
ment by  an  athlete.  An  ultrasound  machine 
used  by  an  unqualified  person  can  cause  a 
great  deal  of  damage  to  a patient.  Trainers, 
therapists,  and  nurses  should  use  it  only  un- 
der the  direction  of  the  attending  physician. 

Exercise 

The  most  effective  modality  in  physical 
therapy  for  the  treatment  of  athletic  injuries 
is  active  exercise.  This  includes  isotonic  and 
isometric  exercise  programs.  At  times,  be- 
cause of  pain  and  weakness  following  injury, 
active  and  passive  assistive  exercises  are 
used  to  aid  a patient’s  understanding  of  what 
is  required  of  him  for  muscle  and  joint  re- 
habilitation. At  no  time  in  the  treatment  of 
muscle  or  joint  injuries  should  forcible  ma- 
nipulations be  used  by  the  therapist,  nurse, 
trainer,  or  physician.  This  only  produces 
additional  bleeding  with  resultant  adhesions. 
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The  well-developed  and  properly  condi- 
tioned athlete  is  better  able  to  withstand  in- 
jury during  athletic  competition  than  the 
obese,  underweight,  awkward,  and  ill-trained 
person.  Players  with  residual  weakness  or 
disability  from  prior  injuries,  particularly  of 
the  legs,  are  prone  to  reinjuries  that  are 
more  serious  than  the  original  trauma.  Some 
athletes  have  differences  of  leg  strengths 
from  prior  injury,  disease,  disuse,  or  overuse 
which  may  cause  recurrent  injury  in  the 
weaker  leg. 

Until  recently,  isotonic  exercises  were  used 
to  test  muscle  strength  and  to  develop  mus- 
cle size  and  strength.  Isometric  exercise, 
where  the  actual  duration  of  the  muscle  ef- 
fort is  brief,  has  recently  become  popular 
although  its  advantages  have  been  known 
for  the  past  25  or  30  years.  It  is  being  used 
in  conditioning  for  all  sports,  and  therapeu- 
tically for  athletic  and  other  traumatic  and 
nontraumatic  medical  conditions.  Bender  has 
employed  this  exercise  technique  in  his  mul- 
tiple-angle testing  method  for  evaluation  of 
muscle  strength  which  can  be  used  in  pro- 
phylaxis and  therapy. 

Although  isotonic  and  isometric  exercises 
show  great  similarities,  the  physiological  dif- 
ferences are  not  well  understood.  Basically, 
isometric  exercise  training  produces  a maxi- 
mum muscle  contraction  with  the  muscle  re- 
maining the  same  length.  All  the  muscle  en- 
ergy is  used  to  develop  tension  and  none  is 
lost  in  the  production  of  movement  of  the 
adjoining  joint.  As  a result  the  muscle  hy- 
pertrophies and  becomes  more  powerful  in 
a shorter  time  span  and  with  less  use  of  en- 
ergy than  in  the  conventional  isotonic  train- 
ing methods. 

Because  the  antigravity  muscles  take  more 
time  to  escape  their  evolutionary  bonds  they 
decline  more  rapidly  when  they  are  injured. 
This  is  frequently  seen  in  thigh  and  knee 
injuries  leading  to  a rapid  atrophy  of  the 
quadriceps  and  resultant  limp.  As  soon  as 
the  pain  has  abated,  quadriceps-setting  exer- 
cises are  started  immediately  to  slow  up  the 
loss  of  muscle  mass  and  strength. 

Muscle  atrophy  also  progresses  quickly 
when  a part  is  immobilized  by  a bandage  or 
idaster  cast.  If  a lower  leg  is  encased,  the 
patient  is  encouraged  to  exercise  his  calf  and 
anterior  leg  muscles  isometrically  as  well  as 
moving  his  toes,  knees,  and  hips.  These  ex- 
ercises help  maintiiin  the  strength,  shape. 


and  size  of  the  restricted  muscles.  They  also 
minimize  the  limp  when  the  cast  is  removed. 

The  middle  fibers  of  the  deltoid  muscle 
atrophy  rapidly  when  the  shoulder  or  arm  is 
severely  injured.  This  is  especially  true  when 
immobilization  by  a plaster  cast  or  Velpeau 
or  Rhodes  bandage  is  necessary.  Isometric 
exercises  of  the  shoulder  and  arm  muscles 
should  be  started  as  soon  as  pain  permits. 
If  the  forearm  is  included  in  the  immobili- 
zation, the  muscles  of  this  part  must  also  be 
exercised.  After  the  period  of  immobiliza- 
tion, Codman  exercises  for  injured  shoulders 
are  both  isotonic  and  stretching  exercises  aid- 
ed by  the  force  of  gravity.  Isometric  muscle 
testing  must  be  done  to  determine  what  mus- 
cles need  strengthening,  and  can  also  be  used 
to  determine  the  optimal  time  when  an  ath- 
lete is  ready  to  return  to  competition. 

In  my  physical  therapy  program  I use 
rubber  ball  finger  exercisers,  bouncing  put- 
ty, finger  ladders,  shoulder  wheels,  metal 
sandal  and  adjustable  weights  from  2.5  to 
50  lbs.  None  of  the  expensive  testing,  eval- 
uation, and  isometric  units  on  the  market  is 
necessary  to  run  an  effective  physical  ther- 
apy unit  in  your  office.  The  equipment  I 
have  mentioned  is  more  than  adequate. 

Summary 

Despite  adequate  first  aid  measures,  pain, 
swelling,  and  restriction  of  movement  will 
occur  in  athletic  injuries.  Physical  therapy 
can  be  employed  effectively  by  physicians  to 
reduce  pain  and  swelling  and  restore  motion. 

I use  heat,  massage,  ultrasound,  electrical 
muscle  stimulation,  and  active  exercises  to 
stimulate  circulation  and  remove  the  by- 
products of  injury  that  slow  healing. 

I do  not  use  microtherm  or  diathermy. 
There  have  been  reports  that  prolonged  use 
of  diathermy  will  bake  structures  such  as 
muscles  and  synovium,  causing  shortening  of 
these  tissues  and  chronic  pain.  It  has  no 
place  in  a training  room  where  it  may  be 
self-administered  by  an  athlete. 

Active  exercises  cause  an  increased  pump- 
ing effect  on  the  traumatic  effects  and  are 
the  most  important  physical  therapy  modal- 
ity. For  best  results  isometric  exercises  should 
be  followed  by  appropriate  adjunctive  iso- 
tonic and  stretching  exercises. 

♦ Dr.  Novich,  313  State  Street,  Perth  Amboy,  N.  J. 


674 


Texas  State  Journal  of  Medicine 


Some  early  day  physicians  were  surprisingly 
good  medical  men,  and  a number  were  out- 
standing public  servants  and  patriots. 

TRADITIONALLY  ALL  accounts 
HISTORICAL  ARTICLES  of  carly  surgery  in  Texas  begin 

■ with  the  story  of  Cabeza  de  Vaca. 

In  the  years  1524  to  1528,  he 
crossed  Texas  on  foot  in  the  course  of  a re- 
markable journey  from  the  Florida  coast  to 
a point  close  to  the  Gulf  of  California.  He 
gained  sanctuary  among  the  savage  tribes 
and  indeed  virtual  deification  among  them 
by  his  successful  extraction  of  an  arrowhead 
from  the  thoracic  wall  of  an  Indian  warrior. 

Coronado  had  a surgeon  of  sorts  with  him 
on  one  of  his  expeditions  a decade  or  so  later. 
It  is  recorded  that  Coronado  was  treated  by 
a surgeon  when  he  was  thrown  from  his 
horse  somewhere  in  the  present  Panhandle. 
The  account  continues  by  referring  to  this 
surgeon  as  more  of  a “talebearer”  than  a 
doctor,  and  quite  possibly  he  was  attached 
to  the  expedition  as  a political  commissar  to 
ensure  that  the  King  of  Spain  received  his 
full  share  of  the  riches  which  this  party 
anticipated  finding  in  the  mythical  Seven 
Cities  of  Cibola. 

Almost  150  years  later,  in  1684,  the  French 
explorer  La  Salle  entered  Texas  from  the  east. 
Having  previously  discovered  the  mouth  of 
the  Mississippi,  he  returned  with  an  expedi- 
tion to  found  a colony  on  Matagorda  Bay, 
not  far  from  Galveston.  La  Salle  had  with 
him  a surgeon  named  Liotot,  even  less  trust- 
worthy than  the  anonymous  surgeon  who 
accompanied  Coronado.  We  know  but  three 
things  about  Liotot.  First,  he  amputated  the 
leg  of  one  of  his  party  for  infection  follow- 


ing a rattlesnake  bite  and  his  patient  died 
two  days  later.  Second,  while  on  a scouting 
party,  he  cold-bloodedly  murdered  several 
emissaries  who  came  to  him  from  La  Salle. 
Finally,  he  was  a witness,  if  not  actually  the 
perpetrator,  of  the  assassination  of  La  Salle. 
Hardly  an  enviable  record  for  an  exponent 
of  the  healing  art! 

For  almost  300  years  following  the  visits 
of  Cabeza  de  Vaca  and  Coronado,  Texas  was 
a remote  northern  outpost  of  the  vast  Span- 
ish Empire  in  the  Western  Hemisphere. 
Spain  itself  kept  reasonably  abreast  of  the 
medicine  of  the  day  but  its  influence  seems 
not  to  have  percolated  to  the  frontier  prov- 
ince of  Texas.  The  region  was  inhabited 
only  by  roving  bands  of  hostile  Indians.  The 
first  white  men,  the  conquistadores,  were 
lured  by  the  prospect  of  treasures  to  enrich 
their  Spanish  monarch.  They  carried  food 
and  arms  on  their  long  journeys,  but  it  would 
have  been  an  encumbrance  to  include  medi- 
cal supplies. 

They  were  accompanied  and  followed  by 
Franciscan  friars  whose  sole  interest  was  in 
ministering  to  the  spiritual  needs  of  the 
Spanish  soldiers  and  in  converting  the  In- 
dians to  Christianity.  The  Indians  were  no- 
torious backsliders  and  required  reconver- 
sion on  each  successive  visit  by  a priest. 
This  amounted  to  a full-time  job,  and  there 
were  no  medical  missionaries  among  them. 
Even  after  building  that  remarkable  chain 
of  missions  from  Nacogdoches  to  San  An- 
tonio, there  is  no  evidence  that  medical  care 
was  provided. 

Meanwhile,  a substantial  amount  of  medi- 
cal services  was  available  in  Spanish  domin- 
ions below  the  Rio  Grande.  There  were  phy- 
sicians and  hospitals  in  the  West  Indies  and 
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South  America  even  before  the  first  hospital 
in  North  America  was  established  by  Cortez 
in  Mexico  City  in  1524.  This  ancient  insti- 
tution, the  Hospital  de  Jesus,  is  still  in  op- 
eration and  the  ashes  of  its  founder  are  en- 
tombed within  its  walls.  By  the  close  of  the 
16th  century  there  were  at  least  ten  hos- 
pitals in  Mexico,  and  the  first  medical  trea- 
tise published  on  this  continent  had  been 
written  by  one  Francisco  Bravo  in  1570. 

Colonization  of  Texas  did  not  really  begin 
until  the  early  years  of  the  18th  century. 
The  royal  governor  then  felt  constrained  to 
protect  his  frontiers  against  the  inroads  of 
French  settlers  from  Louisiana.  At  best  it 
consisted  of  scattered  small  settlements  in 
the  Rio  Grande  Valley  and  northward  along 
the  Gulf  Coast.  The  mission  and  fort  at  San 
Antonio  were  augmented  in  1713  by  a colony 
of  15  families,  who  had  recently  come  from 
the  Canary  Islands.  These  colonizing  efforts 
were  relaxed  when  the  French  ceded  Louisi- 
ana to  Spain  in  1762.  When  white  settlers 
such  as  these  fell  ill  or  incurred  injury,  no 
physicians  were  available  to  them.  The  priest 
was  called  and  nature  took  its  course.  Every 
soldier  and  settler  knew  how  to  purge,  to 
bleed  the  sick,  and  to  treat  wounds  in  a rudi- 
mentary fashion.  For  example,  in  1760,  a 
soldier  named  Pedro  Duran,  who  is  described 
as  having  “a  little  knowledge  of  surgery,” 
was  called  from  the  Presidio  San  Saba  to 
attend  the  victim  of  a street  stabbing.  He 
seems  to  have  cared  more  about  the  eco- 
nomics of  medicine  than  its  art  because  he 
demanded  his  proper  fee  before  he  agreed 
to  undertake  treatment  with  ointments  and 
venesection.  Later  he  boasted,  as  have  so 
many  charlatans  before  and  since,  “If  I had 
not  been  called  in  time,  this  man’s  life  would 
have  been  in  danger.”  Even  as  late  as  1802, 
when  the  first  Vv^ooden  bridge  was  being 
built  over  the  river  at  El  Paso,  an  engineer 
was  seriously  injured,  but  there  was  no 
medical  aid  available  in  the  entire  town. 
The  1,500-mile  journey  from  the  capital  in 
Mexico  City  to  San  Antonio  was  long  and 
arduous  in  those  days.  The  intervening  coun- 
try was  hot,  dry,  and  dangerous.  There  was 
small  inducement  to  a physician  to  forsake 
the  civilized  amenities  of  Mexico  City  to  es- 
tablish a practice  in  Texas. 

With  the  advent  of  the  19th  century,  Tex- 
as at  long  last  benefited  from  the  solicitude 
of  its  Spanish  monarch.  Smallpox  had  been 
the  scourge  of  whites  and  Indians  alike  for 


the  better  part  of  two  centuries.  The  legend 
is  that  the  soldiers  of  Cortez  brought  small- 
pox into  the  New  World.  If  so,  the  ravages 
of  this  disease  may  be  regarded  as  grim 
vengeance  for  the  importation  of  syphilis 
into  Europe  by  the  returning  sailors  of  Co- 
lumbus some  centuries  previously.  Be  that 
as  it  may,  only  five  years  after  Jenner  had 
demonstrated  the  value  of  vaccination,  the 
King  of  Spain  in  1803  dispatched  a ship  to 
Mexico  bearing  court  physicians  and  a sup- 
ply of  vaccine.  The  vaccine  was  kept  alive 
by  transfer  from  one  to  another  of  22  chil- 
dren, aged  four  to  ten,  who  were  brought 
for  this  purpose  on  the  voyage.  It  is  re- 
counted that  excellent  care  was  taken  of 
these  youthful  travelers  but  that  considera- 
ble effort  was  later  required  to  break  them 
of  the  profanity  they  learned  from  the  sail- 
ors aboard  the  ship.  In  the  following  year, 
the  royal  governor  of  Texas  announced  free 
clinics  for  vaccination  of  the  public. 

Somewhat  earlier,  a royal  decree  had  been 
issued  that  hospitals  should  be  built  every- 
where in  New  Spain  “for  the  care  of  priests 
and  soldiers,”  but  this  seems  not  to  have 
been  promulgated  in  Texas.  Not  until  1805 
was  a hospital  established  in  a partly-ruined 
chamber  of  the  Alamo,  long  since  abandoned 
as  a mission.  It  served  this  purpose  for  only 
a few  years.  At  one  time  it  had  a capacity 
for  30  patients  but  only  enough  sheets  for 
14  beds.  The  surgeon  in  charge.  Dr.  Fed- 
erico Zervan,  requisitioned  a pair  of  sheets 
for  each  bed,  but  his  order  was  not  filled 
for  three  years,  and  by  this  time  the  hospital 
was  being  closed. 

In  1815,  the  monarch  of  Spain  again  ex- 
pressed his  great  concern  with  “the  comfort 
and  health  of  the  brave  men  of  his  loyal 
armies  beyond  the  seas.”  He  asked  for  a de- 
tailed report  on  the  location,  patient  census, 
costs,  and  equipment  of  all  hospitals  and 
even  inquired,  “Do  the  doctors  make  fre- 
quent calls  and  do  the  patients  obey  their 
doctors?”  The  Royal  Governor  of  Texas  re- 
plied bluntly  that  there  were  no  hospitals 
anywhere  in  his  entire  province. 

From  1817  onward,  Spanish  rule  in  Texas 
deteriorated  rapidly.  Supplies  did  not  reach 
the  military  posts.  The  soldiers  were  naked 
and  starving,  and  received  no  medical  care 
whatsoever. 

Beginning  in  1821,  settlers  from  the  United 
States  began  to  make  their  way  into  Texas 
to  join  Stephen  F.  Austin’s  colony.  Among 
them  were  quite  a few  physicians.  For  the 
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most  part,  however,  they  were  attracted  by 
the  free  land  and  the  prospect  of  profitable 
speculations.  Very  few  practiced  medicine 
after  their  arrival  and  some  who  did  were 
outright  quacks. 

In  1835,  dissatisfaction  with  Mexican  rule 
broke  into  open  revolution.  Ben  Milam  laid 
siege  to  San  Antonio  and  succeeded  in  driv- 
ing out  the  Mexican  garrison.  Within  a short 
time  a Mexican  Army  under  Santa  Anna 
moved  northward  to  retake  the  city.  During 
the  interval  the  Texas  Army  had  disinte- 
grated. Travis  and  Bowie  were  left  with 
only  187  men  to  oppose  Santa  Anna.  As  they 
took  up  their  positions  in  the  Alamo,  a Dr. 
Amos  Pollard  was  hastily  appointed  surgeon 
of  the  regiment.  Three  other  physicians  were 
among  the  defenders.  Dr.  John  W.  Thomp- 
son, Dr.  Edward  Mitchison  and  Dr.  John 
Forsyth.  All  died  with  Travis,  Bowie,  and 
Davy  Crockett. 

A fifth  physician.  Dr.  John  Sutherland, 
escaped  death  through  an  extraordinary  set 
of  circumstances.  When  rumors  of  the  ap- 
proach of  Santa  Anna’s  forces  reached 
Travis,  he  dispatched  Dr.  Sutherland  and 
another  man  to  reconnoiter.  These  two  were 
the  first  to  sight  the  Mexicans.  Returning 
in  great  haste  to  report,  Sutherland  was 
thrown  from  his  horse,  injuring  his  knee  so 
that  he  was  unable  to  walk.  The  first  casu- 
alty of  the  battle,  he  was  ordered  to  i*ide  to 
Gonzales  with  Travis’s  urgent  request  for 
reinforcements.  Sutherland  returned  to  find 
that  the  Alamo  had  fallen. 

It  has  been  said,  “Thermopylae  had  its 
messengers  of  defeat,  the  Alamo  had  none.” 
In  a sense  this  was  true  since  only  the  wom- 
en and  children  in  the  Alamo  itself  were 
spared  by  the  Mexicans.  There  were,  how- 
ever, many  in  the  city  who  watched  the  bat- 
tle and  spread  the  news  of  its  outcome.  It 
is  of  interest  that  two  physicians  were 
among  the  foremost  of  these  “messengers  of 
defeat.”  John  Sutherland,  despite  his  in- 
jured knee,  carried  the  word  to  Fannin.  Dr. 
Samuel  Stiver,  who  had  been  Ben  Milam’s 
surgeon  when  the  original  Mexican  garrison 
was  driven  from  San  Antonio,  was  the  first 
to  inform  Gen.  Sam  Houston. 

The  Texas  Declaration  of  Independence 
was  signed  a short  time  later  on  March  2, 
1836,  at  Washington-on-the-Brazo'S.  Seven 
of  the  59  signers  were  physicians  although 
only  one.  Dr.  Ben  Goodrich  of  Navasota, 
appears  to  have  been  active  in  the  practice 
of  medicine  at  the  time. 


The  next  clash  occurred  at  Goliad  where 
Fannin’s  army  was  overwhelmed  and  400 
Texans  massacred,  sparing  only  the  physi- 
cians who,  to  their  great  chagrin,  were  or- 
dered to  treat  the  Mexican  wounded. 

The  crucial  battle,  of  course,  took  place  at 
San  Jacinto  where  the  war  cry  was  “Remem- 
ber the  Alamo!  Remember  Goliad!”  Of  the 
950  Texans  taking  part,  15  were  doctors, 
seven  of  them  serving  in  the  line.  The  con- 
ditions under  which  they  worked  were  de- 
plorable. Two  weeks  before  the  battle,  ten 
percent  of  the  army  had  the  measles.  On  the 
day  of  battle,  one  third  of  the  force  was  in- 
capacitated by  dysentery,  malaria,  or  other 
diseases.  Surgical  supplies  consisted  of  a 
few  bandages  and  improvised  splints.  The 
therapeutic  armamentarium  was  limited  to 
ointments,  emetics,  calomel,  cathartics,  ven- 
esection, and  the  lancet.  Military  surgeons 
made  a practice  of  probing  each  wound  with 
the  bare  finger  but  no  definitive  surgery 
was  ever  attempted  in  the  field. 

The  surgeon  general  of  the  Texas  Army 
at  San  Jacinto,  Dr.  Alexander  Ewing,  was 
unusually  well  trained  for  his  day.  He  had 
attended  courses  at  the  Royal  Colleges  of 
Surgeons  of  Edinburgh  and  Ireland.  At  San 
Jacinto  he  was  called  upon  to  treat  General 
Houston  for  a compound  fracture  of  the 
ankle.  He  advised  that  the  general  be  re- 
moved to  New  Orleans  for  treatment.  Pro- 
visional president  Burnett  refused  to  grant 
permission.  Disobeying  the  president,  Ewing 
took  the  general  by  boat  to  Galveston  and 
then  on  to  New  Orleans,  whereupon  he  was 
discharged  from  the  army  for  insubordina- 
tion. 

Another  of  the  surgeons  at  San  Jacinto 
was  Dr.  Nicholas  Labadie,  a French-Cana- 
dian.  Under  direct  orders  from  Houston,  he 
was  assigned  to  the  rear  to  treat  the  Mexi- 
can prisoners.  He  repeatedly  left  his  post 
to  visit  the  front  lines,  and  Houston  is  said 
to  have  remarked  petulantly,  “I  hope  he  gets 
his  damned  head  shot  off.” 

Only  five  Texans  were  killed  in  this  bat- 
tle, which  has  sometimes  been  described  as 
one  of  the  most  decisive  military  victories 
in  history.  Among  the  five  was  Dr.  Junius 
William  Mottley,  a signer  of  the  Texas  Dec- 
laration of  Independence.  At  San  Jacinto,  he 
served  as  aide  to  the  secretary  of  war  and 
early  in  the  day  he  received  a fatal  wound 
of  the  abdomen. 

The  Republic  of  Texas  existed  for  ten 
years  from  1836  to  1846.  During  this  time 
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several  physicians  held  important  cabinet 
posts.  Dr.  James  H.  Starr  was  secretary  of 
state  under  the  first  president,  Sam  Hous- 
ton. Dr.  Robert  A.  Irion  served  President 
Lamar  as  secretary  of  the  treasury.  The  last 
president  of  Texas,  Anson  Jones,  was  him- 
self a physician,  and  he  appointed  Dr.  Ash- 
bel  Smith  to  be  his  secretary  of  state.  The 
last  two  of  these  deserve  special  mention  be- 
cause of  their  remarkable  careers  in  the 
service  of  the  Texas  Republic. 

Dr.  Anson  Jones  received  his  medical  de- 
gree in  1827  from  Jefferson  Medical  Col- 
lege. He  practiced  with  indifferent  success 
in  Philadelphia  and  then  in  New  Orleans 
before  settling  in  Brazoria.  He  soon  became 
more  interested  in  politics  than  in  medicine, 
and  relinquished  his  practice.  When  trouble 
developed  with  Mexico,  he  was  serving  at  his 
home  as  surgeon  to  a regiment  of  volunteers. 
He  was  ordered  to  remain  behind  when  the 
regiment  broke  camp  to  march  to  San  Ja- 
cinto. Like  so  many  other  Texans,  before 
and  since,  he  did  not  take  kindly  to  military 
discipline.  Disobeying  orders,  he  moved  for- 
ward with  the  troops  and  participated  in  the 
battle.  Later  he  served  a term  as  a repre- 
sentative in  the  Texas  Congress  and  was 
then  appointed  minister  to  the  United  States. 
His  stay  in  Washington  was  unhappy  and 
frustrating.  He  was  not  kept  informed  of 
affairs  at  home  and  he  did  not  receive  from 
President  Tyler’s  Secretary  of  State  the  re- 
spect which  he  thought  should  be  accorded 
to  a minister  from  the  sovereign  Republic  of 
Texas.  In  1844  he  was  elected  the  last  presi- 
dent of  Texas.  Dr.  Jones  died  by  his  own 
hand  in  1858,  dispirited  that  he  had  not  been 
elected  to  succeed  Sam  Houston  in  the  U.  S. 
Senate. 

Dr.  Ashbel  Smith  was  the  son  of  an  offi- 
cer in  Washington’s  army.  He  was  a classi- 
cal scholar  and  received  an  M.D.  degree  from 
Yale.  Subsequently  he  pursued  postgradu- 
ate medical  studies  in  Europe.  Later,  while 
practicing  in  North  Carolina,  he  published 
articles  on  a wide  variety  of  subjects,  in- 
cluding cancer  of  the  breast  and  of  the  eye, 
depressed  fractures  of  the  skull,  a successful 
operation  for  vesicovaginal  fistula,  and  on  his 
experiences  with  cholera  and  yellow  fever. 
He  also  recorded  and  published  his  personal 
observations  on  the  effects  of  being  bitten  by 
a rattlesnake.  Amid  all  these  scientific  activ- 
ities he  found  time  to  substitute  for  Daniel 


Webster  as  Phi  Beta  Kappa  Orator  at  Yale. 
Dr.  Smith  moved  to  Texas  shortly  after  the 
battle  of  San  Jacinto  and  was  immediately 
named  surgeon  general  of  the  Texas  Army, 
replacing  the  discredited  Dr.  Ewing.  He  was 
involved  in  many  public  services  as  a legis- 
lator, as  a commissioner  to  negotiate  a treaty 
with  the  Comanche  Indians  and  also  the 
treaty  by  which  Mexico  recognized  the  in- 
dependence of  Texas.  From  1842  to  1845  he 
was  the  minister  from  the  Texas  Republic 
to  the  Court  of  St.  James  where  he  is  said 
to  have  danced  with  Queen  Victoria  and 
lunched  with  Napoleon  III.  He  served  as 
secretary  of  state  to  the  last  president  of 
Texas. 

He  returned  to  the  limelight  as  colonel  of 
the  Second  Texas  Infantry  in  the  Confederate 
Army  and  was  wounded  at  Shiloh.  He  was 
brevetted  brigadier  general  and  commanded 
the  defenses  of  Galveston. 

During  his  later  years  he  was  one  of  the 
founders  of  the  University  of  Texas  and 
served  as  president  of  its  first  board  of  re- 
gents from  1881  to  his  death  in  1886. 

The  interest  which  many  of  these  early 
doctors  of  Texas  took  in  public  affairs  and 
the  part  they  played  in  the  early  develop- 
ment of  this  country  deserve  remembrance. 
There  were  quacks  and  diploma  mill  prod- 
ucts among  them  as  there  were  throughout 
the  country.  A surprising  number  of  them, 
however,  had  received  excellent  medical 
training.  With  the  limited  scientific  re- 
sources available  to  them,  they  ministered 
faithfully  to  the  sick  and  injured  and  they 
put  to  shame  most  modern  doctors  in  the 
contributions  they  made  as  public  servants 
and  as  patriots. 
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Diverticulitis  of  the  Sigmoid 

One-Stage  Resection 

BURT  B.  SMITH,  M.D. 


Experience  with  11  cases  illustrates  the  ad- 
vantages of  a one-stage  resection  in  patients 
with  diverticular  disease  of  the  sigmoid. 

p PRIOR  TO  1945  the  surgical  treat- 
cuNicAL  MEDICINE  meiit  of  di verticulitis  of  the  sig- 

■ moid  was  almost  entirely  restricted 
to  the  management  of  life-threat- 
ening complications  of  this  serious  condition. 
The  management  of  the  patient  before  the 
onset  of  such  complications  was  medical. 
Staged  procedures  were  applied  in  the  ther- 
apy of  such  complications  at  that  time. 
In  the  two-stage  procedure,  the  first  was 
either  exteriorization  or  Mikulicz  resection 
followed  by  a second  stage  of  either  resec- 
tion and  end-to-end  anastomosis  or  closure 
of  the  Mikulicz  colostomy.  The  three-stage 
procedure  consisted  of  (1)  transverse  colos- 
tomy with  or  without  drainage  of  the  local 
abscess  and  with  closure  of  the  free  perfora- 
tion; (2)  resection  and  end-to-end  anasto- 
mosis, usually  done  three  to  six  months  after 
transverse  colostomy;  and  (3)  closure  of  the 
colostomy.  These  procedures  were  associ- 
ated with  great  morbidity  and  also  an  ap- 
preciable mortality.  In  addition  to  this,  they 
were  costly  to  the  patient,  involving  repeated 
operative  procedures,  anesthetics,  and  long 
periods  of  hospitalization. 

One  continues  to  encounter  patients  (such 
as  those  with  large  abscesses,  complete  ob- 
structions, free  perforations,  and  fistulas) 
whose  management  may  require  a prelimi- 
nary transverse  colostomy.  However,  we 
now  know  that  if  an  aggressive  effort  is 
made  to  establish  an  early  diagnosis  in  the 
cases  presenting  acute  abdominal  symptoms 


and  careful  individual  evaluation  of  patients 
known  to  have  diverticular  disease  of  the 
colon,  a one-stage  resection  with  end-to-end 
anastomosis  can  be  done  with  excellent  re- 
sults. The  mortality,  morbidity,  and  eco- 
nomic loss  are  reduced,  and  the  end  result 
is  good.  Smithwick^  and  Babcock^  were 
among  the  first  to  advocate  earlier  resection 
in  this  disease. 

Indications 

The  following  indications  have  been  used 
in  selecting  patients  for  one-stage  resection  : 

Recurring  attacks  of  acute  diverticulitis. — 
Mild  attacks  which  respond  rapidly  to  medi- 
cal management  with  minimal  residual  x-ray 
deformity  may  be  wisely  continued  under 
medical  management;  however,  severe  at- 
tacks with  definite  x-ray  deformity  should 
be  resected,  preferably  in  the  quiescent  in- 
terval. This  approach  seems  even  more  logi- 
cal in  the  younger  patient  (under  50)  with 
sigmoid  disease. 

Partial  obstruction. — Many  of  these  pa- 
tients can  be  carefully  treated  during  the 
acute  phase  by  withholding  oral  intake  and  by 
intravenous  fluids,  antibiotics  and  bed  rest, 
deferring  surgery  until  the  condition  becomes 
quiescent,  and  then  performing  segmental 
resection  with  anastomosis. 

Hemorrhage. — Hemorrhage  was,  until  20 
years  ago,  regarded  as  an  infrequent  sign 
of  diverticular  disease;  however,  it  is  now 
known  to  occur  both  in  diverticulitis  and  in 
diverticulosis  in  an  appreciable  number  of 
patients.  It  may  be  mild  or  massive.  Other 
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causes,  such  as  hemorrhoids,  polyps,  and  car- 
cinoma must  be  ruled  out  by  careful  exami- 
nation, including  digital,  anoscopic,  procto- 
sigmoidoscopic,  and  barium  enema  with  air 
contrast  studies.  Continued  or  recurrent 
massive  bleeding  will  require  vigorous  blood 
replacement  and  laparotomy  with  segmental 
resection  and  anastomosis. 

Perforation. — Free  perforation  into  peri- 
toneal cavity  occasionally  occurs  and  re- 
quires early  diagnosis  and  prompt  treatment 
to  avoid  disaster.  If  operation  is  carried  out 
promptly,  resection  of  the  involved  area  with 
primary  anastomosis  in  healthy  tissue,  fol- 
lowed by  vigorous  antibiotic  therapy,  gastro- 
intestinal suction,  and  parenteral  fluids  may 
be  done  in  selected  cases.  If  operation  is  de- 
layed, exteriorization  with  resection  at  a 
later  date  or  a three-stage  procedure  may  be 
mandatory.  Most  perforations  become  walled 
off  without  diffuse  intraperitoneal  soiling 
and  may  be  safely  managed  by  conservative 
measures;  however,  if  a palpable  mass  per- 
sists or  recurs,  operation  is  advisable  and  a 
one-stage  resection  can  often  be  done  if  the 
patient  is  properly  prepared. 

Inability  to  rule  out  carcinoma. — It  is  to 
be  remembered  that  the  sigmoid  colon  is  the 
most  frequent  site  of  occurrence  of  both  di- 
verticular disease  and  carcinoma  and  also 
that  both  diseases  occur  more  frequently  in 
the  same  age  groups;  therefore,  if  the  clini- 
cal picture  is  not  clear-cut  and  particularly 
the  x-ray  findings  are  not  typical  for  diver- 
ticulitis, operation  must  be  done  without  de- 
lay. An  adequate  resection  for  carcinoma 
should  be  done  if  the  findings  at  operation 
do  not  enable  the  surgeon  to  exclude  the 
presence  of  malignancy. 

Fistula,  cutaneous,  bladder,  vagina. — Some 
of  these  cases  require  a three-stage  proce- 
dure; however,  many  can  be  handled  by  a 
one-stage  procedure  if  the  patient  is  prop- 
erly prepared  and  careful  dissection  is  car- 
ried out.  It  must  again  be  emphasized  that 
malignancy  should  be  carefully  excluded,  if 
possible,  before  resorting  to  a three- stage 
procedure. 

Case  Reports 

Case  1. — A 40-year-old  woman  was  seen  in  the  of- 
fice Jan.  10,  1956.  She  had  been  having  cramping 
lower  abdominal  pain  for  several  weeks.  She  had  also 
noted  loose  stools  and  “bloating”  in  her  abdomen. 
There  was  localized  tenderness  and  suggestion  of  a 


mass  in  the  extreme  lower  left  quadrant.  A diag- 
nosis of  acute  diverticulitis  of  the  sigmoid  was 
made.  She  temporarily  improved ; however,  the 
left  lower  quadrant  pain  again  became  severe  and 
she  developed  severe  cramping  pain,  vomiting, 
and  distention.  A flat  plate  of  her  abdomen  dem- 
onstrated distended  small  bowel  loops  and  dis- 
tention of  the  right  side  of  her  colon.  She  was  hos- 
pitalized and  treated  with  nasogastric  suction,  par- 
enteral fluids,  and  antibiotics.  Her  symptoms  sub- 
sided, and  she  resumed  normal  bowel  movements. 
On  Jan.  27  a barium  enema  was  reported  as  “diver- 
ticulitis of  proximal  sigmoid  with  partial  obstruc- 
tion to  retrograde  flow  of  barium.”  She  was  pre- 
pared for  surgery  by  liquid  diet,  gentle  mechanical 
cleansing,  mild  laxatives,  Sulfasuxidine  and  neomy- 
cin. Operation  was  performed  Feb.  3,  which  con- 
sisted of  resection  of  16  mm.  of  the  involved  seg- 
ment, well  into  healthy  bowel  both  proximally  and 
distally,  with  end-to-end  anastomosis.  Convalescence 
was  uneventful  and  she  was  dismissed  from  the 
hospital  on  the  ninth  postoperative  day.  The  patho- 
logic diagnosis  was  “Tissue  from  sigmoid,  diver- 
ticulitis and  diverticulosis.”  This  patient  has  been 
observed  over  the  eight- year  period,  and  was  last 
seen  Oct.  5,  1964.  She  has  had  no  further  trouble. 

Conservative  management  during  the  acute 
episode  permitted  more  careful  evaluation, 
preliminary  bowel  preparation,  and  a one- 
stage  operation  in  this  case. 

Case  2.- — A 62-year-old  woman  was  admitted  to 
the  hospital  May  6,  1962.  She  was  referred  by  her 
internist  for  colon  resection.  She  had  a history  of 
four  attacks  of  lower  abdominal  pain  within  the 
past  three  years  which  were  diagnosed  as  “diver- 
ticulitis of  the  left  colon.”  The  last  attack  occurred 
four  weeks  ago.  The  x-ray  diagnosis  was  “diver- 
ticulitis of  colon,  chiefly  descending  and  sigmoid.” 
The  patient’s  bowel  was  prepared  with  sulfathali- 
dine  and  neomycin  and  cleansing  enemas.  Resection 
of  42  cm.  of  sigmoid  and  descending  colon  with  end- 
to-end  anastomosis  was  performed  May  9, 1962.  Con- 
valescence was  uneventful  and  the  patient  was  dis- 
charged from  the  hospital  on  the  11th  postoperative 
day.  Pathological  diagnosis:  “Diverticulitis,  sig- 
moid and  descending  colon.” 

This  case  illustrates  so  well  the  advan- 
tages of  the  current  surgical  approach  to 
the  management  of  this  treacherous  disease.® 
The  patient  can  be  well  prepared  and  op- 
erated on  during  a quiescent  period  of  the 
disease,  thereby  permitting  a one-stage  pro- 
cedure and  avoiding  possible  mortality,  pro- 
longed morbidity,  and  the  economic  loss  as- 
sociated with  two-  or  three-stage  procedures. 

Case  3. — A 49-year-old  woman  was  admitted  to 
the  hospital  March  16,  1964,  complaining  with  se- 
vere cramping  abdominal  pain  of  12  hours’  dura- 
tion. She  had  some  nausea  following  onset  of  pain 
but  no  vomiting  or  diarrhea.  She  stated  that  she 
had  had  a similar  attack,  although  not  as  severe,  a 
year  and  a half  ago  which  her  husband  thought  was 
an  “attack  of  appendicitis.” 

Examination  revealed  a slightly  distended  abdo- 
men with  much  tenderness  and  muscle  spasm  just 


680 


Texas  State  Journal  of  Medicine 


below  her  umbilicus  and  slightly  to  the  right  of 
the  midline.  Urinalysis  was  negative  and  white 
blood  count  was  20,500  with  90  percent  polymor- 
phonuclear cells.  The  possibility  of  sigmoid  diver- 
ticulitis was  considered,  and  she  was  observed  over- 
night; neomycin,  1 gm.,  was  given  every  four  hours. 
The  following  morning  her  abdomen  was  still  tender 
and  leukocytosis  was  still  present.  It  was  felt  that 
acute  appendicitis  was  the  more  likely  diagnosis, 
and  laparotomy  was  advised.  At  operation  the  ap- 
pendix was  secondarily  inflamed  but  a large  edem- 
atous mass  was  found  in  a mobile  sigmoid.  This 
was  resected  well  back  into  normal-appearing  bowel 
proximally  and  distally  and  end-to-end  anastomosis 
was  done.  Her  convalescence  was  uneventful  and 
she  was  discharged  from  the  hospital  on  the  11th 
postoperative  day.  She  has  remained  well  to  this 
time.  Pathological  diagnosis  was  (1)  “vermiform 
appendix;  (2)  segment  of  sigmoid,  diverticulitis 
with  abscess  formation  in  adjacent  fibroadipose 
tissue. 

This  patient’s  abdomen  was  not  distended ; 
she  received  neomycin  overnight  and  was  re- 
ceiving parenteral  antibiotics.  Diffuse  peri- 
tonitis was  not  present;  therefore,  primary 
resection  and  anastomosis  was  considered 
feasible. 

Case  U- — A 58-year-old  woman  was  seen  in  the 
hospital  at  the  request  of  her  family  physician. 
Five  days  prior  to  this  she  had  had  diarrhea  and 
fever  for  about  three  days  and  her  diagnosis  was 
regarded  as  gastroenteritis,  probably  viral.  She  had 
a history  of  stress  incontinence  which  had  been 
present  for  years.  During  the  past  ten  days  she  had 
lower  abdominal  pain  associated  with  mild  discom- 
fort on  urination.  Barium  enema  was  done  and  was 
reported  as  follows:  “Fairly  extensive  diverticulosis 
of  the  colon,  particularly  prominent  in  the  descend- 
ing and  sigmoid  junction  area.” 

She  was  scheduled  for  dilation  and  curettement, 
perineal  repair  and  probable  abdominal  hysterec- 
tomy Feb.  25,  1964.  Curettage  revealed  scant  scrap- 
ings which  were  not  suggestive  of  malignancy.  A 
mobile  pelvic  mass  was  felt  during  bimanual  ex- 
amination under  anesthesia  which  was  thought  to 
represent  a leiomyoma  or  a left  adnexal  mass. 
Perineal  repair  was  done,  followed  by  laparotomy. 
A large  edematous  mass  was  present  in  the  sigmoid. 
The  segment,  including  the  mass,  was  resected,  the 
division  of  the  bowel  both  proximally  and  distally 
being  carried  out  in  grossly  normal  tissue.  End-to- 
end  anastomosis  was  done.  Convalescence  was  un- 
eventful. She  was  discharged  from  the  hospital  on 
the  ninth  postoperative  day.  Pathological  diagnosis 
was  “sigmoid  colon,  diverticulosis  with  marked 
acute  diverticulitis  and  acute  peritonitis.” 

This  situation  is  sooner  or  later  seen  by 
almost  every  abdominal  surgeon.  Resection 
should  be  done  at  the  time  if  the  mass  can 
be  readily  mobilized  and  anastomosis  done 
in  normal  tissue. 

Case  5. — A 53-year-old  woman  was  seen  in  shock 
in  the  emergency  room  at  Memorial  Hospital  on 
Aug.  10,  1957.  She  was  pale,  sweating,  cold,  and 
clammy.  Her  pulse  was  120  and  her  blood  pressure 


60/40  mm.  of  mercury.  She  was  passing  large  quan- 
tities of  bright  red  blood  by  rectum.  There  was  no 
history  of  acid  indigestion  nor  peptic  ulcer  compli- 
cations. She  did  state  that  she  had  had  left  lower 
abdominal  pain  on  occasions,  both  recently  and  in 
the  past.  She  responded  to  treatment  for  shock 
which  consisted  of  three  units  of  blood.  The  bleed- 
ing ceased.  Proctoscopy  was  done  the  following  day 
and  was  negative  for  a distance  of  15  cm.  Barium 
enema  without  preparation  was  done  on  Aug.  12 
and  was  reported  as  follows:  “There  are  many  di- 
verticuli  along  the  sigmoid  colon  with  one  area  sug- 
gesting diverticulitis.”  Severe  bleeding  recurred  on 
the  afternoon  of  Aug.  12.  This  was  accompanied  by 
shock.  Vigorous  blood  replacement  was  required  to 
bring  her  pressure  to  above  100  systolic.  She  was 
taken  to  the  operating  room.  Through  a lower  ab- 
dominal left  rectus  incision  a six-inch  segment  of 
sigmoid  was  resected  and  end-to-end  anastomosis 
was  done.  Dilatation  of  the  anal  sphincter  under 
anesthesia  was  carried  out  at  the  last  of  the  pro- 
cedure. Convalescence  was  uneventful.  She  was 
dismissed  from  the  hospital  Aug.  22,  1957.  Patho- 
logic diagnosis  was  “Sigmoid,  perforated  diverticu- 
litis; diverticulosis  of  sigmoid.” 

I believe  that  massive  hemorrhage  which 
continues  in  spite  of  blood  replacement  or 
which  recurs  while  in  the  hospital  should  be 
treated  surgically,  preferably  by  one-stage 
resection  and  anastomosis.  Transverse  colos- 
tomy has  been  advocated  by  some  authors^ 
for  poor  risk  patients,  where  the  source  of 
bleeding  is  indeterminate,  reserving  resec- 
tion until  the  patient  can  be  more  carefully 
evaluated  and  is  in  better  condition.  Total 
colectomy  has  also  been  mentioned^  for  such 
patients. 

I have  had  no  experience  with  these  pro- 
cedures and  feel  that  since  symptomatic  di- 
verticular disease  usually  arises  in  the  sig- 
moid or  descending  colon,  segmental  resec- 
tion in  that  area  with  anastomosis  will  be 
the  procedure  of  choice  in  the  majority  of 
patients. 

Case  6. — A 54-year-old  man  was  seen  by  his  family 
physician  at  which  time  he  had  a tender,  well-local- 
ized mass  in  the  lower  left  quadrant.  He  suddenly 
became  ill  with  left  lower  quadrant  pain  which  was 
referred  to  his  left  testicle  and  required  morphine 
for  relief. 

A tentative  diagnosis  of  “ureteral  colic”  was  made 
at  that  time,  and  the  patient  was  hospitalized.  Fol- 
lowing the  severe  pain  he  had  chills,  fever,  and  ten- 
derness in  the  lower  quadrant.  Intravenous  pyelo- 
gram  was  negative.  A barium  enema  demonstrated 
an  area  of  narrowing  in  the  sigmoid.  The  fever  and 
tenderness  responded  to  bed  rest  and  Polycillin ; 
however,  the  mass  did  not  disappear.  After  antibi- 
otics were  discontinued,  the  fever  recurred  and  more 
tenderness  developed.  He  again  responded  to  anti- 
biotics, but  a tender  mass  remained.  It  was  decided 
to  continue  antibiotics  for  one  week  and  then  do 
another  barium  enema.  This  was  done  and  an  ob- 
structive lesion  was  demonstrated.  Surgery  was 
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thought  necessary,  since  carcinoma  could  not  be 
ruled  out,  although  diverticulitis  was  considered  the 
most  probable  diagnosis.  Operation  was  performed 
on  Aug.  8,  1964.  The  mass  was  5 cm.  in  length  and 
5 to  6 cm.  in  diameter.  It  was  densely  adherent  to 
lateral  pelvic  peritoneum.  The  ureter  was  carefully 
identified  posteriorly.  A segment  of  sigmoid  ap- 
proximately 18  cm.  in  length  with  its  mesentery  was 
removed.  Immediate  examination  of  the  specimen 
did  not  reveal  a mucosal  lesion.  End-to-end  anasto- 
mosis was  done.  Convalescence  was  uneventful,  and 
he  was  dismissed  from  the  hospital  on  the  12th  post- 
operative day.  The  pathologic  diagnosis  was  “seg- 
ment of  colon;  multiple  diverticulitis  with  several 
pericolic  abscesses.  There  is  no  suggestion  of  ma- 
lignancy.” 

Carcinoma  could  not  be  excluded  preoper- 
atively;  the  intestinal  tract  was  well  pre- 
pared with  gentle  irrigations  of  Thalamyd 
and  neomycin.  Frank  pus  was  not  encoun- 
tered ; therefore,  segmental  resection  with 
anastomosis  in  healthy  tissue  was  possible. 


Conclusion 

We  have  treated  11  cases  by  one-stage  seg- 
mental resection  without  preliminary  or  sup- 
plemental colostomy  or  cecostomy.  There 
have  been  no  complications.  Results  have 


been  excellent.  The  average  hospital  stay 
has  been  12  days.  One  of  our  patients,  hav- 
ing a three-stage  procedure,  is  merely  men- 
tioned for  comparison.  The  hospital  stay  was 
25  days. 

The  advantages  of  a one-stage  resection 
in  the  management  of  patients  with  divertic- 
ular disease  of  the  sigmoid  are  illustrated 
by  these  cases,  and  the  indications  for  the 
operation  are  reviewed.  The  necessity  for 
staged  operations  can  be  greatly  reduced  by 
careful  management  of  each  patient  with 
concomitant  reduction  in  mortality,  morbid- 
ity, and  economic  loss. 
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Fewer  Drugstores  But  Greater  Sales 

There  are  fewer  retail  drugstores  than  there  once  were  but  total 
sales  are  greater.  This  is  true  in  Texas  and  nationwide. 

These  conclusions  are  those  of  the  University  of  Texas  College 
of  Pharmacy  based  on  a study  of  U.  S.  Census  of  Business  reports 
during  the  period  1958-1963. 

Sales  per  establishment  have  increased  for  two  reasons : increase 
in  sales  and  decrease  in  the  number  of  stores.  However,  the  average 
sales  per  establishment  in  Texas  was  less  than  that  reported  for  the 
nation. 

The  study  indicates  a highly  competitive  urban  situation  regard- 
ing pharmacies. 

Leading  Texas  metropolitan  areas  in  total  sales  were  Houston, 
Dallas,  Fort  Worth,  San  Antonio,  Beaumont-Port  Arthur,  Amarillo, 
and  El  Paso. 

The  largest  retail  drugstore  sales  per  establishment  in  a stand- 
ard metropolitan  statistical  area  for  1963  was  reported  in  Laredo 
with  $289,800  per  store. 
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Bronchial  Adenomas  in  Children 

Victor  A.  Nunez,  M.D.,  Harlan  J.  Spjut,  M.D.,  Harvey  S.  Rosenberg,  M.D. 


Bronchial  adenomas  are  rare  in  children,  but 
should  be  considered  when  a child  has  un- 
explained recurrent  pulmonary  infections  or 
hemoptysis.  Slow  growth,  high  incidence  in 
females,  and  long  survival  differentiate  bron- 
chial adenoma  from  bronchogenic  carcinoma. 
Two  cases  of  mucoepidermoid  tumors  and  one 
of  carcinoid  tumor  in  children  are  reported. 


BRONCHIAL  ADENOMAS  are 

CASE  REPORTS  slow-growlng  primary  tumors  of 
bronchi  which  differ  from  bron- 
chogenic carcinoma  in  structure 
and  behavior,  although  the  malignant  nature 
of  adenomas  is  well  recognized. Bronchial 
adenomas  have  three  characteristics  that  dis- 
tinguish them  from  bronchogenic  carcinoma : 
slow  growth,  high  incidence  in  females,  and 
long  survival  even  in  the  presence  of  metas- 
tases.  In  the  several  reports  on  bronchial 
adenoma,  the  age  of  the  patient  was  usually 
between  20  and  50.  Bronchial  adenomas  in 
the  pediatric  age  group,  infancy  through  15 
years,  are  uncommon.  A review  of  the  avail- 
able literature  discloses  nearly  100  bronchial 
adenomas  in  patients  15  years  old  or  young- 
gj._9-i9  Three  cases  of  bronchial  adenomas  in 
children  are  reported. 


Case  Reports 

Case  1. — This  nine-year-old  boy  was  admitted  to 
Texas  Children’s  Hospital  in  July,  1959,  for  a right 
lower  lobectomy.  He  had  recurrent  episodes  of  pneu- 
monia during  the  previous  four  years  and  a single 
episode  of  hemoptysis  in  May,  1958. 

In  April,  1959,  an  increased  density  along  the 
right  cardiac  border  with  a sharply  demarcated 
lateral  margin  in  a chest  radiograph  was  interpreted 
as  atelectasis  of  the  right  lower  lobe  with  hyper- 
expansion of  the  right  middle  lobe.  The  right  upper 
lobe  and  the  left  lung  field  were  normal.  In  June, 
1959,  a bronchogram  showed  complete  obstiaiction 
of  the  right  main  bronchus  jhist  below  the  origin  of 
the  upper  lobe  bronchus.  At  the  site  of  obstruction 
a rounded,  filling  defect  was  present,  consistent  with 
a polypoid  intraluminal  growth. 

Laboratory  data  including  hemoglobin,  hemato- 
crit, white  blood  cell  count  and  differential,  urin- 


alysis, and  the  serological  test  for  syphilis  were 
normal. 

On  the  second  hospital  day  a right  middle  and 
lower  lobectomy  was  performed  after  a frozen  sec- 
tion diagnosis  of  bronchial  adenoma  in  the  bronchus 
intermedius.  The  child  had  an  uneventful  recovery 
from  the  operation  and  was  discharged  on  the 
eighth  postoperative  day.  The  child  was  well  as  of 
January,  1965. 

Pathologic  Findings. — The  lobes  weighed  128  gm. 
and  measured  10.5  by  7 by  2.5  cm.  The  main  bron- 
chus was  filled  with  a granular  red-gray  mass  which 
extended  from  the  lower  lobe  bronchus  (Fig.  la). 
The  tumor  was  oval,  yellow-brown,  and  measured 
2 by  1.4  by  1 cm.  The  lumen  of  the  bronchus  distal 
to  the  tumor  was  dilated  and  filled  with  tenacious, 
red,  mucoid  material.  The  lower  lobe  was  red-brown 
and  atelectatic.  The  tumor  arose  from  the  wall  of 
the  lower  lobe  bronchus  and  extended  into  the  lu- 
men of  that  bronchus  and  through  the  wall  into  the 
parenchyma.  The  bronchus  to  the  middle  lobe  was 
compressed  but  was  not  involved  by  tumor.  Several 
bronchial  lymph  nodes  were  free  of  tumor. 

Microscopically  the  tumor  was  confined  to  the 
wall  of  the  bronchus.  The  epithelium  of  the  bron- 
chus was  focally  eroded.  The  tumor  was  arranged 
in  irregular  lobules  by  fibrous  septa.  In  the  stroma, 
clusters  and  dilated  glands  contained  a faintly  baso- 
philic mucus  that  stained  blue  with  alcian  blue- 
periodic  acid-Schiff  (PAS)  reagent.  The  dilated 
glands  varied  in  size  and  shape  (Fig.  lb).  The  solid 
cellular  components  were  mixed  Vvdth  glandular 
structures.  The  cytoplasm  of  most  of  the  cells  of 
the  solid  portions  was  eosinophilic  and  finely  granu- 
lar, although  there  were  a few  foci  of  clear  cells. 
The  nuclei  were  generally  round  or  oval  with  a 
finely  granular  chromatin.  No  mitoses  were  identi- 
fied. No  definite  squamous  components  were  seen 
(Fig.  Ic).  Transitions  from  bronchial  glands  to  neo- 
plasm were  noted,  but  not  from  duct  or  surface 
epithelium.  The  tumor  was  designated  as  a muco- 
epidermoid tumor. 

Case  2. — This  ten-year-old  girl  had  been  admitted 
to  the  Texas  Children’s  Hospital  on  several  occa- 
sions because  of  episodes  of  pneumonia  dating  from 
June,  1962.  She  had  been  in  the  hospital  for  arth- 
ritis and  possible  rheumatic  fever  in  October,  1961. 
Chest  roentgenograms  at  that  time  showed  no  ab- 
normalities. Physical  examination  in  September, 
1962,  revealed  an  area  of  consolidation  in  the  right 
chest.  During  hospitalization  in  October,  1962,  bron- 
choscopic  examination  was  performed  with  biopsy 
of  a granular  lesion  in  the  orifice  of  the  right  upper 
lobe  bronchus;  the  lesion  was  thought  to  be  a bron- 
chial adenoma.  On  Oct.  19,  the  middle  and  lower 
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Fig.  la.  Gross  photograph  of  the  intrabronchial  tumor  in 
case  1.  Nearly  complete  obstruction  of  segmental  bronchi 
is  noted. 


Fig.  1b.  Photomicrograph  illustrating  mucus  in  dilated 
glands.  Hematoxylin  and  eosin,  X 35. 


Fig.  Ic.  Solid  areas  of  the  tumor  showing  the  mixed  squa- 
mous-appearing and  glandular  elements.  Hematoxylin  and 
eosin,  X 65.7. 


lobes  were  resected.  The  child  was  discharged  in 
good  health  on  Oct.  27,  1962,  and  was  well  as  of 
January,  1965. 

Pathologic  Findings.  — Within  the  lumen  of  the 
proximal  portion  of  the  right  lower  lobe  bronchus 
was  a polypoid,  oval  nodule.  A small  amount  of 
mucus  filled  the  lumen  of  the  bronchus  distal  to  the 
tumor.  Cut  surface  of  the  tumor  was  bright  yellow 
and  nodular.  At  its  origin  from  the  bronchial  wall, 
the  base  measured  1.1  cm.  in  diameter.  The  tumor 
extended  into  the  lumen  to  a height  of  from  0.3  to 
0.5  cm.  and  into  the  parenchyma  medially  and  in- 
teriorly (Fig.  2a).  The  maximum  dimensions  of  the 
tumor  were  2.7  by  1.5  by  0.8  cm.  The  bulb  of  the 
tumor  was  extrabronchial. 

Microscopically,  the  neoplasm  was  well  circum- 
scribed and  extended  from  the  mucosa  of  the  bron- 
chus into  the  lung  parenchyma.  A small  amount  of 
lymphoid  and  connective  tissue  lay  between  the  neo- 
plasm and  the  parenchyma  of  the  lung.  The  bron- 
chial epithelium  had  been  elevated,  focally  eroded. 


and  contained  areas  of  squamous  metaplasia.  The 
tumor  was  arranged  in  broad  indistinct  lobules  with 
considerable  morphologic  variation.  Individual  lob- 
ules were  usually  compact  but  there  were  a few 
centers  of  necrosis.  The  cells  varied  from  granular 
to  densely  acidophilic  to  clear  and  vacuolated  (Fig. 
2b).  The  vacuoles  were  filled  with  material  which 
stained  blue  with  alcian  blue-PAS  and  Hale’s  col- 
loidal iron.  In  several  areas  small  glandular  spaces 
filled  with  mucus  were  noted.  They  were  similar  to 
those  of  case  1.  In  isolated  areas,  clusters  of  cells 
with  a squamous  appearance  were  seen  (Fig.  2c). 
The  lesion  was  considered  a mucoepidermoid  tumor. 
Transitions  from  normal  bronchial  glands  and  ducts 
and  surface  epithelium  to  tumor  were  seen. 

Case  3.* — This  13-year-old  boy  was  admitted  to 
Barnes  Hospital,  St.  Louis  in  July,  1957,  because  of 


*Case  used  through  the  courtesy  of  Drs.  Charles 
L.  Roper  and  Lauren  V.  Ackennan  of  Barnes  Hos- 
pital, St.  Louis,  Mo. 
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Fig.  2a.  Gross  photograph  of  the  solid,  well-circumscribed 
bronchial  adenoma  seen  in  case  2.  Bronchi  are  obstructed 
with  bronchiectatic  dilatation  distal  to  the  tumor. 


Fig.  2b.  Illustrated  is  the  mixed  pattern  of  glands,  clear 
cells  and  solid  areas  suggestive  of  squamous  epithelium. 
Hematoxylin  and  eosin,  X 65.7. 

Fig.  2c.  Squamous  cells  and  columnar  cells  combined  in 
one  part  of  the  tumor.  Hematoxylin  and  eosin,  X 146. 


^ ^ ^ tt  *V' 


hemoptysis  during-  the  year  prior  to  admittance, 
with  the  most  recent  episode  occun-ing  six  days  be- 
fore. He  had  no  other  symptoms.  A roentgenogram 
during  the  year  before  hospitalization  had  revealed 
a coin  lesion  in  the  right  lung,  and  gradual  enlarge- 
ment of  the  lesion  was  apparent  on  subsequent 
films.  Results  of  physical  examination  and  labora- 
tory tests  were  normal.  The  diagnosis  was  broncho- 
genic cyst. 

At  the  time  of  operation,  the  right  upper  lobe 
contained  a large  mass.  After  a frozen  section  ex- 
amination, with  diagnosis  of  adenocarcinoma,  a 
right  pneumonectomy  was  done.  The  postoperative 
course  was  uneventful.  One  year  later,  the  patient 
died  of  pneumonia,  without  evidence  of  tumor;  an 
autopsy  was  not  permitted. 

Pathologic  Findings. — In  the  right  upper  lobe,  near 
the  hilum  and  involving  the  lobar  bronchus,  was  a 
lobulated,  well -circumscribed,  yellow -white  mass 
that  measured  5 by  4.5  by  3.5  cm.  A major  portion 
of  the  tumor  was  extrabronchial.  The  middle  and 
lower  lobes  appeared  normal. 

Microscopically  the  tumor  was  a carcinoid  type 
bronchial  adenoma  with  a glandular  component  (Fig. 
3).  Nerve  and  vessel  invasions  were  not  seen;  27 
lymph  nodes  were  free  of  tumor. 

Discussion 

Probably  not  more  than  100  cases  of  bron- 


Fig.  3.  Carcinoid  bronchial  adenoma  of  case  3.  The  uni- 
formity of  the  cell  type  and  gland-like  spaces  are  noted. 
Hematoxylin  and  eosin,  X 60.3. 


chial  adenoma  have  been  reported  in  chil- 
dren. There  is  variance  in  different  review 
articles  as  to  the  specific  total.®-  Never- 
theless, there  appears  to  be  increasing  cog- 
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nizance  of  the  occurrence  of  bronchial  ade- 
nomas in  this  age  group. 

The  majority  of  the  bronchial  adenomas  in 
children  have  been  designated  as  the  carci- 
noid variety,  with  fewer  cylindromas^^-  and 
mucus -producing  adenomas.^  Many  of  the 
reported  adenomas  are  not  specifically  typed. 
This  distribution  of  the  histological  types  of 
adenomas  is  similar  to  that  in  the  adult.  Two 
of  the  cases  described  by  us  were  mucoepi- 
dermoid tumors,  and  are  to  our  knowledge 
among  the  first  to  be  reported  in  children. 
They  are  uncommon  even  in  adults.  The  third 
was  a bronchial  adenoma  of  the  carcinoid 
type. 

The  types  of  bronchial  adenoma  differ  in 
their  behavior.  Bronchial  carcinoids  are  ma- 
lignant but  have  a low  rate  of  metastases  to 
regional  lymph  nodes — approximately  15 
percent.  The  outlook  for  patients  having  this 
type  of  bronchial  adenoma  is  extremely  fa- 
vorable. 

Adenoid  cystic  carcinoma  (cylindroma)  is 
a more  devastating  and  fortunately  more  un- 
common form  of  bronchial  adenoma.  Metas- 
tases to  lymph  nodes  are  frequent.  In  one 
small  group  of  five  adult  patients,  four  died, 
presumably  of  tumor,  although  one  patient 
lived  ten  years  after  treatment.^  In  our  re- 
view of  the  literature  only  two  adenoid  cystic 
carcinomas  were  found  to  have  occurred  in 
childhood ; follow-up  information  on  both  was 
incomplete. 

Pure  mucus-producing  bronchial  adenomas 
are  apparently  benign  both  in  adults  and 
children.^--  Three  children  with  this  type 
of  lesion  were  reported  by  Carlens  and  asso- 
ciates.^ All  were  alive  five  or  more  years 
after  treatment. 

Bronchial  mucoepidermoid  tumors  com- 
prise a small  number  of  all  bronchial  ade- 
nomas.Mucoepidermoid  tumor  is  histolog- 
ically similar  to  that  which  occurs  in  major 
and  minor  salivary  glands.  Metastases  are 
rarely  seen  and  are  usually  to  lymph  nodes, 
but  they  may  be  general.  On  the  basis  of  the 
few  bronchial  mucoepidermoid  tumors  re- 
ported, we  can  say  that,  with  rare  excep- 
tions, they  behave  as  benign  neoplasms.  Per- 
hai^s  they  are  best  designated  as  low  grade 
malignant  neoplasms. 

The  etiology  of  bronchial  adenomas  re- 
mains unknown.  Even  the  histogenesis  is 
controversial  if  not  obscure.  Carcinoids  may 
arise  from  cells  of  glands  or  ducts.  Because 
of  the  occasional  manifestation  of  the  carci- 


noid syndrome,  it  is  deduced  that  they  may 
arise  from  cells  of  the  enterochromaffin  sys- 
tem. Adenoid  cystic  carcinomas,  mucus-pro- 
ducing adenomas,  and  mucoepidermoid  tu- 
mors seem  to  originate  from  bronchial  glands 
and  ducts,  as  judged  from  histological  evi- 
dences of  transition  from  normal  to  neo- 
plasm. Evidence  of  such  transition  was  seen 
in  our  two  cases.  The  role  of  the  surface 
epithelium  as  the  site  of  origin  for  these  tu- 
mors cannot  be  discounted. 

The  symptoms  of  bronchial  adenoma  are 
not  specific,  but  in  a child  with  unexplained 
recurrent  bouts  of  pneumonia,  cough,  or  he- 
moptysis this  tumor  should  be  suspected.  An 
occasional  bronchial  adenoma  may  be  asymp- 
tomatic, discovered  only  by  routine  chest  film. 
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Perforated  Duodenal  Ulcer 
In  the  Newborn 

DAVID  VANDERPOOL,  M.D. 


The  author  presents  what  he  believes  to 
be  the  15th  reported  case  of  perforated 
peptic  ulcer  of  a newborn.  He  discusses 
possible  causes  and  relative  incidence. 


PEPTIC  ULCER  in  children  was 
CASE  REPORTS  repopted  in  1825  by  Siebold,^®  and, 

■ in  1829  by  Cruveilhier,^“  who  de- 
scribed three  cases.  Carteaux®  de- 
scribed a case  of  perforated  peptic  ulcer  in 
an  infant  in  1858.  Since  then  the  disorder  has 
been  reported  with  increasing  frequency,  al- 
though it  is  still  not  common  and  is  usually 
lethal.^® 


Case  Report 

The  patient,  born  March  6,  1962,  was  an  appar- 
ently normal  full-term  daughter  of  a 24-year-old 
white  woman,  gravida  4,  para  3,  abortus  1.  The  in- 
fant weighed  seven  pounds,  eleven  and  one-half 
ounces. 

On  the  second  day,  the  child  ate  poorly  and  re- 
gurgitated a portion  of  her  feedings,  by  the  third 
day,  she  vomited  bile-stained  material.  The  abdo- 
men was  slightly  distended,  there  was  erythema 
about  the  umbilicus,  and  venous  distention  of  the 
abdominal  wall.  Clinically,  she  was  jaundiced  and 
questionably  cyanotic.  White  blood  cell  count  was 
7,400  with  85  percent  neutrophils.  X-rays  of  the 
abdomen  were  normal.  The  diagnosis  was  sepsis 
with  vomiting,  and  a regimen  of  penicillin,  strepto- 
mycin, and  oral  glucose  water  was  prescribed.  Vom- 
iting decreased  on  the  fourth  day,  and  she  ate  bet- 
ter. By  the  morning  of  the  fifth  day,  however,  the 
patient  again  vomited  bile-stained  gastric  contents, 
although  she  was  still  passing  meconium  stools.  Her 
abdomen  was  greatly  distended  and  there  was  a loss 
of  liver  dullness  and  absence  of  bowel  sounds.  Up- 
right films  of  the  abdomen  revealed  free  air  in  the 
peritoneal  cavity  (Fig.  1).  The  distention  was  em- 
barrassing respiration  and  the  stomach  was  aspi- 
rated with  a Levin  tube,  with  some  relief.  A diag- 
nosis of  perforated  viscus  was  made,  and  on  the 
fifth  day  the  abdomen  was  explored  under  endo- 
tracheal Fluothane  anesthesia,  through  an  upper 


A portion  of  this  article  ivas  presented  before  the 
North  Texas  Chapter  of  the  American  College  of 
Surgeons  in  May,  1963. 


Fig.  1.  Upright  lateral  film  of  the  abdomen  made  on  the 
fifth  day  of  life,  demonstrating  pneumoperitoneum. 


midline  incision.  A 2 mm.  perforation  was  found 
in  the  anterior  wall  of  the  first  part  of  the  duo- 
denum. The  duodenum  was  soft  and  there  was  little 
edema  about  the  ulcer.  A Graham  omental  graft 
closure  was  performed  and  the  abdomen  was  closed 
in  layers.  The  patient  was  treated  with  nasogastric 
suction  and  intravenous  fluids,  consisting  of  lactated 
Ringer’s  solution  and  5 percent  glucose  in  water. 

At  noon  of  the  third  postoperative  day,  the  pa- 
tient began  having  a small  amount  of  bright  red 
bleeding  through  the  Levin  tube,  mouth,  and  nose. 
It  was  not  known  whether  the  bleeding  was  second- 
ary to  erosion  from  the  tube  or  from  a bleeding 
ulcer.  Because  of  the  possibility  of  erosion,  and 
since  the  patient  had  normal  peristalsis,  the  Levin 
tube  was  discontinued.  The  bleeding  became  mas- 
sive, first  with  tarry,  then  grossly  bloody  stools. 
Five  transfusions  of  50  cc.  each  of  whole  blood  were 
required  to  maintain  the  blood  volume.  The  bleed- 
ing stopped  approximately  eight  hours  after  it  be- 
gan and  did  not  recur. 
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On  the  14th  postoperative  day,  the  baby  began  to 
vomit  again  and  lost  some  of  the  weight  that  she 
had  gained.  The  weight  loss  responded  promptly  to 
Belladenal.  The  remainder  of  the  hospital  course 
was  uncomplicated,  and  the  patient  was  discharged 
from  the  hospital  on  April  10,  1962,  in  good  condi- 
tion. The  child  was  in  excellent  health  at  the  fol- 
low-up examinations,  with  normal  weight  gain  and 
no  further  vomiting. 

Incidence 

The  incidence  of  perforated  duodenal  ulcer 
in  the  neonatal  period  is  difficult  to  deter- 
mine because  of  the  lack  of  large  series  of 
cases.  In  1944,  Hutchins--  collected  243  re- 
ported cases  of  peptic  ulcer  in  infants  and 
children,  with  77  perforations.  An  additional 
15  cases  of  perforated  ulcers  in  children  were 
collected  by  Spencer  and  Rogers^®  in  1953. 
In  a group  of  8,260  autopsies  on  peptic  ulcer 
patients  at  the  Mayo  Clinic,  only  two  duo- 
denal ulcers  in  children  were  found.^®  How- 
ever, Benner,®  in  500  autopsies  of  children 
under  13  years  of  age,  reported  an  incidence 
of  1.4  percent.  Graver  and  Glenn^^  found  11 
cases  of  primary  peptic  ulcer  in  children  in 
480,000  hospital  admissions.  There  were  no 
neonatal  patients  in  this  group.  Lee  and 
Wells  reported  intrauterine  perforation  of  a 
gastric  ulcer. Duodenal  ulcer  is  more  com- 
mon than  gastric,  by  a factor  of  several 
times-’ ®' and  is  more  frequent  in 
males. b 33, 45  incidence  of  duodenal 

ulcer  appears  higher  in  the  first  year  of  life, 
decreases  during  childhood,  and  rises  again 
in  the  teens.^ 

Etiology 

Numerous  factors  have  been  suggested  as 
causes  of  duodenal  ulcer  in  the  newborn. 
However,  the  etiology  remains  even  more  ob- 
scure than  in  adults.  Overwork,  tobacco,  al- 
cohol, and  psychic  disturbance  cannot  be  con- 
sidered etiologic.  Direct  trauma  either  to  the 
abdomen  or  by  the  passage  of  tubes  can 
cause  perforation.®  Overdistention  of  the 
stomach  and  duodenum  by  large  feedings  or 
gas  was  suggested  as  a cause  by  Shore.®"^ 
Secondary  ulceration  is  known  to  occur  fol- 
lowing burns  and  cerebellar  surgery  or  in- 
jury.”' Vascular  spasm  or  occlusion  as  a 
result  of  birtli  trauma  has  been  suggested.®® 
Sepsis,  with  production  of  bacterial  toxins, 
lias  been  incriminated.®’’  -*  Finally,  the  mat- 
ter of  gastric  acidity  during  early  infancy 
deserves  special  emphasis.  As  shown  by 
Miller,®®  the  maximum  acidity  is  usually 


reached  within  24  hours  after  birth.  There- 
after, it  decreases  for  about  ten  days,  then 
rises  until  the  end  of  the  first  month,  and 
levels  off. 

Review  of  Literature 

A careful  review  of  the  literature  revealed 
14  survivors  of  perforated  duodenal  ulcer 
during  the  neonatal  period,  which  is  defined 
as  the  first  month  of  life.®®  The  first  sur- 
vivor was  reported  in  1941,®  having  been  op- 
erated upon  in  1934;  no  further  survivors 
were  reported  until  1953.®®  The  second  sur- 
vivor was  born  in  1951.  All  of  the  patients 
were  less  than  five  days  old  at  the  time  of 
diagnosis,  indicating  that  the  disease  is  more 
common  early  in  the  neonatal  period.  Nine 
girls  and  six  boys  have  survived  perforation. 
Four  of  the  patients  weighed  five  pounds  or 
less.  Eight  of  the  survivors  were  colored, 
four  were  white,  and  race  was  not  stated  for 
three.  The  racial  significance  is  not  at  all 
clear.  Three  patients,  including  our  own,  had 
massive  upper  gastrointestinal  bleeding  as  a 
complicating  feature.  Pneumoperitoneum 
was  an  almost  invariable  diagnostic  finding 
on  x-rays  of  the  abdomen.  The  importance 
of  this  finding  cannot  be  overemphasized  in- 
asmuch as  early  diagnosis  and  operation  is 
essential  for  successful  treatment.  One  can 
only  speculate  as  to  whether  these  patients 
will  have  ulcers  later  in  life. 

Diagnosis 

The  presence  of  poor  feeding,  vomiting, 
and  abdominal  distention  should  cause  the 
physician  to  obtain  x-rays  of  the  abdomen. 
Pneumoperitoneum  has  been  an  invaluable 
sign.  Upright  films  are  ideal,  but  often  pres- 
ence of  free  air  can  be  determined  on  flat 
films.  As  emphasized  by  Miller,®®  the  pres- 
ence of  a large  oval  shadow  in  the  center  of 
the  abdomen  on  flat  film  is  a good  indica- 
tion of  free  intraperitoneal  air. 

Treatment 

The  successful  treatment  of  perforated 
duodenal  ulcers  in  the  neonatal  period  has 
been  exclusively  surgical.  In  view  of  this 
experience,  no  delay  in  diagnosis  or  treat- 
ment should  be  allowed.  Careful  fluid  ther- 
apy is  extremely  important  throughout  the 
course  of  therapy. 

Because  of  the  association  of  perforated 
ulcers  in  infants  with  sepsis,  antibiotics 
should  be  given  both  pre-  and  postoperative- 
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ly.  Attention  should  be  given  to  maintenance 
of  good  pulmonary  function  and  to  regula- 
tion of  body  temperature. 

Massive  bleeding  may  be  associated  with 
perforation.  The  ulcer  may  require  suturing 
and  whole  blood  must  be  given  carefully. 
Needless  to  say,  this  can  be  a distressing 
complication. 

Mortality 

Although  the  mortality  cannot  be  accu- 
rately assessed  because  of  the  lack  of  a large 
series  of  cases,  it  is  known  to  be  high  only 
14  cases  of  perforated  duodenal  ulcer  in  new- 
borns with  survival  have  been  reported  pre- 
viously. Freeark^®  reported  five  perforated 
peptic  ulcers  from  Cook  County  Hospital 
with  one  survivor.  Tudor^^  reported  19  per- 
forated peptic  ulcers  in  newborns,  six  of 
whom  were  operated  upon,  with  no  survivors 
listed.  Cruze  and  Snyder^®  reported  six  per- 
forated duodenal  ulcers  in  infants  and  chil- 
dren and  listed  no  survivors. 

Summary 

A case  of  perforated  peptic  ucler  in  the 
neonatal  period,  with  operation  and  with 
survival  has  been  presented.  This  is  thought 
to  be  the  15th  such  patient  reported.  The 
relative  incidence  and  various  theories  on 
etiology  have  been  discussed.  The  possibility 
of  sepsis  contributing  to  the  formation  of 
the  ulcer  in  this  patient  cannot  be  excluded. 
The  mortality  rate  has  been  reviewed  briefly 
and  found  high. 
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Clinicopathologic  Conference 

The  University  of  Texas  Medical  Branch 


A FULL-TERM  baby  boy  was  born 
CPC  of  a para  7,  gravida  8,  35-year-old 

■ colored  woman  at  1 :26  a.m.,  March 
26,  1961.  Although  there  was  no 
prenatal  work-up,  the  mother  was  thought  to 
have  preeclampsia.  Subsequent  serology  tests 
for  syphilis  on  mother  and  infant  were  nega- 
tive, and  both  had  type  0 Rh  positive  blood. 
Stages  two  and  three  of  labor  progressed  un- 
eventfully over  one  and  one-half  hours  with 
spontaneous  rupture  of  membranes  and  de- 
livery (left  occipitoanterior  position).  No 
analgesia  or  anesthesia  was  used.  The  infant 
breathed  spontaneously  and  his  color  was 
good;  routine  suction  and  vitamin  K were 
administered.  Birth  weight  was  6 lb.,  6 oz., 
length  49  cm.,  and  head  and  chest  circumfer- 
ence were  both  31  cm.  Neonatal  examination 
performed  within  12  hours  after  birth  showed 
no  abnormalities.  The  liver  was  palpable  2 
cm.  below  the  right  costal  margin. 

The  infant  apparently  was  well  for  ap- 
proximately 36  hours;  then  his  respiratory 
rate  increased,  his  nostrils  began  flaring, 
and  grunting  respirations  were  counted  at 
70  to  75  per  minute.  There  was  pallor  of 
the  extremities  and  early  cyanosis.  Blood 
jjressure  measured  by  the  flush  method  was 
50  mm.  of  mercury  in  the  right  arm  and  leg. 
Pulsations  were  barely  obtainable.  The  heart 
rate  was  100  and  a grade  3 systolic  murmur 
was  heard  over  the  tricuspid  area.  The  lungs 
seemed  clear,  but  the  liver  edge  was  palpable 
at  the  umbilicus  and  the  spleen  was  2 cm. 

Dr.  Nichols  is  assistant  professor  of  pediatrics; 
Dr.  Cooley  is  professor  of  radiology,  and  Dr.  Hunter 
is  assistant  professor  of  pathology. 


below  the  costal  margin.  The  fontanelles 
were  bulging.  The  initial  impression  was  of 
sepsis  or  congenital  heart  disease.  Treat- 
ment consisted  of  oxygen,  digitalization  with 
0.03  mg.  of  Cedilanid  per  kg.  of  body  weight, 
and  intensive  antibiotic  treatment.  Cerebro- 
spinal fluid  contained  no  white  cells  but 
showed  75  red  blood  cells  per  ml.  A complete 
blood  count  performed  within  12  hours  after 
birth  showed  these  values : hemoglobin,  25.8 
gm.  per  100  cc. ; white  blood  cell  count,  15,- 
350 ; neutrophils,  79  percent;  lymphocytes,  16 
percent;  monocytes,  5 percent;  and  normo- 
blasts, 7 percent  of  white  blood  cells.  Culture 
studies  of  cerebrospinal  fluid,  blood,  and 
nasopharynx  secretions  showed  no  bacteria. 

At  approximately  40  hours  of  age,  cyano- 
sis was  intense  and  artificial  respiration  was 
necessary.  Despite  continued  resuscitation 
measures  the  infant  went  into  shock,  became 
hypotonic,  and  died  at  approximately  46 
hours  of  age.  The  final  impression  was  con- 
genital heart  disease. 

Discussion 

DR.  MYRON  M.  NICHOLS : When  in  the 
nursery,  the  physician  finds  himself  being 
lulled  into  a false  sense  of  security  because 
most  newborn  infants  appear  to  be  “nor- 
mal.” This  baby’s  mother  had  delivered 
seven  previous  babies  and  her  pregnancy  and 
labor  seemed  “uneventful.”  The  baby  re- 
ceived routine  nursery  care,  and  his  physical 
examination  was  “unremarkable.”  The  heart 
apparently  was  not  enlarged  at  birth;  it  is 
a good  policy  to  locate  the  apical  impulse  and 
to  record  this  location  on  every  newborn  ex- 
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For  36  hours  after  his  apparently  normal 
birth,  the  baby  boy  seemed  to  be  well.  Then 
his  respiratory  rate  increased,  nostrils  began 
to  flare,  and  he  showed  evidence  of  early 
cyanosis.  There  was  a grade  3 systolic  mur- 
mur over  the  tricuspid  area,  and  his  liver  and 
spleen  were  enlarged.  Oxygen,  digitalization, 
antibiotics,  and  artificial  respiration  were 
given,  but  the  baby  died  at  46  hours  of  age. 


MYRON  M.  NICHOLS,  M.D. 
ROBERT  N.  COOLEY,  M.D. 
DE  WITT  T.  HUNTER,  M.D. 


amination  for  reference  in  the  event  of  pos- 
sible future  cardiac  enlargement.  The  liver 
was  recorded  as  being  2 cm.  below  the  right 
costal  margin.  The  status  of  the  brachial 
and  femoral  pulses  was  not  noted  at  birth; 
this,  like  recording  the  location  and  charac- 
ter of  the  cardiac  impulse,  is  a simple  rou- 
tine which  should  be  included  in  every  ex- 
amination of  the  newborn. 

At  36  hours  of  age  a change  was  noticed, 
with  increasing  respirations  and  flaring  of 
the  nostrils.  I suspect  the  baby  probably  was 
in  trouble  before  this.  With  a respiratory 
rate  of  70  and  flaring  nostrils,  we  know  an 
infant  is  not  receiving  enough  oxygen  and 
that  there  must  be  some  interference  in  the 
respiratory  tract  itself.  By  watching  him 
breathe  we  can  rule  out  a high  obstruction, 
and  physical  examination  can  rule  out  pneu- 
mothorax, emphysema,  and  diaphragmatic 
I hernia — leaving  pneumonia,  atelectasis,  or 
I cardiac  failure. 

i Pallor  and  early  cyanosis  are  noted,  which 
bring  to  mind : 

i 1.  A cold  baby,  with  acrocyanosis  of  the 
I hands  and  feet,  who  may  be  otherwise  nor- 
1 mal.  Acrocyanosis  may  be  superimposed  on 
I cyanosis  in  the  newborn  from  any  cause. 

! 2.  Mucus  causes  a form  of  respiratory  ob- 

struction relieved  by  suction;  it  usually  oc- 
curs very  soon  after  birth.  Therefore,  this 
can  be  eliminated  from  our  discussion. 

3.  Any  problem  with  the  respiratory  tract 
I such  as  choanal  atresia,  nasal  obstruction 
from  reserpine  given  to  the  mother,  macro- 
glossia,  or  high  obstruction  will  be  mani- 
fested by  inspiratory  stridor  and  a different 


form  of  respiration  than  is  described  in  this 
case.  This  baby  had  fluid  in  the  alveoli. 

4.  In  a baby  blue  from  central  nervous 
system  depression,  maternal  drugs  would  be 
thought  of  early,  but  in  this  case  we  know 
the  mother  received  none.  Intracranial  ede- 
ma from  a difficult  delivery  likewise  will 
cause  central  nervous  system  depression 
early  with  a slow  respiratory  rate  and  can  be 
ruled  out.  Intracranial  hemorrhage  from  a 
difficult  delivery  usually  manifests  itself 
after  six  hours  with  respiratory  depression 
and  a droopy  baby  with  slow  respirations 
and  cyanosis  from  inadequate  air  exchange. 

5.  Septicemia  or  bacteremia  is  always  con- 
sidered but  will  usually  cause  periods  of 
apnea  and  depression.  Blood  culture,  spinal 
fluid  culture  and  antibiotics  begun  immedi- 
ately would  certainly  be  indicated  if  septice- 
mia were  strongly  suspected. 

6.  Pneumonia  may  develop  though  we  usu- 
ally find  prolonged  rupture  of  membranes. 
Dyspnea  is  often  characteristic,  Avith  a short 
inspiration,  grunting  expiration,  and  a slight 
pause.  Flaring  nostrils  would  be  expected 
and  diminished  breath  sounds  with  fine  rales 
developing  later  in  the  lungs.  Cardiac  failure 
may  develop  secondary  to  pneumonia  with 
enlargement  of  heart  and  liver,  but  not  with 
the  electrocardiographic  findings  of  this  case 
as  we  shall  see  later. 

7.  Respiratory  distress  syndrome  (atelec- 
tasis with  or  without  hyaline  membranes) 
usually  is  apparent  by  ten  minutes  after 
birth  (certainly  by  one  hour)  and  so  can 
be  discarded. 

8.  Such  rare  conditions  as  congenital  met- 
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hemog'lobinemia  or  sulfhemoglobinemia  may 
produce  a cyanotic  baby  who  is  not  sick; 
these  may  be  eliminated  in  this  case. 

9.  Finally  we  consider  cyanosis  from  car- 
diac problems.  Any  shunt  from  right  heart 
to  left  may  produce  cyanosis  which  may  vary 
with  the  amount  of  shunting;  surprisingly 
enough,  even  though  these  infants  may  be 
intensely  cyanotic,  they  often  seem  quite 
comfortable  until  they  go  into  heart  failure. 
In  this  case,  pulsations  were  barely  palpa- 
ble. The  heart  rate  was  only  100,  which 
would  be  a terminal  anoxic  event,  and  a 
grade  3 systolic  murmur  over  the  tricuspid 
area  would  make  one  consider  a dilated  right 
ventricle  and  tricuspid  insufficiency. 

After  36  hours,  the  liver  edge  was  palpa- 
ble at  the  umbilicus  and  the  spleen  was  2 
cm.  below  the  costal  margin — a considerable 
change  from  the  earlier  examination.  Actu- 
ally at  the  first  examination  the  infant  may 
have  been  in  early  cardiac  failure,  since  en- 
largement of  the  liver  and  periorbital  edema 
may  be  our  first  clues.  The  lungs  were 
stated  to  be  clear,  but  it  is  often  difficult  to 
hear  the  fine  tissue-paper  rales  if  an  infant 
is  not  breathing  quite  deeply.  In  spite  of 
digitalization,  the  baby  died  at  46  hours  of 
age. 

The  blood  pressure  was  recorded  as  50 
mm.  of  mercury  by  flush  in  the  right  arm 
and  left  leg  which  would  be  normal  for  a 
newborn.  However,  the  flush  method  is  dif- 
ficult to  perform  in  infants  who  are  in  heart 
failure  since  they  have  poor  capillary  filling. 
I prefer  to  use  palpation  of  the  brachial, 
radial  or  posterior  tibial  artery,  or  best  of 
all  the  Neligan  apparatus.^ 

Radiologic  Report 

DR.  ROBERT  N.  COOLEY:  Posteroan- 
terior  and  lateral  chest  films  on  the  first 
day  of  life  show  symmetrical  cardiac  en- 
largement (Fig.  1).  As  usual,  at  this  age  it 
is  impossible  to  identify  specific  structures, 
such  as  the  pulmonary  trunk  or  the  aortic 
knob.  The  position  of  the  radiologic  apex  of 
the  heart  is  likewise  uncertain,  but  the  retro- 
sternal si)ace  is  largely  obliterated,  suggest- 
ing right  ventricular  enlargement,  although 
the  thymus  could  well  contribute  to  some  of 
the  oi)acity  in  the  upper  mediastinum.  The 
pulmonary  vessels  in  the  right  lung  just  lat- 
eral to  the  heart  border  are  distinct  and  are 
suggestively  enlarged  and  slightly  tortuous. 


The  vascular  structures  in  the  left  lung  are 
largely  obscured  by  the  heart. 

The  gas  bubble  in  the  stomach  is  in  the 
expected  and  usual  location,  and  the  distri- 
bution of  gas  in  the  intestinal  tract  is  gross- 
ly normal.  The  opacity  in  the  right  side  of 
the  abdomen  is  presumed  to  be  the  liver 
shadow.  The  radiologic  impression  is  cardiac 
enlargement,  probably  due  to  predominant 
enlargement  of  the  right  ventricle  with  nor- 
mal or  increased  blood  flow  to  the  lungs. 

DR.  NICHOLS : Thank  you.  Dr.  Cooley. 
You  would  agree  then  that  there  is  enlarge- 
ment of  the  heart  and  probable  increase  in 
pulmonary  blood  flow.  Not  being  a radiolo- 
gist, I will  stick  my  neck  out  and  state  that 
I think  there  is  definite  enlargement  of  the 
heart  and  also  definite  increased  pulmonary 
vascular  enlargement. 

In  the  electrocardiogram  taken  at  42  hours 
of  life  (Fig.  2)  we  first  note  the  broad  P 
waves  in  lead  I and  the  diphasic  P wave  in 
Vi  with  terminal  negativity  suggesting  left 
atrial  enlargement.  In  lead  1 1 we  have  tall 
and  wide  P waves  measuring  2.5  to  3 mm.  in 
height  and  a long  P-R  interval  measuring 
0.18  seconds.  The  rate  is  approximately  100, 
which  is  quite  slow  for  a newborn  infant. 
The  mean  QRS  axis  is  100°  and  we  have  ele- 
vated S-T  segments  in  leads  H,  HI,  and  AVF, 
which  with  the  first-degree  A-V  block  and 
slow  rate  would  suggest  a definite  digitalis 
effect.  The  chest  leads  with  Q waves  and 


Fig.  1.  X-ray  of  chest  shows  cardiac  enlargement  and 
engorgement  of  pulmonary  vessels. 
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upright  T waves  of  V3R,  V4R  and  Vi  suggest 
right  ventricular  hypertrophy.  We  do  not 
find  a Q wave  over  the  left  chest  even  in 
lead  V7  and,  apparently  never  get  a com- 
plex suggestive  of  the  left  ventricle. 

Differential  Diagnosis 

We  may  now  consider  a few  of  the  causes 
of  cyanotic  heart  disease  in  newborn  infants 
in  conjunction  with  our  findings  in  this  baby : 

1.  Number  one  on  the  list,  statistically, 
would  be  transposition  of  the  aorta.-  These 
infants  frequently  look  normal  at  birth,  have 
minimal  cyanosis,  and  gradually  may  develop 
an  enlarging  heart  with  increased  pulmonary 
vascularity.  Depending  upon  associated  le- 
sions the  cyanosis  may  become  extreme  or, 
if  ventricular  or  atrial  defects  are  present, 
may  be  minimal.  There  may  or  may  not  be 
a murmur  and  the  ECG  may  show  merely 
right  ventricular  hypertrophy.  Furthermore, 
these  infants  usually  do  not  die  at  such  an 
early  age. 

2.  The  second  condition  statistically  is  the 
hypoplastic  left  heart  syndrome,  with  a hypo- 
plastic aorta  and  usually  aortic  atresia  with 
a tremendously  dilated  pulmonary  artery.^’  ^ 
This  oftentimes  is  described  by  the  patholo- 
gist as  a truncus  since  the  large  pulmonary 
artery  gives  off  normal-appearing  right  and 
left  pulmonary  arteries  and  ends  in  a large 
ductus  and  descending  aorta,  with  the  small 
hypoplastic  arch  of  the  aorta  being  entirely 
overlooked.  Furthermore,  the  left  ventricle 
may  be  absent  on  gross  examination  and 
only  found  by  careful  sectioning.  Some  of 
these  babies  may  also  have  an  atresia  of  the 
mitral  valve.  Under  these  circumstances  we 
would  expect  the  left  atrial  pressure  to  in- 
crease and  the  FCG  may  show  enlargement 
of  the  left  atrium.  Our  FCG  is  certainly 
suggestive. 

The  heart  is  generally  quite  large  within 


24  hours  of  birth  and  early  heart  failure  de- 
velops. Cyanosis  may  not  be  severe  at  first, 
and  the  pulses  are  extremely  poor  although 
the  femoral  may  be  stronger  than  the  brach- 
ial. A murmur  may  not  be  present  at  birth 
but  may  be  heard  as  tricuspid  insufficiency 
develops.  Roentgenograms  show  cardiac  en- 
largement and  pulmonary  engorgement.  The 
lining  of  the  left  atrium  and  also  of  the  left 
ventricle  (if  present)  may  show  endocardial 
fibroelastosis. 

3.  An  infant  with  multiple  defects  and  a 
two-  or  three-chambered  heart  may  have  a 
large  heart,  a nonspecific  murmur,  and  early 
heart  failure  with  an  FCG  showing  right 
ventricular  hypertrophy.  This  condition  is  a 
possibility  but  statistically  is  a much  rarer 
condition  than  either  transposition  or  the 
hypoplastic  left  heart  syndrome. 

4.  In  severe  tetralogy  of  Fallot,  a small 
heart  with  clear  lung  fields  and  a decreased 
pulmonary  second  sound  is  the  usual  finding 
with  no  failure  until  the  ductus  closes.  The 
right  ventricular  hypertrophy  on  the  elec- 
trocardiogram would  be  found,  but  our  x-ray 
findings  of  cardiac  enlargement  with  pul- 
monary vascular  engorgement  would  rule 
out  this  condition. 

5.  Tricuspid  atresia  causes  a small  heart 
with  clear  lung  fields  on  x-ray;  cardiac  fail- 
ure is  not  expected  and  we  usually  find  left 
ventricular  hypertrophy  on  the  FCG  al- 
though a few  cases  have  been  described  with 
mixed  or  right  ventricular  hypertrophy.  If 
tricuspid  atresia  exists  with  transposition  of 
the  aorta,  we  would  not  expect  such  an  early 
death. 

6.  Pulmonary  stenosis  with  an  intact  ven- 
tricular septum  and  a shunt  from  right  to 
left  through  the  foramen  ovale  is  manifested 
by  a large  heart  at  or  shortly  after  birth,  but 
decreased  pulmonary  vascularity  and  usual- 
ly tremendous  right  ventricular  hypertrophy 
on  the  FCG.  I believe  we  can  rule  that  out. 
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CPC — continued  

7.  There  are  several  acyanotic  conditions 
which  may  show  cardiac  failure  and  second- 
ary cyanosis.  These  are  important  because 
they  may  be  surgically  correctable. 

a.  All  newborns  have  a patent  ductus 
which  may  shunt  right  to  left  approxi- 
mately six  hours  and  then  left  to  right  for 
15  hours.®  If  the  ductus  remains  patent, 
the  murmur  may  be  only  systolic  under 
the  clavicle  and  do^vn  the  back  in  the  early 
days.  I think  a patent  ductus  arteriosus 
is  present  in  this  case  but  that  it  is  com- 
plicated by  the  hypoplastic  left  heart  syn- 
drome. 

b.  Coarctation  of  the  aorta  combined 
with  patent  ductus  arteriosus  should  al- 
ways be  considered,  and  indications  are 
poor  femoral  pulses  with  full  brachials 
and  a higher  blood  pressure  in  the  arms 
than  in  the  legs.  However,  if  an  infant  is 
in  heart  failure,  pulses  and  blood  pressure 
in  the  arms  may  be  as  low  as  in  the  legs. 
The  pre-ductal  or  infant  coarctation  actu- 
ally may  resemble  the  hypoplastic  left 
heart  syndrome,  but  may  frequently  be 
differentiated  if  cyanosis  is  more  pro- 
nounced in  the  legs  than  in  the  arms. 

c.  A variant  of  coarctation  would  be  ab- 
sence of  the  aortic  arch.®  If  a ventricular 
septal  defect  is  also  present  there  would 
be  mixing  at  the  ventricular  level,  and 
this  differential  might  not  be  apparent. 

d.  Congenital  aortic  stenosis  may  be 
listed  but  usually  is  associated  with  left 
ventricular  hypertrophy  on  the  ECG. 

e.  Cor  triatriatum  could  be  considered; 
it  resembles  mitral  atresia  with  P wave 
changes  suggestive  of  left  atrial  enlarge- 
ment. I don’t  believe  we  would  expect 
such  an  early  death. 

f.  Congenital  mitral  stenosis  could  also 
be  mentioned  but  is  an  extremely  rare 
cause  of  early  death. 

g.  Anomalous  drainage  of  the  pulmo- 
nary veins  may  be  considered  and  is  usu- 
ally divided  into  three  types:  (1)  Supra- 
cardiac,  with  drainage  into  the  superior 
vena  cava,  is  usually  asymptomatic  in  the 
newborn.  (2)  Cardiac,  with  the  pulmo- 
nary veins  draining  into  the  coronary 
sinus  or  the  right  atrium,  also  is  usually 
asymptomatic  in  newborns.  (3)  Infracar- 
diac, where  the  veins  drain  below  the  dia- 
phragm into  tlie  inferior  vena  cava,  portal 
veins,  or  ductus  venosus,  evidences  cyano- 
sis, absent  murmurs,  and  tremendous  en- 


largement of  the  liver  without  actual  evi- 
dence of  cardiac  failure  and  cardiac  en- 
‘ largement.  The  x-ray  usually  shows  gran- 
ular-appearing lungs  with  a small  heart. 

h.  Finally,  other  causes  of  heart  failure 
in  the  newborn  could  be  listed:  (1)  Viral 
myocarditis  from  Coxsackie  or  other  virus 
usually  is  associated  with  poor  heart  tones 
and  characteristic  findings  in  the  ECG. 
(2)  Fibroelastosis  also  can  be  eliminated 
by  the  same  reasoning.  (3)  Aberrant  coro- 
nary artery  from  the  pulmonary  artery 
usually  shows  a characteristic  ECG.  (4) 
Glycogen  storage  disease.  (5)  Myocardial 
hypertrophy  (idiopathic).  (6)  Calcified 
coronary  arteries.  (7)  Heart  block.  (8) 
Paroxysmal  tachycardia.  All  these  can  be 
discarded. 

I think  hypoplastic  left  heart  syndrome, 
the  second  most  common  cause  of  cyanotic 
heart  disease  in  newborn  infants,  would  fit 
our  clinical  findings  of  early  heart  failure 
with  minimal  cyanosis,  poor  pulses  (espe- 
cially of  the  arms),  a murmur  of  tricuspid 
insufficiency,  cardiac  enlargement  and  pul- 
monary engorgement  on  x-ray.  We  would 
expect  to  find  hypoplasia  of  the  aorta,  aortic 
atresia,  a large  pulmonary  artery  with  large 
patent  ductus  arteriosus,  probably  an  absent 
or  slit-like  left  ventricle,  and  since  we  have 
the  ECG  changes  of  left  atrial  enlargement, 
I will  stick  my  neck  out  and  say  mitral 
atresia  is- also  present. 

Pathologic  Findings 

DR.  DE  WITT  T.  HUNTER : Dr.  Nichols 
is  to  be  commended  for  his  astute  diagnosis. 
This  was  indeed  hypoplasia  of  the  left  ven- 
tricle, of  the  rare  combined  mitral  and  aortic 
atretic  subtype.  Shown  in  Fig.  3 is  the  char- 
acteristic extreme  hypertrophy  and  dilata- 
tion of  the  right  side  of  the  heart,  the  hypo- 
plastic ascending  aorta  supplying  the  coro- 
nary arteries  by  retrograde  flow,  and  the 
diminutive  left  ventricle  demarcated  by  the 
right  and  left  coronary  arteries. 

The  type  and  degree  of  fibrous  tissue  en- 
countered in  the  region  of  the  aortic  ring  is 
typical  of  and  almost  unique  to  the  hypo- 
plastic left  heart  syndrome.  Frequently  the 
fibrosis  will  incorporate  the  atrial  septum 
and  seal  the  foramen  ovale.  The  blind  left 
ventricle,  with  excrescences  interpreted  as 
hypoplastic  papillary  muscles,  measured  ap- 
proximately 1 mm.  in  greatest  dimension. 
Generally,  these  ventricles  are  larger  but  I 
have  seen  one  that  was  smaller  and  had 
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sinusoidal  morphology.  There  will  be  sub- 
endocardial fibroelastosis  only  if  the  mitral 
valve  is  patent. 

If  the  foramen  ovale  is  patent,  the  heart 
functions  as  a cor  triloculare  biatrium.  The 
blood  is  returned  from  the  lungs  to  the  left 
atrium  and  enters  the  right  atrium  through 
the  foramen  ovale.  From  there  it  flows 
through  the  tricuspid  valve  to  the  right  ven- 
tricle out  the  large  main  pulmonary  artery 
(which  may  resemble  a truncus)  across  the 
ductus  arteriosus,  down  the  descending  aorta, 
and  by  retrograde  flow  to  the  hypoplastic 
aortic  arch  and  its  branches.  If  the  foramen 
ovale  is  sealed,  there  is  complete  isolation  of 
the  left  side  of  the  heart  and  pulmonary 
return  is  effected  only  by  way  of  the  bron- 
chial veins.  Some  investigators  have  de- 
scribed increased  vascularity  in  the  base  of 
the  heart  in  instances  of  premature  closure 
of  the  foramen  ovale  suggesting  that  in- 
creased collateral  circulation  may  facilitate 
some  exchange  of  blood  between  the  two 
ventricles. 

Final  Anatomic  Diagnosis 

1.  Hypoplastic  left  heart  syndrome 

a.  Combined  mitral  and  aortic  atresia 
with  blind  left  ventricle 

b.  Hypoplastic  ascending  aorta 

c.  Patent  ductus  arteriosus 

d.  Fibrosis,  aortic  ring 

e.  Hypertrophy  and  dilatation,  right 
ventricle 

2.  Congestion  and  hemorrhage,  lungs 

Until  relatively  recently  the  complex  was 

considered  rather  rare;  however,  since  the 
reviews  of  Noonan,^  Friedman,'^  and  others 
included  the  syndrome  its  incidence  has 
shown  increase.  While  in  Abbott’s  series® 
aortic  atresia  had  an  incidence  of  only  1.4 
percent,  Watson  and  Rowe‘S  have  described 
it  as  the  most  commonly  encountered  con- 
genital cardiac  lesion  in  the  newborn  period 
causing  heart  failure  and  death.  The  syn- 
drome may  be  classified  according  to  Fig.  4. 
On  the  basis  of  published  data,  the  case  pre- 
sented is  the  tenth  combined  aortic  and  mi- 
tral atresia  to  be  described  in  the  literature. 
Approximately  90  cases  of  isolated  aortic 
atresia  are  known,  but  the  exact  incidence 
of  the  relatively  common  congenital  aortic 
stenosis  is  not  established. 

There  are  several  striking  clinical  and 
anatomical  characteristics  differentiating 
the  left  heart  syndrome  from  other  congeni- 
tal cardiac  lesions.  These  are  summarized 


Fig.  3.  Diagram  showing  enlarged  right  side  of  heart,  en- 
larged pulmonary  artery,  hypoplastic  aorta  and  coronary 
arteries  outlining  the  diminutive  left  ventricle. 
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Fig.  4.  Diagrammatic  presentation  of  various  types  of  sub- 
groups encountered  in  the  left  heart  syndrome,  a.  Normal 
heart,  b.  Isolated  aortic  stenosis  with  some  degree  of  sub- 
endocardial fibroelastosis  (frequent),  c.  Isolated  aortic  atre- 
sia with  subendocardial  fibroelastosis  (occasional),  d.  Iso- 
lated aortic  atresia  with  extensive  subendocardial  fibro- 
elastosis effectively  sealing  foramen  ovale  (rare),  e.  Com- 
bined mitral  and  aortic  atresia  with  blind  left  ventricle 
(very  rare),  f.  Combined  mitral  and  aortic  atresia  with 
obliterated  left  ventricle  (occurrence  theoretical). 
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Table  1. — Comparison  of  Hypoplastic  Left  Heart  Syndrome  With 
Other  Forms  of  Congenital  Cardiac  Anomalies. 


Hypoplastic 

Left  Heart 

Other  Congenital 

Cardiac  Lesions 

Sex 

78%  male 

43%  male 

History  of  familial  congenital  anomalies 

None 

Six  times  higher  than  normal 

Histoiy  of  maternal  illness  or  medication 

None 

Frequent 

Extracardiac  defects 

12% 

36% 

Myocardial  inflammation  and/or  scarring 

96% 

2.5% 

Subendocardial  fibroelastosis 

over  50% 

1% 

Sealed  foramen  ovale 

13% 

Very  rare 

Clinical  appearance  and  course 

Follows  definite  pattern 

Highly  variable 

in  Table  1.  Another  clinical  and  pathologic 
consideration ; Is  there  now  better  detection 
of  this  lesion,  or  is  the  absolute  incidence 
of  the  disease  actually  increasing?  Rokitan- 
sky,® in  1875,  theorized  that  such  a combined 
mitral  and  aortic  atresia  existed;  however, 
it  was  not  until  1928  that  the  first  such 
lesion^®  was  described.  In  all  probability 
misdiagnosis  would  result  in  its  classifica- 
tion as  truncus;  however,  there  is  no  indi- 
cation that  the  frequency  of  occurrence  of 
the  truncus  has  diminished. 

This  lesion  differs  from  most  congenital 
heart  lesions  in  several  respects,  and  pre- 
sents a challenge  in  the  areas  of  etiology, 
diagnosis,  and  treatment. 
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Maternal  Mortality  Hits  New  Low 

Tlie  chance  of  a woman  in  the  United  States  dying  during  preg- 
nancy or  childbirth  is  only  one  in  every  2,815  births — an  all-time  low 
record,  reports  a major  life  insurance  company. 

According  to  company  statisticians,  in  1962-1963,  when  births 
in  the  United  States  totaled  somewhat  over  4,000,000  annually,  ma- 
ternal deaths  numbered  less  than  1,500  a year,  child  bearing  being 
safest  for  women  in  their  late  teens,  and  least  safe  for  women  over  40. 

The  South  and  Southwest  lag  behind  the  rest  of  the  country  in 
safeguarding  childbirth,  while  the  New  England  and  the  midwestern 
states  have  the  most  favorable  record. 

While  noting  that  the  reduction  in  maternal  mortality  represents 
“one  of  the  outstanding  achievements  in  recent  medical  history,” 
they  say  many  of  those  now  dying  in  childbirth  can  be  saved. 
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September 
Of  Physician 

Responsibilities  of  the  phy- 

sician  in  human  and  patient  rela- 
tionships will  be  emphasized  in 
talks  by  four  out-of-state  speakers 
at  the  Sept.  25  TMA  Public  Rela- 
tions Conference. 

[Public  Relations  Conference  and 
Orientation  programs  appear  on  pp. 
699-700.] 

A denominational  educator, 
George  Stuart  Benson,  LL.D.,  of 
Searcy,  Ark., 
will  talk  on 
“American 
Medicine  and 
American  Citi- 
zenship.” Chan- 
cellor of  Okla- 
homa Christian 
College  since 
1956,  Dr.  Ben- 
son is  chairman 
of  the  board  and  president  of  the 
National  Education  Program  at 
Harding  College,  Searcy.  He  re- 
tired last  June  as  president  of  Har- 
ding, a position  he  had  held  since 
1936.  Beginning  his  career  as  an 
Oklahoma  public  school  teacher.  Dr. 
Benson  went  to  the  Orient  in  1925 
where  he  worked  as  a missionary  in 
Canton,  China,  teaching  and  es- 
tablishing schools.  Since  his  retuim 
to  the  United  States  in  the  mid- 
30’s,  he  has  gained  national  recog- 
nition as  a lecturer  and  exponent 
of  private  enterprise.  He  is  a re- 
cipient of  the  Freedom  Foundation 
Award  and  in  1953  was  named  Ar- 
kansan of  the  Year. 


Dr.  Benson 


Conference  To  Stress  Role 
in  Human,  Patient  Relations 


The  cost  of  medical  care  will  be 
discussed  by  a San  Francisco  sur- 
geon, Dr.  Sam- 
uel R.  Sherman, 
who  was  for 
four  years  a 
member  of  the 
AMA  Commis- 
sion on  Cost  of 
Medical  Care. 
Now  chairman 
of  the  AMA 
Council  on  Leg- 
islative Activities,  Dr.  Sherman  is 
immediate  past  president  of  the  Cal- 
ifornia Medical  Association.  He  is 
a native  of  Stockton,  Calif.,  and  re- 
ceived his  M.D.  degree  from  the 
University  of  California  Medical 
School.  A fellow  of  the  Interna- 
tional College  of  Sui’geons,  he  has 
practiced  in  San  Francisco  since 
1933  where  he  is  associate  chief  of 
surgery  at  Mt.  Zion  Hospital.  A 
man  who  enjoys  hunting  and  medi- 
cal organization  work,  he  served 
in  the  U.  S.  Navy  as  a flight  sur- 
geon during  World  War  II  and  re- 
ceived the  Navy  Cross  and  Purple 
Heart. 

A lawyer  who  has  made  a career 
as  a medical  and  professional  man- 
agement consultant  will  talk  on 
“Does  Your  PM  (Professional 
Management)  Enhance  Your  PR?” 
Edward  W.  Rice  of  Boise,  Idaho, 
is  president  of  the  Doctors  Busi- 
ness Bureau  and  is  the  past  presi- 
dent and  a trustee  of  the  Medical- 
Dental-Hospital  Bureaus  of  Amer- 
ica, a national  professional  trade 


Dr.  Nicholas  P. 
Dallis  of  Scotts- 
dale, Ariz.  A 
speaker  in  much 
demand,  he  has 
accepted  an  in- 
vitation to  ad- 
dress members 


of  TMA  on  the 
subject  of  “The  Dr.  Dallis 

Future  of  American  Medicine.”  Dr. 
Dallis’s  three  syndicated  strips  are 
Rex  Morgan,  M.D.,  Judge  Parker, 


association  restricted  to  those  pro- 
viding specialized  business  and 
management  services  to  profession- 
al men.  He  received  his  law  degi'ee 
from  the  Uni- 
versity of  Kan- 
sas School  of 
Law,  Lawrence, 
Kan.,  and  has 
appeared  on 
programs  of  the 
Western  Con- 


dations  for  Med- 
Mr.  Rice  ical  Care  and 

the  Arizona  Academy  of  General 
Practice.  He  is  the  author  of  “The 
Role  of  Professional  Management” 
in  Arizona  Medicine  and  “Physi- 
cians Business  Guide.”  He  is  a 
member  of  “Panel  of  Experts”  of 
Physicians  Management. 

A psychiatrist  who  devotes  his 
time  to  writing  comic  strips  and 
other  fiction  is 


ference  of  Foun- 
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and  Apartment  3-G.  He  was  boi-n  in 
New  York  City  and  received  his 
M.D.  at  Temple  University  Medical 
School.  He  practiced  psychiatry  in 
Toledo  from  1945  to  1959  and  dur- 
ing five  of  those  years  he  was  Di- 
rector of  Toledo  Mental  Hygiene 
Association  and  consultant  to  the 
Juvenile  Court  of  Lucas  County.  He 
is  a diplomate  of  the  American 
Board  of  Psychiatry  and  Neurol- 
ogy. 


Houston  Academy  To  Mark 
50th  Anniversary  Oct.  21 


Houston  Academy  of  Medicine 
will  obseiwe  its  50th  anniversary 
by  honoring  founding  members  and 
past  presidents  Thursday,  Oct.  21, 
at  8:30  p.m.  in  the  Jesse  H.  Jones 
Library  Building  auditorium  in 
Houston. 

The  speaker  will  be  Dr.  Martin 
M.  Cummings,  Bethesda,  Md.,  di- 
rector of  the  National  Library  of 
Medicine. 


Postgraduate  Courses 


Pediatrics,  Houston.  Nov.  18-20. 
— The  Division  of  Maternal  and 
Child  Health  of  the  Texas  State 
Department  of  Health  and  the  De- 
partment of  Pediatrics,  Baylor  Uni- 
versity College  of  Medicine,  will 
hold  their  annual  Pediatric  Post- 
graduate Symposium  at  Texas  Chil- 
dren’s Hospital.  Guest  speakers  for 
the  symposium  will  be  Dr.  Robert 
J.  Haggerty,  professor  and  chair- 
man of  pediatrics.  The  University 
of  Rochester  School  of  Medicine  and 
Dentistry,  Rochester;  Dr.  Ben  M. 
Kagan,  director  of  pediatrics,  Ce- 
dars-Sinai  Medical  Center,  Los  An- 
geles; Dr.  Thomas  K.  Oliver,  Jr., 
associate  pi-ofessor  of  pediatrics 
and  head  of  the  Division  of  Neo- 
natal Biology,  University  of  Wash- 
ington School  of  Medicine,  Seattle; 
Dr.  Lawrence  K.  Pickett,  professor 
of  surgery  and  pediatrics,  Yale 
University  School  of  Medicine,  New 
Haven;  Dr.  Mary  L.  Voorhess,  as- 
sistant professor  of  pediatrics.  State 
University  of  New  York,  Upstate 
Medical  Center,  Syracuse. 

Interested  physicians  should  con- 
tact Dr.  Russell  J.  Blattner,  M.D., 
professor  and  chaiiTiian,  Depart- 
ment of  Pediatrics,  Baylor  Univer- 
sity College  of  Medicine. 

Second  International  Symposium 
on  the  Baboon  and  Its  Use  as  an 
E xperimental  Animal,  San  An- 
tonio, Nov.  2-5. — Sponsored  by  the 


Southwest  Foundation  for  Research 
and  Education,  headquarters  will 
be  at  El  Tropicano  Motor  Hotel. 
The  symposium  coordinator  is  L. 
Richard  Smith,  Jr.,  Southwest  Foun- 
dation for  Research  and  Education, 
P.  0.  Box  2296,  San  Antonio. 

Cardiovascular  Pulmonary  Emer- 
gencies, Houston,  Oct.  9. — The  Di- 
vision of  Continuing  Education  of 
The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  and 
the  Frederick  R.  Lummis  Medical 
Foundation  will  present  a one-day 
symposium  entitled  “Practical  As- 
pects of  Cardiovascular  Pulmonary 
Emergencies”  on  Saturday,  Oct.  9, 
1965,  in  the  Texas  Medical  Center 
in  Houston.  This  course  is  intend- 
ed to  give  practicing  physicians  a 
useful  and  authoritative  review  of 
current  medical  and  surgical  ap- 
proaches used  in  managing  cardio- 
vascular pulmonary  emergencies  in 
adults.  The  participating  guest 
speakers  are:  Di-.  C.  Walton  Lil- 
lehei,  professor  of  surgery.  Uni- 
versity of  Minnesota,  Minneapolis; 
Dr.  Myron  Prinzmetal,  chief.  De- 
partment of  Cardiology,  Cedars  of 
Lebanon-Mount  Sinai  Hospitals  of 
the  Los  Angeles  Jewish  Medical 
Center;  and  Dr.  Herbert  Otto  Sie- 
ker,  professor  of  medicine,  Duke 
University,  School  of  Medicine, 
Durham,  N.  C. 

For  further  information  physi- 
cians may  write  to  Division  of  Con- 
tinuing Education,  the  University 
of  Texas  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  102 
Jesse  Jones  Library  Building,  Tex- 
as Medical  Center,  Houston. 

Treatment  of  Injuries,  Dallas, 
Nov.  17-20. — The  Commit!^  on  In- 
juries of  the  American  Academy  of 
Orthopaedic  Surgeons  in  conjunc- 
tion with  the  University  of  Texas 
Southwestern  Medical  School  will 
present  a course  at  the  Marriott 
Motor  Hotel.  The  program  has 
been  arranged  by  a Dallas  com- 
mittee under  the  chairmanship  of 
Dr.  Charles  F.  Gregory.  The  fac- 
ulty will  consist  of  six  teachers 
from  out-of-town  and  22  specialists 
from  Texas  medical  schools. 

This  course  will  place  special 
emphasis  on  multiple  system  in- 
jury including  presentations  on 
airway  obstruction,  shock,  chest  in- 
juries, blunt  trauma,  arterial  in- 
juries, genitourinary  and  renal 
problems,  neurological  evaluation, 
and  neiwe  injuries.  Fractures  of 
the  hand,  carpal  bone  and  extensor 
and  flexor  tendon  injuries  will  be 
covered  as  will  fractures  of  the 
elbow  in  children  and  adults.  Non- 
union fractures  of  the  femoral 
neck,  calcaneus  and  talus  and  dis- 


locations of  the  hip  and  shoulder 
will  be  discussed.  One  afternoon 
will  be  given  over  to  cases  pre- 
sented by  course  registrants  to  a 
special  panel  on  problem  cases. 

The  course  is  open  to  all  physi- 
cians. The  registration  fee  is  $75. 
Each  registrant  will  be  a guest  of 
the  committee  for  one  luncheon 
and  a chairman’s  reception  on 
Thursday  evening,  Nov.  18,  1965. 
Residents,  interns,  and  medical  stu- 
dents are  admitted  free  by  a letter 
from  their  chief  of  service.  The 
course  is  approved  for  30  hours  of 
Category  II  for  General  Practice. 

Arthritis,  New  Orleans,  Nov.  Ib- 
id.— A symposium  on  arthritis  and 
related  diseases  will  be  held  in  the 
Tulane  Medical  School  Auditori- 
um. Sponsors  are  the  Arthritis 
Foundation,  Louisiana  State  Uni- 
versity School  of  Medicine,  and 
Tulane  University  Medical  School. 

Program  and  registration  ar- 
rangements are  available  from  the 
Louisiana  Chapter,  Arthritis  Foun- 
dation, 531  Godchaux  Building, 
New  Orleans,  Louisiana  70130. 


Personals 


Dr.  Oscar  0.  Selke,  Jr.,  of  Hous- 
ton, head  of  the  Section  of  Physical 
Medicine  of  the  AMA,  served  as 
program  chairman  for  the  Ameri- 
can Academy  of  Physical  Medicine 
for  its  meeting  in  August  in  Phila- 
delphia. 

Ruth  Elizabeth  Johnson,  wife  of 
Dr.  H.  Fred  Johnson  of  Amarillo, 
died  of  a heart  attack  on  July  10 
in  Cuernavaca,  Mexico. 

Officers  of  the  Texas  Society  of 
Anesthesiologists  are  Dr.  L.  S.  M. 
Du f lot,  Galveston,  president;  Dr. 
Earl  L.  Yeakel,  Austin,  vice  presi- 
dent; and  Dr.  Fred  P.  Thomas, 
Houston,  secretary. 

Officers  of  the  Postgraduate 
Medical  Assembly  of  South  Texas 
are  Dr.  William  R.  Knight , III, 
Houston,  president;  Dr.  Carlos  E. 
Fuste,  Alvin,  Dr.  John  Corso,  Liv- 
ingston, and  Dr.  T.  J.  Pennington, 
Nacogdoches,  vice  presidents;  Dr. 
W.  Tom  Arnold,  Houston,  secre- 
tary; Dr.  Elmer  K.  Saiiders,  Hous- 
ton, treasurer;  and  Dr.  Joel  E. 
Reed,  Houston,  program  director. 

Dr.  Curtis  P.  Artz,  Shrine  pro- 
fessor of  surgery  at  the  University 
of  Texas  Medical  Branch  Bums  In- 
stitute, resigned  to  become  chair- 
man and  professor  of  surgery  at 
the  Medical  College  of  South  Caro- 
lina, Charleston. 

The  San  Antonio-Austin  Allergy 
Society  has  elected  the  following 
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8:30  a.m. 

9:00  a.m. 

9:!0  a.m. 

9:40  a.m. 

10:10  a.m. 


10:40  a.m. 
I 1 :00  a.m. 


12:30  p.m. 


11th  Annual 

PUBLIC  RELATIONS  CONFERENCE 


Saturday,  September  25 
Headquarters  Building 
TEXAS  MEDICAL  ASSOCIATION 
Austin 


REGISTRATION  AND  COFFEE- 
READING  ROOM 

MORNING  SESSION 
SAM  THOMPSON  ROOM 

CALL  TO  ORDER  AND  WELCOME 

HOWARD  R.  DUDGEON,  M.D.,  Waco 

Vice  President 

Texas  Medical  Association 

WE  MUST  NOT  QUIT! 

DAVID  WADE,  M.D.,  Austin 

President 

Texas  Medical  Association 

AMERICAN  MEDICINE  AND  AMERICAN 
CITIZENSHIP 

GEORGE  S.  BENSON,  LLD.,  Searcy,  Aric. 

Chairman  and  Executive  Director 
l^ational  Education  Program 
American  Heritage  Center 

THE  COST  OF  MEDICAL  CARE— WHAT 
CAN  EACH  M.D.  DO  ABOUT  IT? 

SAMUEL  R.  SHERMAN,  M.D.,  San  Francisco 

AMA  Commission  on  the  Cost  of  Medical 
Care  (1960-1964) 

Chairman,  AMA  Council  on  Legislative 
Activities 

COFFEE  BREAK— READING  ROOM 

PANEL  SESSION:  THE  PROFESSIONAL 
RESPONSIBILITIES  OF  PHYSICIANS 

Presiding: 

CHARLES  MAX  COLE,  M.D.,  Dallas 

Sjreal^er,  House  of  Delegates 
Texas  Medical  Association 

1.  THE  TEXAS  PHYSICIAN  AND  THE 
TEXAS  MEDICAL  PRACTICE  ACT 

M.  H.  CRABB,  M.D.,  Fort  Worth 

Secretary 

Texas  State  Board  of  Medical  Examiners 

2.  STATE  LAWS  GOVERNING  THE 
PROPER  HANDLING  OF  LEGEND 
PHARMACEUTICALS 

J.  H.  ARNETTE,  Austin 

Secretary 

Texas  State  Board  of  Pharmacy 

3.  FEDERAL  FOOD  AND  DRUG 
REGULATIONS  WHICH  AFFECT  YOUR 
PRACTICE 

SAM  D.  FINE,  Dallas 

Director 

Food  and  Drug  Administration 


AFTERNOON  SESSION 
LIBRARY  STACK  AREA 

1:30  p.m.  PANEL  SESSION:  PUBLIC  RELATIONS 
IN  ACTION 

Presiding: 

JAMES  D.  MURPHY,  M.D.,  Fort  Worth 

President-Elect 

Texas  Medical  Association 

1.  KEEPING  TEXAS  SCHOOL  CHILDREN 
HEALTHY 

EDWIN  L.  RIPPY,  M.D.,  Dallas 

Member,  Committee  on  School  Health 
Texas  Medical  Association 

2.  INFORMING  THE  PUBLIC  THROUGH 
HEALTH  COLUMNS 

O.  BRANDON  HULL,  M.D.,  Lubbock 

President 

Lubboc\'Crosby-Garza  Counties  Medical 
Society 

3.  TELLING  MEDICINE'S  STORY  WITH 
EXHIBITS  AND  HEALTH  FAIRS 

JAMES  R.  HICKOX,  Chicago 
Director 

Program  Services  Department 
Communications  Division 
American  Medical  Association 

4.  THE  SANDERSON  FLOOD— DISASTER 
AID  WITH  A PR  BONUS 

L.  E.  SILVERTHORN,  M.D.,  Austin 

Medical  Consultant 

Local  Health  Services  Division 

Texas  State  Department  of  Health 

QUESTIONS  AND  DISCUSSION 

3:15  p.m.  COFFEE  BREAK— READING  ROOM 

CLOSING  SESSION 
SAM  THOMPSON  ROOM 

Presiding: 

DAVID  WADE,  M.D.,  Austin 

President 

Texas  Medical  Association 

3:30  p.m.  DOES  YOUR  PM  (PROFESSIONAL 
MANAGEMENT!  ENHANCE  YOUR  PR? 

EDWARD  W.  RICE,  Boise,  Idaho 

Professional  Management  Consultant 

4:00  p.m.  THE  FUTURE  OF  AMERICAN  MEDICINE 

NICHOLAS  P.  DALLIS,  M.D.,  Scottsdale,  Ariz. 

Author  of  REX  MORGAK  M.D., 

JUDGE  PARKER,  and  APARTMENT  3-G 

4:30  p.m.  ADJOURNMENT 

EVENING  ENTERTAINMENT 


4.  FEDERAL  NARCOTICS  LAWS  AND  TH^ 
PRACTICING  PHYSICIAN 

FRANK  G.  PAPPAS,  Dallas 

District  Supervisor 

Bureau  of  Tiarcotics,  Treasury  Department 

QUESTIONS  AND  DISCUSSION 

LUNCHEON— BASEMENT 

Catering  by  Walter  Jetton,  Fort  Worth 
Compliments  of  the  Texas  Medical  Association 


5:30  p.m.  HOSPITALITY  HOUR  AND  BUFFET 

Charles  O.  Finley  Company,  Host 
Crystal  Ballroom,  Driskill  Hotel 

6:45  p.m.  CHARTERED  BUSES  LEAVE  FOR 
MEMORIAL  STADIUM 

Brazos  Street  Entrance,  Driskill  Hotel 
Courtesy  of  Charles  O.  Finley  Company 

7:30  p.m.  FOOTBALL:  TEXAS  VS.  TEXAS  TECH 

Memorial  Stadium 


8:30  a.m. 

9:00  a.m. 

9:10  a.m. 

9:40  a.m. 


10:10  a.m. 


1 0:40  a.m. 
I I ;00  a.m. 


12:30  p.m. 


ORIENTATION  PROGRAM 

Saturday,  September  25 

Sam  Thompson  Room 
Headquarters  Building 
TEXAS  MEDICAL  ASSOCIATION 
Austin 


REGISTRATION  AND  COFFEE- 
READING  ROOM 

MORNING  SESSION 

CALL  TO  ORDER  AND  WELCOME 

HOWARD  R.  DUDGEON,  M.D.,  Waco 

Vice  President 

Texas  Medical  Association 

WE  MUST  NOT  QUIT! 

DAVID  WADE,  M.D..  Austin 

President 

Texas  Medical  Association 

AMERICAN  MEDICINE  AND  AMERICAN 
CITIZENSHIP 

GEORGE  S.  BENSON,  LL.D.,  Searcy,  Aric. 

Chairman  and  Executive  Director 
T^ational  Education  Program 
American  Heritage  Center 

THE  COST  OF  MEDICAL  CARE— WHAT 
CAN  EACH  M.D.  DO  ABOUT  IT? 

SAMUEL  R.  SHERMAN,  M.D.,  San  Francisco 

AMA  Commission  on  the  Cost  of  Medical 
Care  (1960-1964) 

Chairman,  AMA  Council  on  Legislative 
Activities 

COFFEE  BREAK— READING  ROOM 

PANEL  SESSION:  THE  PROFESSIONAL 
RESPONSIBILITIES  OF  PHYSICIANS 

Presiding: 

CHARLES  MAX  COLE,  M.D.,  Dallas 

Speaker.  House  of  Delegates 
Texas  Medical  Association 


AFTERNOON  SESSION 

Presiding: 

WENDELL  H.  HAMRICK,  M.D.,  Houston 

Vice  Speaker,  House  of  Delegates 
Texas  Medical  Association 

1:15  p.m.  AN  ACCOUNTING  OF  STEWARDSHIP; 
WHAT  HAPPENS  TO  YOUR  DUES 

BYRON  P.  YORK,  M.D.,  Houston 

Chairman,  Board  of  Trustees 
Texas  Medical  Association 

1:35  p.m.  THE  BEST  MEDICAL  CARE  FOR  ALL 
TEXANS 

C.  LINCOLN  WILLISTON,  Austin 

Executive  Secretary 
Texas  Medical  Association 

2:00  p.m.  MEDICAL  ETHICS— OBLIGATIONS  OF 
THE  PHYSICIAN  TO  HIS  COLLEAGUES 
AND  TO  THE  PROFESSION 

JAMES  H.  SAMMONS,  M.D.,  Highlands 

Secretary,  Board  of  Councilors 
Texas  Medical  Association 

2:20  p.m.  DOCTOR-PATIENT  RELATIONS 

WALTER  WALTHALL,  M.D.,  San  Antonio 

Chairman,  Board  of  Councilors 
Texas  Medical  Association 

2:40  p.m.  LEGAL  ASPECTS  OF  MEDICINE; 

MALPRACTICE— HOW  TO  AVOID  IT 

PHILIP  R.  OVERTON,  LLB.,  Austin 

Genera!  Counsel 
Texas  Medical  Association 

3:15  p.m.  COFFEE  BREAK— READING  ROOM 


1.  THE  TEXAS  PHYSICIAN  AND  THE 
TEXAS  MEDICAL  PRACTICE  ACT 

M.  H.  CRABB,  M.D.,  Fort  Worth 

Secretary 

Texas  State  Board  of  Medical  Examiners 

2.  STATE  LAWS  GOVERNING  THE 
PROPER  HANDLING  OF  LEGEND 
PHARMACEUTICALS 

J.  H.  ARNETTE,  Austin 

Secretary 

Texas  State  Board  of  Pharmacy 

3.  FEDERAL  FOOD  AND  DRUG 
REGULATIONS  WHICH  AFFECT  YOUR 
PRACTICE 

SAM  D.  FINE,  Dallas 

Director 

Food  and  Drug  Administration 

4.  FEDERAL  NARCOTICS  LAWS  AND  THE 
PRACTICING  PHYSICIAN 

FRANK  G.  PAPPAS,  Dallas 

District  Supervisor 

Bureau  of  Ffarcotics,  Treasury  Department 

QUESTIONS  AND  DISCUSSION 


LUNCHEON— BASEMENT 

Compliments  of  the  Texas  Medical  Association 
Catering  by  Walter  Jetton,  Fort  Worth 


CLOSING  SESSION 

Presiding: 

DAVID  WADE,  M.D.,  Austin 
President 

Texas  Medical  Association 

3:30  p.m.  DOES  YOUR  PM  I PROFESSIONAL 
MANAGEMENT!  ENHANCE  YOUR  PR? 

EDWARD  W.  RICE,  Boise,  Idaho 
Professional  Management  Consultant 

4:00  p.m.  THE  FUTURE  OF  AMERICAN  MEDICINE 

NICHOLAS  P.  DALLIS,  M.D.,  Scottsdale,  Arii. 
Author  of  REX  MORGAN..  M.D., 

JUDGE  PARKER,  and  APARTMENT  3-G 

4:30  p.m.  ADJOURNMENT 

EVENING  ENTERTAINMENT 

5:30  p.m.  HOSPITALITY  HOUR  AND  BUFFET 

Charles  O.  Finley  Company,  Host 
Crystal  Ballroom  Driskill  Hotel 

6:45  p.m.  CHARTERED  BUSES  LEAVE  FOR 
MEMORIAL  STADIUM 

Brazos  Street  Entrance,  Driskill  Hotel 
Courtesy  of  Charles  O.  Finley  Company 

7:30  p.m.  FOOTBALL:  TEXAS  VS.  TEXAS  TECH 

Memorial  Stadium 


officers:  Dr.  Sam  Schwartzberg, 
president;  Dr.  Boen  Swinny,  Jr., 
vice  president;  Dr.  Peter  B.  Kamin, 
sec  retary-treasur  er . 


Oklahoma  City  Clinical 
Meeting  To  Open  Oct.  25 

The  Oklahoma  City  Clinical  So- 
ciety will  open  its  35th  annual 
three-day  conference  at  the  Shera- 
ton-Oklahoma  Hotel  on  Oct.  25, 
1965. 

The  program  of  postgraduate 
teaching  has  been  arranged  to  in- 
clude lectures  and  discussions  by 
15  distinguished  speakers  selected 
from  various  medical  and  teaching 
centers  throughout  the  United 
States.  In  addition  to  the  general 
assemblies,  there  will  be  specialty 
lectures,  breakfast  meetings,  round 
table  luncheon  meetings,  and  an 
afternoon  symposium  on  “Study  in 
Depth  of  Coronary  Artery  Dis- 
ease.” 

Monday  evening,  there  will  be  a 
social  hour  followed  by  specialty 
group  dinner  meetings.  Tuesday 
morning,  breakfast  meetings  will 
be  held,  and  Tuesday  evening  will 
be  the  Annual  Clinical  Society 
banquet  with  musical  entertain- 
ment. 

An  invitation  is  extended  to  all 
physicians  who  are  members  of 
their  county  medical  societies  to 
attend. 

For  further  information,  one 
may  write:  Executive  Secretary, 
Oklahoma  City  Clinical  Society, 
2809  Northwest  Expressway,  Okla- 
homa City. 


Mental  Health  Meet  Set 
For  Fort  Worth  Oct.  22 


The  Annual  Conference  and  Del- 
egate Convention  of  the  Texas  As- 
sociation for  Mental  Health  will 
be  held  Oct.  20-22,  1965,  in  the 
Western  Hills  Hotel,  Fort  Worth. 

The  Conference  will  center  at- 
tention on  the  new  Department  of 
Mental  Health  and  Mental  Retar- 
dation— its  Board  and  administra- 
tors, and  its  relationship  to  devel- 
opment of  services  by  local  citi- 
zens. 


Yeakley  Scores  Highest 
On  June  Board  Examination 


Dr.  Joel  W.  Yeakley  of  Kenne- 
dale  made  the  highest  average 


grade  at  the  June,  1965,  examina- 
tions given  by  the  Texas  State 
Board  of  Medical  Examiners,  Dr. 
M.  H.  Crabb,  secretary  of  the 
Board,  has  announced. 

Dr.  Yeakley’s  average  was  93.4. 
He  is  a 1965  graduate  of  the  Uni- 
versity of  Texas  Medical  Branch, 
Galveston,  and  is  formerly  from 
Van  Alstyne. 

Examinations  were  held  June  21- 
23  at  the  Hotel  Texas  in  Fort 
Worth. 


Dr.  Rouse  Announces 
Early  House  Session 


Passage  of  medicare  legislation 
has  prompted  Dr.  Milfoi’d  0.  Rouse, 
Dallas,  Speaker  of  the  AMA  House 
of  Delegates,  to  convene  the  House 
on  Sunday  afternoon,  Nov.  28,  the 
first  day  of  the  Clinical  Meeting 
in  Philadelphia. 

Any  member  of  the  AMA  is  wel- 
come to  attend  the  meeting  which 
will  begin  at  2 p.m.  in  the  Ball- 
room of  the  Sheraton  Hotel. 

Purpose  of  the  Sunday  meeting 
is  to  permit  adequate  time  for  ex- 
tensive and  complete  discussion  of 
recent  health  legislation,  according 
to  Dr.  Rouse.  “All  resolutions  and 
reports  will  be  presented  at  this 
session  and  referred  to  the  appro- 
priate reference  committees  for 
deliberation. 

The  Reference  Committee  on 
Legislation  and  Public  Relations 
will  convene  on  Monday  morning, 
Nov.  29,  at  8:30  a.m.  and  continue 
until  12:30  p.m.  All  other  refer- 
ence committees  will  convene  at  2 
p.m.  Monday  and  continue  as  nec- 
essary to  complete  the  work  as- 
signed. The  Reference  Committee 
on  Legislation  and  Public  Relations 
will  also  meet  Monday  afternoon, 
and  Tuesday  as  necessary.  This 
schedule  will  provide  all  members 
of  the  House  an  opportunity  to 
attend  at  least  the  first  four  hours 
of  this  Committee’s  deliberations. 

This  schedule  will  also  permit  the 
majority  of  Delegates  to  attend  the 
scientific  program  and  exhibits  on 
Tuesday.  Reports  of  all  reference 
committees  will  be  presented  to  the 
House  for  its  consideration  begin- 
ning 9 a.m.  Wednesday.  Final  ad- 
journment is  anticipated  not  later 
than  5 p.m.  Wednesday,  although 
the  House  may  continue  if  more 
time  is  necessary. 

He  urged  that  all  reports  and 
resolutions  be  sent  to  AMA  head- 
quarters by  Oct.  28  for  inclusion 
in  the  Delegates  Handbook  sched- 


uled to  be  mailed  to  Delegates  on 
Nov.  8. 

Any  additional  resolutions  and 
reports  for  presentation  to  the 
House  must  be  submitted  to  the 
Secretary’s  Office  by  12  noon,  Sat- 
urday, Nov.  27,  for  duplication  and 
distribution  to  the  Delegates  prior 
to  the  time  the  House  convenes  on 
Sunday  at  2 p.m. 


Cancer  Conference 
Set  for  Sept.  26 


The  20th  annual  Southwest  Re- 
gional Cancer  Conference  will  be 
held  in  Fort  Worth  Saturday,  Sept. 

25,  from  1-4  p.m.  and  Sunday,  Sept. 

26,  from  9 a.m.  to  1 p.m.  The  place 
of  the  meeting  will  be  at  the  Texas 
Hotel. 

Sponsored  by  the  American  Can- 
cer Society,  Texas  Division,  and 
the  Tarrant  County  Medical  So- 
ciety, the  meeting  is  under  the  di- 
rection of  Dr.  0.  L.  Morphis  of 
Fort  Worth. 

The  topic  of  this  year’s  confer- 
ence is  chemotherapy.  Guest  speak- 
ers are  Dr.  Howard  R.  Bierman  of 
Lab- Science,  Inc.,  Beverly  Hills, 
Calif.;  Dr.  Edward  T.  Krementz, 
from  the  Tulane  School  of  Medi- 
cine, New  Orleans,  La.;  and  Dr. 
Harris  Busch  from  Baylor  Univer- 
sity School  of  Medicine  in  Houston. 

Additional  information  may  be 
had  by  writing  to  Tony  W.  Hal- 
bert, executive  director,  Tarrant 
County  Unit,  Texas  Division,  Inc., 
American  Cancer  Society,  1560 
West  Magnolia,  Fort  Worth. 


Dr.  Crabb  Announces 
Board  Examinations 


The  next  meeting  of  the  Texas 
State  Board  of  Medical  Examiners 
when  examinations  will  be  given 
and  reciprocity  applications  con- 
sidered is  scheduled  for  Dec.  6-8  at 
the  Blackstone  Hotel,  Fort  Worth. 

Completed  examination  applica- 
tions for  graduates  from  United 
States  medical  schools  must  be 
filed  with  the  Board  30  days  prior 
to  the  meeting  date.  Completed  ex- 
amination applications  for  gradu- 
ates of  foreign  medical  schools 
must  be  filed  60  days  prior  to  the 
meeting  date,  and  completed  reci- 
procity applications  must  be  filed 
60  days  prior  to  the  meeting  date 
to  be  given  consideration.  Dr.  M. 
H.  Crabb,  secretary  of  the  Board, 
has  announced. 
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A Trip  to  La  Paz 


C.  David  Campbell,  M.D. 


P FEIFFER  Memorial  Hospital, 
better  known  as  the  Clinica  Ameri- 
cana, La  Paz,  Bolivia,  is  a 60-bed 
general  hospital  staffed  by  Ameri- 
can missionaries  and  Bolivian  na- 
tionals who  work  side  by  side. 
Built  in  1940  under  the  guidance 
of  Dr.  Frank  Beck,  now  retired  in 
California,  the  hospital  is  well 
known  throughout  that  part  of 
South  America  and  has  been  a po- 
tent force  in  the  Methodist  mis- 
sionary program.  The  entire  op- 
eration is  administered  by  the  Bo- 
livian Methodist  Church,  supported 
except  for  salaries  of  missionaries 
through  the  Bolivian  Conference 
and  the  gifts  of  interested  Ameri- 
cans. Support  from  this  country 
largely  has  been  in  the  way  of 
medicinals,  various  supplies,  and  a 
small  endowment  fund  maintained 
in  New  York  for  capital  improve- 
ments to  the  buildings. 

It  was  my  privilege  to  go  with 
my  family  to  La  Paz  in  December, 
1964.  I worked  for  a month  at 
Clinica  Americana  under  the  aus- 
pices of  AMDOC. 

The  hospital  occupancy  averages 
about  75  percent.  The  first  floor 
houses  the  administrative  offices, 
outpatient  clinics,  pharmacy,  and 
laboratory.  The  delivery  room,  ob- 
stetrical wards,  nursery,  kitchen, 
dining  room,  and  laundry  are  found 
on  the  second  floor;  and  the  third 
floor  is  composed  of  general  medi- 


cal and  surgical  wards,  a small 
pediatric  ward,  the  surgical  suite, 
and  x-ray  facilities.  It  is  notewor- 
thy that  this  is  considered  an  open 
staff  hospital,  and  there  are  a 
number  of  the  local  physicians  who 
exercise  staff  privileges.  About 
650  deliveries  are  performed  an- 
nually, the  infants  being  cared  for 
in  an  18-bassinet  nursery  boasting 
two  incubators.  More  than  600 
surgical  procedures  are  performed 
annually,  and  the  total  admissions 
per  year  amount  to  about  1,600. 

Since  the  Bolivian  Methodist 
Church  has  little  money,  the  hos- 
pital must  be  largely  self-sustain- 
ing. Because  of  careful  manage- 
ment it  is  about  93  percent  self- 
supporting,  excluding  the  salaries 
of  the  missionary  personnel.  In 
general,  a patient  is  expected  to 
pay  for  his  care,  but  there  are 
charity  cases.  Patients  are  charged 
on  a graduated  scale  according  to 
choice  of  rooms,  first,  second,  or 
third  class.  First  class  accommoda- 
tions for  maternity  care  including 
room  for  five  days,  delivery  fees, 
use  of  the  delivery  suite,  and  the 
services  of  a consulting  pediatri- 
cian amounts  to  $94.50  in  American 
money.  The  second  class  room  ac- 
commodations with  all  other  serv- 
ices approximately  the  same  is 
$47.50.  If  the  patient  uses  a pri- 
vate physician  rather  than  one  of 
the  missionary  staff  she  has  the 


additional  fee  of  her  obstetrician. 

There  is  a four -year  nursing 
school  associated  with  the  hospital, 
and  it  is  also  administered  by  the 
Bolivian  Methodist  Church.  It  is 
rather  new,  quite  attractive,  and 
turns  out  well  qualified  graduates. 
Until  the  present  time  the  direc- 
tor has  been  an  American  nurse, 
but  the  incoming  director  is  Bo- 
livian, a graduate  of  a few  years 
ago.  Because  of  the  language  bar- 
rier it  was  not  possible  for  me  to 
participate  in  the  training  pro- 
gram for  these  students. 

High  quality  medical  care  is 
provided  at  this  hospital.  Certain- 
ly by  the  Bolivian  standards  it  is 
a modern  and  well  equipped  facil- 
ity. By  our  standards  it  would  be 
considered  perhaps  25  years  be- 
hind in  some  respects,  but  it  is 
most  adequate  in  almost  every  re- 
gard. Many  of  the  niceties  which 
we  take  for  granted  are  missing, 
but  one  finds  that  in  the  final  an- 
alysis most  of  these  are  rather  su- 
perficial anyway.  The  quality  of 
the  laboratory  work  and  x-rays  is 
good.  I should  mention  that  often 
one  has  to  wait  for  adequate  line 
voltage,  however,  before  a satis- 
factory x-ray  can  be  made.  I found 
myself  using  small  scraps  of  su- 
ture, patched  gloves,  and  smaller 
drapes  than  I was  accustomed  to 
as  well  as  unfamiliar  instruments 
in  the  surgical  suite,  but  once 


702 


Texas  State  Journal  of  Medicine 


Bolivia  is  a land  of  great  need  where  there  are  multiple  oppor- 
tunities for  medical  service.  In  this  article,  the  last  in  a series  of 
three  by  members  of  Navarro  County  Medical  Society,  the  author  tells 
how  he  spent  a month  in  this  South  American  country  as  an  AMDOC 
physician. 

AMDOC,  Incorporated,  is  a nonprofit  organization  founded  in 
March,  1964.  It  helps  American  physicians  who  want  to  work  in  needy 
or  developing  areas  of  the  world  to  find  locations  where  their  services 
can  be  used.  The  AMDOC  physician  is  expected  to  pay  his  and  his 
family's  transportation  to  and  from  the  field  of  service  and,  where 
possible,  the  sponsoring  organization  with  whom  the  physician  works 
in  the  field  takes  care  of  his  board  and  room.  No  AMDOC  physicians 
are  compensated  for  their  service. 

The  Navarro  County  Medical  Society  undertook  AMDOC  as  a 
project  shortly  after  it  was  founded.  During  1964,  three  of  the  Socie- 
ty's 24  active  members  made  AMDOC  trips.  During  1965  four  other 
members  are  scheduled  to  go  abroad  under  this  program. 


again,  these  are  not  items  of  great 
import. 

One  encounters  a large  number 
of  patients  with  gallbladder  dis- 
ease, liver  disease,  and  an  assort- 
ment of  dermatologic  conditions, 
but  most  of  the  patients  seen  in 
the  clinics  have  tuberculosis  in 
some  form.  Seldom  are  these  pa- 
tients hospitalized  unless  they  have 
some  life-threatening  form  of  the 
disease  since  prolonged  use  of  hos- 
pital facilities  would  soon  create 
an  impossible  situation.  Many  of 
the  surgical  problems  encountered 
are  severely  complicated  by  neglect 
and  superstition,  the  patient  per- 
haps having  been  under  the  care 
of  a local  witch  doctor  for  some 
time.  The  original  problem  may 
by  this  time  have  been  compound- 
ed by  hemorrhage,  shock,  infection, 
or  a combination  of  these.  One 
fairly  common  surgical  condition 
found  among  these  people  is  vol- 
vulus. A large  number  of  patients 
are  the  Indians  from  the  area,  but 
there  are  also  a large  number  of 
missionary  personnel  from  all  over 
the  world  and  Americans  from  the 
embassy  staff  and  their  depend- 
ents. In  this  group  one  is  apt  to 
encounter  various  manifestations 
of  high  altitude  sickness,  some  of 
them  bizarre. 

Travel  to  La  Paz  poses  no  great 
problem;  jets  are  available  for  vir- 
tually the  entire  trip.  We  found 


it  worthwhile  to  stop  in  Mexico 
City  for  three  days  on  the  way 
down  to  adjust  to  the  altitude  at 
that  level  before  proceeding  to  the 
Andean  area.  This  gave  us  a chance 
to  see  the  capital  of  Mexico.  We 
found  a sight-seeing  trip  to  Lima, 
Peru,  and  a side  trip  to  the  Inca 
ruins  in  Cuzco  and  Machu  Picchu 
to  be  very  interesting  and  worth 
the  extra  time  and  expense.  We 
also  stopped  for  a short  visit  in 
Quito,  Ecuador,  and  found  many 
points  of  interest  there. 

Bolivia  is  a country  of  slightly 
under  4,000,000  people  with  a land 
area  of  about  500,000  square  miles 
(about  the  size  of  California  and 
Texas  combined).  It  can  be  divid- 
ed into  three  distinctly  different 
areas.  Roughly  75  percent  of  the 
population  lives  in  ten  percent  of 
the  land  area,  this  being  the  west- 
ern portion  of  the  country  that 
lies  in  the  mountainous  region  be- 
tween the  two  ranges  of  the  Andes 
(referred  to  as  the  Altiplano).  As 
the  eastern  slopes  of  the  Andes  are 
crossed  the  country  becomes  semi- 
tropical  and  is  very  fertile;  this 
area  is  called  the  Yungas.  Farther 
east  the  country  becomes  jungle 
and  lies  in  the  Amazon  basin. 
These  two  areas  in  the  eastern 
part  of  Bolivia  are  not  well  popu- 
lated. They  represent  what  are 
called  the  colonial  areas,  and  there 


is  an  attempt  at  this  time  to  re- 
locate people  there. 

Our  experience  was  chiefly  in 
the  Altiplano  area.  It  is  majestic 
and  beautiful  in  its  way,  but  in 
another  way  it  is  a rugged,  poor, 
desolate  country.  People  there  sel- 
dom speak  of  winter  or  summer 
but  rather  refer  to  the  rainy  sea- 
son and  the  dry  season.  The  rainy 
season  begins  in  early  December 
and  lasts  about  three  months.  This 
rain  is  neither  downpour  nor  driz- 
zle as  a rule,  but  usually  a shower 
that  dries  quickly.  Although  this 
is  summer  in  South  America,  it  is 
cool.  Much  of  the  heat  is  depend- 
ent upon  sunshine,  and  since  there 
is  an  average  of  24  days  of  rain 
during  December,  for  instance, 
there  is  little  opportunity  for  the 
sun  to  waini  up  the  terrain.  Many 
of  the  homes  utilize  some  sort  of 
dome  or  skylight  to  take  advan- 
tage of  the  sun’s  warmth.  The 
average  temperature  for  December 
is  54  degrees.  The  evenings  and 
moinings  are  cool  and  are  definite- 
ly topcoat  and  sweater  weather. 

The  national  language  is  Spanish, 
but  two  Indian  dialects  are  also 
spoken — Aymara  and  Quechua. 

The  current  rate  of  monetary 
exchange  is  one  dollar  for  12,000 
bolivianos,  the  basic  currency.  No 
coins  are  available  in  Bolivia.  A 
peso  bill  is  being  introduced  which 
is  worth  1,000  bolivianos  and  will 
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make  the  rate  comparable  to  that  in 
Mexico ; that  is,  12  pesos  per  dollar. 
National  products  are  reasonable  in 
general — some  are  bargains.  Items 
such  as  silver  and  gold  jewelry  are 
well  worth  their  price  at  this  time 
as  well  as  items  made  of  llama, 
alpaca,  and  some  made  of  vicuna. 
During  our  stay  the  price  of  vicuna 
yard  goods  became  unreasonably 
high.  Other  things  one  can  obtain 
are  some  interesting  and  attractive 
art  objects  such  as  oil  paintings 
and  wood  carvings. 

The  food  in  the  hospital  dining 
room  is  nutritious  but  not  quite  to 
the  American  taste.  Meat  is  served 
daily  but  of  what  cut  you  cannot 
ordinarily  say.  Starchy  foods  com- 
prise the  bulk  of  the  diet  and  the 
seasoning  and  preparation  some- 
times leave  something  to  be  de- 
sired. However,  if  worse  comes  to 
worst,  we  could  eat  out  at  a num- 
ber of  good  restaurants  and  ob- 
tain excellent  steaks  or  we  could 
purchase  a limited  number  of 
American  products  in  the  grocery 
stores  (one  box  of  American  ce- 
real is  18,000  bolivianos).  We  fin- 
ally fell  into  the  routine  of  having 
breakfast  at  the  house  and  taking 
all  other  meals  in  the  hospital  din- 
ing room.  These  meals  were  pro- 
vided without  charge.  Breakfast, 
of  course,  was  at  our  expense. 
Pasteurized  milk  is  available  from 
the  store  but  rarely  seiwed  in  the 
dining  room;  American  cigarettes 
can  also  be  purchased. 

We  stayed  in  the  home  of  the 
director  who  was  away  on  vaca- 
tion. This  was  a large  and  com- 
fortable home,  but  it  was  uncom- 
fortably cool  on  many  occasions 
because  of  inadequate  heating.  The 
fireplace  burned  poorly  even  with 
proper  wood  supply  and  this  was 
a little  difficult  to  come  by.  The 
other  source  of  heat  was  an  elec- 
tric space  heater  and  since  the 
supply  of  electricity  was  undepend- 
able, it  left  much  to  be  desired. 
We  learned  that  heavy  undershirts 
and  sweaters,  adequate  rain  gear, 
heavy  pajamas  and  wool  socks  for 
sleeping,  robes,  and  topcoats  are 
definitely  in  order. 


Transportation  around  town  is 
not  hard  to  get  during  reasonable 
hours.  Many  taxis  are  available, 
and  if  you  are  brave  enough  you 
can  ride  the  bus.  The  cost  of  either 
is  cheap  by  our  standards.  It  is 
not  possible  to  rent  an  automobile, 
however. 

Various  forms  of  recreation  are 
available  in  La  Paz.  If  warm 
weather  happens  along  one  may 
be  able  to  arrange  through  some- 
one at  the  embassy  to  swim  at  one 
of  the  local  tennis  clubs.  One  can 
play  golf  at  the  country  club.  With 
planning,  a side  trip  across  into 
the  Yungas  for  trout  fishing  in 
one  of  the  beautiful  clear  streams 
is  possible. 

The  hospital  needed  many  arti- 
cles that  could  be  made  by  a seam- 
stress. A sewing  machine  and  all 
necessary  materials  were  available, 
so  my  wife  undertook  this  task 
and  was  able  to  complete  many 
pieces  during  our  stay. 

We  are  glad  we  went  as  a fam- 
ily, and  believe  that  this  enhanced 
the  image  of  the  American  im- 
measurably. The  children  made 
friends  quickly.  Our  ten-year-old 
conceived  the  idea  of  taking  along 
bubble  gum  to  be  offered  as  an  ex- 
pression of  goodwill,  and  it  was 
well  received.  The  presence  of  the 
children  on  more  than  one  occasion 
broke  down  some  barriers  of  hos- 
tility. There  were  dangers  for  the 
children  as  one  might  expect.  We 
noticed  vague  altitude  effects  in 
the  children,  and  there  were  epi- 
sodes of  motion  sickness  during 
the  trip.  Also  there  was  the  risk 
of  exposure  to  a population  which 
is  riddled  with  tuberculosis.  One 
child  was  bitten  by  a rabid  dog, 
but  even  with  all  of  this,  we  are 
glad  to  have  shared  this  experi- 
ence in  Bolivia  with  our  children. 

There  are  other  areas  open  for 
short-term  service  in  Bolivia.  The 
Wycliffe  Bible  Translators  (Sum- 
mer Institute  of  Linguistics)  have 
an  area  of  work  in  northern  Bo- 
livia and  are  at  present  without 
medical  support.  Many  religious 


denominations  are  also  working 
throughout  Bolivia. 

I would  like  to  mention  specifi- 
cally, however,  other  areas  of  en- 
deavor within  the  medical  mission 
field  of  the  Methodist  Church.  Dur- 
ing our  stay  we  were  able  to  work 
briefly  in  two  of  these  areas,  and 
they  both  offer  a great  challenge. 
A small  dispensary  is  maintained 
on  the  northeastern  shores  of  Lake 
Titicaca  at  the  small  town  of  An- 
coraimes.  We  stayed  there  with  the 
pastor  and  his  family,  holding  a 
clinic  for  the  neighboring  environs 
and  also  going  by  pickup  truck  to 
a small  town  some  20  miles  away 
where  there  is  another  small  dis- 
pensary. The  second  town  is  Wari- 
sata.  These  small  towns  lie  in  a 
remote  part  of  the  country  and  are 
populated  by  Indians  who  live  for 
the  most  part  as  they  did  some  400 
years  ago.  Working  with  them  is 
a challenge,  richly  rewarding  but 
occasionally  heartbreaking. 

For  instance,  I saw  one  boy  of 
12  who  had  come  in  from  some  four 
hours  out  in  the  mountains.  He  had 
been  in  agony  for  over  a month 
with  tuberculosis  of  the  knee  and 
had  reportedly  not  slept  for  over 
two  weeks  except  during  short  pe- 
riods of  complete  exhaustion.  There 
was  little  we  could  do  for  this  boy 
in  a dispensary.  Knowing  full  well 
that  the  medication  would  not  be 
continued  for  a long  enough  period 
of  time  required  to  effect  a cure 
(because  of  the  inability  of  the 
parents  to  grasp  the  real  need  for 
this  once  any  acute  symptoms  had 
subsided),  we  started  him  on  ap- 
propriate therapy,  relieved  his  pain, 
and  put  him  to  bed  in  a small 
makeshift  ward.  Fresh  cookies  had 
just  come  out  of  the  stove  at  the 
pastor’s  house.  My  wife  offered  one 
to  the  boy  who  was  puzzled.  He 
had  never  seen  nor  eaten  a cookie 
before.  He  was  so  appreciative 
when  shown  what  to  do  with  the 
tasty  morsel  he  began  to  cry.  This 
started  talk  of  how  we  might  bring 
the  boy  back  with  us,  another  haz- 
ai’d  of  foreign  medical  service — 
the  emotional  involvement!  This 
hazard  one  cannot  escape. 
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Surgical  Society  Plans 
Gathering  in  Galveston 

The  Texas  Surgical  Society  will 
meet  Oct.  4-5  at  the  Flagship  Hotel 
in  Galveston.  The  meeting  is  open 
to  members  and  invited  guests  only. 

The  Oct.  4 morning  program  will 
include  six  papers;  “Endometrio- 
sis; Do  We  Know  How  to  Treat 
It?”  by  Dr.  W.  P.  Devereux  of 
Dallas;  “What’s  Wrong  With  the 
TUR?”  by  Dr.  Grant  F.  Begley  of 
Fort  Worth;  “Unusual  Surgical 
Lesions  of  the  Stomach,”  Dr.  How- 
ard A.  Patterson,  New  York; 
“Current  Status  of  Cardiac  Valve 
Replacement,”  Drs.  Arthur  C. 
Beall,  Jr.,  Denton  A.  Cooley,  and 
Michael  E.  DeBakey,  Houston; 
“The  Technique  of  Replacement  of 
the  Abdominal  Aorta”  by  Dr.  Fred 
J.  Wolma,  Galveston,  and  Dr.  L. 
E.  Bast;  and  “Meconium  Peritoni- 
tis” by  Dr.  W.  S.  Lorimer,  Jr., 
Fort  Worth,  and  Dr.  Dick  G.  Ellis. 

On  the  afternoon  program  are 
the  following  six  papers:  “Cryo- 
hypophysectomy”  by  Dr.  Albert 
D’Errico,  Dallas;  “Neurosurgical 
Therapy  of  Cerebral  Palsy  and 
Multiple  Sclerosis”  by  Dr.  S.  R. 
Snodgrass,  Galveston,  and  Dr.  John 
E.  Coe;  “So-Called  Ruptured 
Discs”  by  Dr.  F.  C.  Rehfeldt  of 
Fort  Worth;  “Critical  Wounds  and 
Illnesses  of  the  Civil  War”  by  Dr. 
R.  Maurice  Hood,  Austin;  “Trans- 
peritoneal  Nephrectomy”  by  Dr. 
Russell  Scott,  Jr.,  Houston;  and 
“The  Extra  Adrenal  Pheochromo- 
cytoma”  by  Dr.  John  G.  Fries  and 
Dr.  J.  A.  Chamberlin,  Houston. 

Tuesday  papers  will  include  “Pul- 
monary Embolectomy”  by  Lt.  Col. 
Richard  H.  Hood,  Jr.;  “The  Surgi- 
cal Treatment  of  Ascites”  by  Dr. 
Edwin  Davis  of  Lubbock;  “Surgi- 
cal Management  of  Gastrointestinal 
Hemorrhage  in  Patients  with  Fa- 
milial Hemorrhagic  Telangiecta- 
sia” by  Dr.  Patterson;  “Peutz- 
Jeghers  Syndrome”  by  Dr.  Albert 
Singleton,  Jr.,  Galveston;  “Stenotic 
Lesions  of  Small  Bowel — Etiologi- 
cal Dilemma”  by  Dr.  Frank  H. 
Kidd,  Jr.,  Dallas;  and  “The  Sia- 
mese Twins  and  Their  Surgical 
Separation”  by  Dr.  Luke  W.  Able, 
Houston. 


Panhandle  Meeting 
To  Be  at  KoKo  Palace 


Speakers  in  medicine,  surgery, 
medical  economies,  and  medical- 
legal  fields  will  be  presented  at 
the  annual  meeting  of  the  Pan- 
handle District  Medical  Society  to 


be  held  at  the  KoKo  Palace  in 
Lubbock  on  Oct.  9. 

The  meeting  is  being  held  in 
conjunction  with  the  sixth  annual 
Methodist  Hospital  Lectureship  in 
Medicine  and  the  annual  meeting 
of  the  Lubbock  Surgical  Society. 

On  the  medical  section  of  the 
program  will  be  Dr.  Peter  H.  For- 
sbam,  professor  of  medicine.  Uni- 
versity of  California  Medical  Cen- 
ter, and  Dr.  Lloyd  H.  Smith,  chair- 
man of  the  Department  of  Medi- 
cine, University  of  California 
Medical  Center. 

Dr.  Forsham  will  discuss  “Re- 
cent Advances  in  Diseases  of  the 
Pituitary,”  “Diagnostic  and  Ther- 
apeutic Techniques  in  Diseases  of 
the  Adrenal  Gland,”  and  “Newer 
Concepts  of  Diabetes  Mellitus.” 

Dr.  Smith  will  speak  on  “Gout, 
a Treatable  Metabolic  Disease,” 
“The  Genesis  and  Modern  Manage- 
ment of  Renal  Stones,”  and  the 
“Differential  Diagnosis  of  Hyper- 
parathyroidism.” 

Both  physicians  will  join  the 
speakers  in  the  surgical  section 
for  a round  table  discussion  on 
Endocrine  Problems. 

Speakers  in  the  surgical  division 
of  the  program  will  be  Dr.  Richard 

C.  Lillehei,  associate  professor  of 
surgery.  University  of  Minnesota 
School  of  Medicine,  and  Dr.  James 

D.  Hardy,  professor  and  chairman 
of  the  Department  of  Surgery, 
University  of  Mississippi  Medical 
Center. 

Topics  to  be  presented  by  Dr. 
Lillehei  will  be  “Current  Concepts 
in  the  Treatment  of  Shock  Due  to 
Hemorrhage,  Infection  and  Myo- 
cardial Failure,”  “The  Present  Sta- 
tus and  Future  Promise  of  Kidney 
Transplantation,”  and  “The  Surgi- 
cal Management  of  Acquired  Heart 
Disease.” 

Dr.  Hardy  will  speak  on  “Tissue 
Transplantation  With  Emphasis  on 
the  Lung,”  “Problems  Associated 
with  Gastric  Surgery,”  and  “Com- 
plications of  Atherosclerosis: 
Notes  of  Current  Surgical  Man- 
agement.” 


than  the  abdomen  prepared  with  brand 
X." 


A man  in  the  field  of  medical 
office  management,  Clayton  L. 
Scroggins,  will  devote  a morning 
to  discussing  the  following  sub- 
jects: “A  Management  Consult- 
ant’s Objective  Counsel  to  the  Doc- 
tor’s Problems,”  “Increasing  Pro- 
ductivity,” “Personnel,  Selecting, 
Hiring  and  Training,”  and  “Asso- 
ciation Practice,  Solo  versus  Part- 
nership versus  Group  Practice.” 

Mr.  Scroggins  is  an  editorial 
consultant  for  Medical  Economics 
and  is  the  author  of  numerous  ar- 
ticles for  the  Journal  of  the  Amer- 
ican Medical  Association  and  the 
AMA  News. 

To  be  on  hand  to  discuss  medi- 
cal-legal matters  will  be  Philip  R. 
Overton,  legal  counsel  for  the  Tex- 
as Medical  Association. 

Mr.  Overton  will  speak  on  “Com- 
petence, Concern  and  Consultation 
— Your  Best  Preventive  Medicine.” 

Speakers  will  be  sponsored  by 
the  Methodist  Hospital  Lecture- 
ship, the  Lubbock  Surgical  Society, 
Chas.  Pfizer  & Co.,  Inc.,  Merck 
Sharp  & Dohme,  E.  R.  Squibb  and 
Sons,  and  the  Panhandle  District 
Medical  Society. 

A highlight  of  the  day’s  activi- 
ties will  be  the  appearance  at 
luncheon  of  Dr.  David  Wade,  Pres- 
ident of  the  Texas  Medical  Asso- 
ciation. C.  Lincoln  Williston,  Ex- 
ecutive Secretary  of  the  Texas 
Medical  Association  will  also  be  a 
guest  on  the  day  of  the  meeting. 

A full  day  has  been  planned  for 
the  wives  of  physicians  who  will 
attend  the  meeting.  Those  who  do 
not  wish  to  rest  or  chat  and  play 
bridge  in  the  Hospitality  Room  can 
tour  some  of  Lubbock’s  gardens 
and  visit  the  Japanese  Garden  at 
the  Lubbock  Art  and  Garden  Cen- 
ter. At  noon  “The  Myth  of  the 
Pampered  Housewife,”  a prize-win- 
ning satirical  musical  skit  based 
on  the  music  of  Lerner  and  Lowe, 
has  been  scheduled. 

Following  the  meeting  physicians 
and  their  wives  will  be  entertained 
at  a cocktail  hour  hosted  by  Mead- 
Johnson  and  Company.  Following 
a buffet  dinner  those  who  wish  can 
board  chartered  buses  for  the  Tex- 
as Tech-Texas  Christian  Univer- 
sity Southwest  Conference  Foot- 
ball Game. 

A post  convention  activity  will 
be  a golf  tournament  hosted  by 
Pfizer  Laboratories.  Pfizer  will 
furnish  balls,  trophies,  cocktails 
and  luncheon  for  the  players. 

Registration  for  the  day’s  activ- 
ities will  begin  at  8 a.m.  at  the 
KoKo  Palace.  Wives  of  physicians 
may  register  at  the  KoKo  Inn. 
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ADVANCES  IN  DRUG  RESEARCH 


A New  Respiratory  Stimulant 


In  1964  LUNSFORD  and  othersi 
reported  the  synthesis  and  phar- 
macology of  a new  series  of  central 
nervous  system  stimulants.  These 
compounds  are  4- (/3-substituted 
ethyl ) - 3,  3 - diphenyl  - 2 - pyrrolidin- 
ones.  These  investigators  conclud- 
ed that  one  member  of  the  series, 
3,  3-diphenyl-l-ethyl-4-  (2-moii)ho- 
linoethyl)  -2-pyrrolidinone  hydro- 
choloride  hydrate  had  the  most  in- 
teresting pressor,  respiratory  stim- 
ulating, and  central  nervous  sys- 
tem stimulating  properties  of  the 
series.  This  compound  is  now  phar- 
maceutically available  as  doxa- 
pram  hydi’ochloride  (Dopram,  A.  H. 
Robins  Co.,  Inc.). 

Lunsford  and  co-workers  (1) 
noted  that  nikethamide,  studied  for 
comparison,  required  intravenous 
doses  of  40-80  mg.  per  kg.  (anes- 
thetized dogs)  to  produce  a modest 
effect  on  respiration.  This  effect 
was  extremely  brief  in  nature.  In 
contrast,  it  was  possible  to  stimu- 
late respiration  for  several  hours 
following  a single  injection  of  dox- 
apram.  Among  the  members  of  the 
series,  the  4- (2-morpholino-ethyl) 
compounds  are  unique  amino  sub- 
stituted derivatives ; substitution 
with  other  heterocyclic  amines 
(e.g.,  pyrrolidine,  piperidine,  and 
hexamethyleneimine)  led  to  a di- 
minution in  activity. 

Studies  in  anesthetized  and  un- 
anesthetized human  subjects  have 
confirmed  the  animal  pharmacol- 
ogy. Sanchez-Salazar  and  others^ 
have  demonstrated  the  bx’ief  respi- 
ratory stimulant  and  arousal  ef- 
fects of  doxapx’am  in  seven  sub- 
jects under  thiopental  anesthesia; 
they  conclude  that  at  the  doses 
studied  (0.5  or  1.0  mg. /kg.)  it  ap- 
pears to  be  a transient  potent  res- 
piratory stimulant. 

More  recently  Siker^  reported 
that  the  administration  of  doxa- 
pram  caused  the  resumption  of 
spontaneous  respiration  or  signifi- 
cantly increased  tidal  volume  in  11 
of  15  patients  who  had  received 
muscle  relaxants  in  the  course  of 
anesthesia. 

Noe  and  co-workers < studied  the 
effects  of  doxapram  in  20  subjects 
anesthetized  with  sodium  pento- 
barbital and  thiamylal  sodium,  ni- 
trous oxide-oxygen,  or  halotbane- 
nitrous  oxide-oxygen  anesthesia. 
These  I’esearchers  note  that  respi- 


ratory stimulation  with  more  or 
less  arousal  was  observed  in  all 
three  groups,  with  only  one  sub- 
ject showing  a negligible  response; 
brief  electrocardiographic  changes 
were  observed  in  five  of  the  20 
subjects  and  most  cases  showed  a 
moderate  hypertensive  effect. 

Stephen  and  Talton®  found  dox- 
apram to  possess  nonspecific  cen- 
tral nervous  system  stimulating 
properties  in  postanesthetic  surgi- 
cal patients.  These  workers  report 
that  single  intravenous  doses  of 
1.5  mg.  per  kg.  or  a sustained  ad- 
ministration of  300  mg.  over  a pe- 
riod of  30  minutes,  were  therapeu- 
tically active  and  safe.  Compari- 
sons of  pH,  PCO2  and  PO2  in  con- 
trol patients  and  in  those  receiving 
a continuous  infusion  of  doxapram 
showed  that  the  analeptic  provided 
patients  with  more  adequate  venti- 
lation postoperatively. 

Doxapram  indications  are  to 
stimulate  respiration  in  patients 
with  postanesthetic  respiratory  de- 
pression or  apnea  other  than  that 
due  to  muscle  relaxant  drags;  to 
pharmacologically  stimulate  deep 
breathing  in  the  so-called  “stir  up” 
regimen  in  the  postoperative  pa- 
tient, to  hasten  arousal  and  return 
of  protective  pharyorgeal  and  lar- 
yngeal reflexes;  to  aid  in  the  dif- 
ferential diagnosis  of  postanesthe- 
tic respiratory  depression. 


Ethacrynic  Acid 

Sprague  and  others^  of  the 
Merck,  Sharpe  and  Dohme  Re- 
search Laboratories  studied  a se- 
ries of  unsaturated  acylphenoxy- 
acetic  acids,  and  of  these  com- 
pounds ethacrynic  acid  has  been 
most  extensively  evaluated.  The  ef- 
fective daily  clinical  dose  is  com- 
parable to  hydrochlorothiazide 
when  administered  orally.  Etha- 
crynic acid  has  already  proved 
lifesaving  in  a number  of  patients 
that  had  become  resistant  to  both 
mercurial  and  thiazide  drugs. 

According  to  the  Sprague  group, 
the  general  structure  of  a,  /?- un- 
saturated ketone  derivatives  of 
aryloxyacetic  acids  (Fig.  1)  evolved 
from  a search  for  biologically  active 
compounds  which  would  react  se- 
lectively with  functionally  impor- 
tant sulfhydryl  groups  just  as  the 


organomercurials  do.  From  the 
structure- activity  viewpoint,  it  is 
noteworthy  that  the  ethacrynic  acid 

O 

II 

-C=C-C-Ar-0-CH,-C00H 

Fig.  1.  Ar=phenyl,  substituted  phenyl  or 
naphthyl. 

structure  possesses  the  phenoxy- 
acetic  acid  moiety  which  has  been 
found  to  be  a good  carrying  group 
in  organic  mercurials;  the  a,  /3-un- 
saturated  acyl  group  has  a selective 
reactivity  for  sulfhydryl  groups 
that  resembles  the  mercurials;  the 
enhancing  effect  of  the  chlorine 
ortho  to  the  electron -withdrawing 
acyl  substituent  is  reminiscent  of 
the  enhancing  activity  of  halogen 
ortho  to  the  sulfamoyl  group  in 
the  thiazide  structure.’^ 

For  maximum  diuretic  activity, 
one  position  in  the  aromatic  nu- 
cleus ortho  to  the  unsaturated  ke- 
tone function  must  be  substituted. 
Halogen  and  methyl  groups  were 
reported  to  be  outstandingly  ef- 
fective.® 

These  compounds  are  reported 
to  be  highly  active  in  the  dog 
when  administered  orally,  intra- 
venously or  intramuscularly.  They 
are  inactive  in  the  rat  by  all  routes 
of  administration.  In  a preliminary 
clinical  study,  ethacrynic  acid  was 
found  to  be  effective  by  the  oral 
and  intravenous  route.® 

Komorn  and  Cafruny^  have  re- 
ported data  which  support  the 
premise  that  the  mechanism  of  ac- 
tion of  ethacrynic  acid  may  be 
similar  to  that  of  mercurials. 
These  investigators  note  that  these 
drugs  may  differ  with  respect  to 
site  of  action ; ethacrynic  acid  af- 
fects the  protein-bound  sulfhydryl 
groups  of  distal  tubular  cells, 
whereas  mercurials  do  not. 

More  recently,  Gussin  and  Caf- 
runyio  studied  the  effects  of  etha- 
crynic acid  on  renal  uptake  of 
mercury  (as  chlonnerodrin)  ; their 
data  indicate  that  ethacrynic  acid 
inhibits  active  transport  of  chlor- 
merodrin  into  renal  cortical  slices 
(of  rat  and  dog)  and  also  reacts 
chemically  with  the  same  tissue 
constituents  (presumably  protein- 
bound  sulfhydryl  groups)  with 
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which  the  mercurial  normally  re- 
acts. 

Ledingham  and  BaylissU  of  the 
Institute  of  Clinical  Research 
(Middlesex  Hospital  Medical  School 
and  Westminster  Medical  School, 
London)  reported  on  the  metabolic 
effects  and  site  of  action  of  etha- 
crynic  acid.  These  workers  note 
that  in  normal  subjects  the  maxi- 
mum effective  oral  dose  is  150  mg. 
Diuretic  and  natriuretic  effects 
reached  their  peak  about  two  hours 
after  an  oral  dose,  and  lasted  six 
to  eight  hours.  It  is  also  note- 
worthy that  this  new  diuretic  pro- 
vides greater  excretion  of  chloride 
than  of  sodium  ions  and  increases 
hydrogen  ion  and  potassium  loss; 
hence,  Ledingham  and  associates 
state  that  this  pattern  of  urinary 
electrolyte  excretion  is  unique  and 
may  induce  metabolic  alkalosis. 
These  researchers  also  conclude 
that  ethacrynic  acid  probably  in- 
hibits sodium  readsorption  in  the 
proximal  renal  tubules  and  in  the 
ascending  limb  of  Henle’s  loop. 

Beyer  and  others^^  have  compre- 
hensively documented  the  reno- 
tropic characteristics  of  ethacrynic 
acid,  and  they  state  that  the  com- 
pound possesses  excellent  oral  ab- 
sorbability and  a rapid  onset  of 
action.  Ethacrynic  acid  produces 
gastric  irritation  at  high  doses, 
and  its  toxicity  is  reported  to  be 
related  to  its  effects  on  electrolyte 

excretion.  12 

In  patients  with  edema  associ- 
ated with  congestive  heart  failure, 
cirrhosis,  and  the  nephrotic  syn- 
drome, diuresis  with  major  salu- 
retic effects  has  followed  single 
daily  doses  of  50  mg.  to  a total  of 
400  mg.  when  these  patients  had 
become  refractory  to  thiazide  and 
mercurial  agents.  The  action  of 
ethacrynic  acid  has  also  been  com- 
pared with  that  of  hydroehlorthia- 
zide;  in  normal  patients  the  diure- 
sis induced  by  ethacrynic  acid  is 
more  intense  but  less  pronounced. 
The  new  diuretic  produced  in  edem- 
atous patients  a greater  diuresis 
than  hydrochlorthiazide,  each  at  a 
dose  of  150  mg.  daily,  but  the  po- 
tassium loss  was  reported  to  be 
correspondingly  greater.*  For  more 
details  the  reader  should  consult 
the  original  literature,  and  for  a 
review  of  the  field  of  diuretics, 
reference  can  be  made  to  the  work 
of  deStevens.* 

— Jaime  N.  Delgado,  Ph.D. 

Frank  P.  Cosgrove,  Ph.D. 

Eugene  I.  Isaacson,  Ph.D. 

University  of  Texas 

College  of  Pharmacy. 
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Kahn,  J.  H.:  Human  Growth  and 
the  Development  of  Personal- 
ity, 1st  ed.,  220  pp..  New  York, 
Pergamon  Press  Inc.,  1965. 
$3.25. 

Kahn,  J.  H. : Human  Growth  and 
the  Development  of  Personal- 
ity, 1st  ed..  New  York,  Perga- 
mon Press,  1965. 

Lanzl,  L.  H.,  et  al.:  Radiation  Acci- 
dents and  Emergencies  in  Medi- 
cine, Research,  and  Industry, 
Springfield,  Charles  C Thomas, 
1965. 

Lewis,  C.  S. : The  Problem  of  Pain, 
New  York,  Macmillan  Co.,  1965. 

Shapiro,  J.  H.,  et  al. : Calcifica- 
tions of  the  Heart,  Springfield, 
Charles  C Thomas,  1963. 

Trainer,  J.  B.:  Physiologic  Foun- 
dations for  Marriage  Counsel- 
ing, St.  Louis,  C.  V.  Mosby, 
1965. 

Wells,  F.  V.,  and  Lubowe,  1. 1.:  Cos- 
metics and  the  Skin,  New  York, 
Reinhold  Publishing  Corp.,  1964. 

NEW  JOURNALS 

International  Anesthesiology  Clin- 
ics, Feb.,  1965,  vol.  3,  no.  2, 
Ventilation,  edited  by  John  B. 
Stetson,  Little,  Brown  and  Co., 
Boston,  1965. 


Book  Notes 

Books  reviewed  in  this  column  are 
available  from  the  TMA  Library. 

The  Fading  Family  Physician. 
Judge  M.  Lyle,  M.D.  95  pp. 
Fort  Worth,  Henry  L.  Geddie 
Co.,  1965. 

Dr.  judge  M.  LYLE  is  a Fort 
Worth  general  practitioner  who 
was  born  and  reared  in  the  Missis- 
sippi farming  country.  This  book 
contains  a wealth  of  human  inter- 
est stories  and  anecdotes  involving 
Dr.  Lyle’s  experiences.  Some  of 
these  experiences  are  recounted 
briefly  in  this  book.  It  has  put  be- 
fore the  reader  many  practical  and 
useful  suggestions  for  doing  many 
of  the  essential  things  in  life.  The 
book  not  only  is  enjoyable  reading, 
but  contains  a world  of  advice  for 
all  persons,  young  and  old. 
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Recent 

Deaths 

DR.  R.  L JUSTICE,  JR. 

Dr.  Robert  Lee  Justice,  Jr.,  died 
Feb.  25  of  injuries  suffered  in  an 
automobile  accident  Feb.  10  at  Fort 
Smith,  Ark.  The  Stephenville  phy- 
sician was  41. 

He  was  born  in  Lonoke,  Ark., 
Oct.  4,  1923,  the  son  of  Robert  Lee 
and  Irene  Justice.  He  attended 
Arkansas  State  Teachers  College 
in  Conway,  Ark.,  and  received  his 

M. D.  degree  from  the  University 
of  Arkansas  School  of  Medicine. 
Little  Rock,  in  1946.  He  interned 
at  St.  Mary’s  Group  of  Hospitals 
of  St.  Louis  University  in  St.  Louis 
and  served  a surgical  residency  at 
the  V.  A.  Hospital  in  Albuquerque, 

N.  Mex. 

From  1947-1949,  he  seiwed  in  the 
U.  S.  Navy  medical  corps  and  saw 
duty  in  San  Diego,  Calif.,  and  Ko- 
diak, Alaska. 

He  was  married  to  June  Sauer 
in  San  Diego  in  1948. 

Before  beginning  practice  in 
Stephenville  in  1963,  he  had  prac- 
ticed in  Buffalo,  Tex.,  and  Cros- 
sett.  Ark. 


DR.  JUSTICE 


He  was  a member  of  the  Texas 
and  American  Medical  Associa- 
tions through  the  Erath-Hood- 
Somervell  Counties  Medical  Socie- 
ty. He  had  belonged  to  the  Ashley 
County,  Ark.,  Medical  Society  and 
the  Arkansas  Medical  Society.  He 
was  a member  of  Southern  Medi- 
cal Association  and  the  American 
Academy  of  General  Practice. 

He  had  received  the  Lions  Club 
Achievement  Award  when  he  lived 
in  Buffalo. 

He  was  a member  of  the  Episco- 
pal church. 

He  is  survived  by  his  wife;  a 
son,  Robert  Lee  Justice,  III;  two 
daughters,  Sally  Lynn  and  Laurie 
June  Justice,  all  of  Stephenville; 
his  parents;  a sister,  Mrs.  James 
Waddell,  all  of  Lonoke;  and  a sec- 
ond sister,  Mrs.  Carl  Williams, 
Fort  Smith. 


DR.  D.  C.  WUNDERMAN 

Dr.  Dan  C.  Wunderman  of  Beau- 
mont died  there  of  hypertensive 
heart  disease,  congestive  heart 
failure,  and  vascular  collapse  on 
April  29.  He  was  a psychiatrist. 

He  was  born  Feb.  15,  1918,  in 
Minneapolis,  Minn.,  the  son  of 
Charles  and  Bessie  Wunderman. 
He  graduated  from  San  Benito 
(Texas)  High  School  and  in  1939 
received  a bachelor’s  degree  from 
the  University  of  Texas. 

His  medical  training  was  done 
at  the  University  of  Texas  Medi- 
cal Branch  in  Galveston  where  he 
graduated  in  1942.  He  interned  at 


DR.  WUNDERMAN 


Minneapolis  General  Hospital  and 
served  a residency  in  psychiatry 
at  the  VA  Hospital  and  Washing- 
ton University  training  program 
in  psychiatry  in  St.  Louis. 

Dr.  Wunderman  had  practiced 
psychiati-y  in  veterans  hospitals  in 
St.  Louis  and  Lexington,  Ky.,  and 
at  the  St.  Louis  University  Child 
Guidance  Clinic  before  coming  to 
Beaumont  in  1963. 

He  was  a member  of  the  Ameri- 
can Psychiatric  Association,  the 
Jefferson  County  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association. 

He  is  survived  by  an  aunt,  Mrs. 
Leon  Perl  of  Brownsville. 


DR.  B.  L JORDAN 

Dr.  Byron  Lee  Jordan  of  Troup, 
89,  died  May  12  in  a hospital  there. 
He  was  a former  president  of  the 
Liberty-Chambers  County  Medical 
Society. 

A native  of  Spurger,  he  had 
practiced  in  southeast  Texas  for 
60  years,  retiring  three  years  ago. 
From  1926  until  1962  he  had  prac- 
ticed in  Daisetta.  He  was  elected 
to  inactive  membership  in  TMA  in 
1957. 

He  was  bom  Feb.  14,  1876.  Dr. 
Jordan  was  a Baptist  and  a Mason. 

He  is  survived  by  his  wife,  Mrs. 
Mittie  Teel  Jordan  of  Troup;  three 
sons,  Carl  Jordan  of  Troup,  French 
Jordan  of  Gretna,  La.,  and  Billy 
Jordan  of  Austin;  a brother,  Coke 
Jordan  of  Spurger;  and  several 
grandchildren  and  great  grand- 
children. 
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COMING  MEETINGS 


American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1965.  Annual  Meeting,  Chicago,  June  26- 
30,  1966.  Dr.  F.  J.  L.  Blasingame,  636 
Dearborn,  Chicago  10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966  ; Austin,  Pub- 
lic Relations  Conference,  Sept.  24-26, 
1966  ; Austin,  Conference  for  County  Med- 
ical Society  Officials,  Jan.  22-23,  1966. 
C.  Lincoln  Williston,  1801  N.  Lamar, 
Austin,  Exec.  Sec. 

SEPTEMBER 

American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va.,  Sept.  9- 

11,  1965.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

Texas  Heart  Association,  Austin,  Sept.  17- 
19,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  5,  Exec.  Sec. 

Texas  Pediatric  Society,  San  Antonio,  Sept. 
23-25.  1966.  Dr.  C.  E.  Gilmore,  811  Bon- 
ham, Paris,  Sec. 

Blackford  Memorial  Lectures,  Lake  Tex- 
oma.  Sept.  11-12,  1966.  Dr.  Fred  W.  Shel- 
ton, 600  N.  Highland  Ave.,  Sherman, 
Chm. 

Southwest  Regional  Cancer  Conference, 

Fort  Worth.  Sept.  25-26,  1965.  Tony  W. 
Halbert,  905  5th  Ave.,  Fort  Worth,  Sec. 

OCTOBER 

American  Academy  of  General  Practice, 

Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 

12,  Exec.  Sec. 

American  Academy  of  Pediatrics,  Chicago, 
Oct.  23-28,  1965.  Dr.  E.  H.  Christopher- 
son,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Cancer  Society,  Inc.,  New  York, 
Oct.  26-29,  1965.  Mr.  G.  Whittlesey,  219 
E.  42nd  St.,  New  York,  Sec. 

American  College  of  Gastroenterology,  Bal 
Harbour,  Fla.,  Oct.  24-27,  1966.  Mr.  D. 
Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition,  New  York 
City,  Oct.  10,  1965.  Dr.  Robert  A.  Peter- 
man, 3 Craig  Court,  Totowa  Borough, 
N.  J..  Sec. 

American  College  of  Physicians,  Miami 
Beach,  Fla.,  Oct.  7-9,  1965.  Dr.  E.  C. 
Rosenow,  Jr.,  4200  Pine,  Philadelphia  4, 
Exec.  Dir. 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22,  1965.  Dr.  Samuel  P.  Har- 
bison,  230  Lothrop  St.,  Pittsburgh,  Sec. 


American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A.  Betts, 
44  E.  23rd,  New  York  10,  Exec.  Dir. 

American  Public  Health  Association,  Inc., 

Chicago,  Oct.  18-22,  1966.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  Den- 
ver, Oct,  23-27,  1965.  Mr.  J.  W.  Andes, 
616  Busse  Highway,  Park  Ridge,  Dl., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 

Chicago,  Oct.  16-23.  1966.  Miss  Eleanor 
F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11.  Mgr. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Columbus,  Ohio,  Oct.  7-9, 
1965.  Mr.  H.  E.  Northam,  186  N.  Wa- 
bash, Chicago  1,  Exec.  Dir. 

Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-6,  1966,  Dr.  Mark  A. 
Griffin,  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1966.  Mr.  D.  C.  Jackson,  1905 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Association  for  Mental  Health,  Fort 
Worth,  Oct.  21-22,  1965.  R.  W.  Shafer, 
Jr.,  4004  N.  Lamar  Blv.,  Austin,  Exec. 
Dir. 

Texas  Dermatological  Society,  Houston,  Oct. 
31,  1965.  Dr.  A.  C.  Ressmann,  714  Medi- 
cal Arts  Bldg.,  San  Antonio,  Sec. 

Texas  Surgical  Society,  Galveston,  Oct.  3-5, 
1965  Dr.  W.  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Third  District  Society,  Lubbock,  Oct.  9. 
1965.  Dr.  Louis  Devanney,  2209  W.  7th. 
Amarillo,  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  25-27,  1966.  Miss  Alma 
F.  O’Donnell,  603  Medical  Arts  Bldg., 
Oklahoma  City  2,  Exec.  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
766  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc., 

Chicago,  Dec.  4-9,  1965.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Nov.  14-19,  1965. 
Dr.  W.  L.  Benedict,  15  2nd  St..  S.W., 
Rochester.  Minn.,  Sec. 


American  Association  of  Plastic  Surgeons, 

Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y, , Sec. 

American  Association  for  Thoracic  Surgery, 

Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Mr. 

M.  Kornfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker.  Chicago  6,  Exec. 
Dir. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  Dr.  Glenn  Gullickson,  30 

N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 

19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec, 

American  Gastroenterological  Association, 

Chicago,  May  26-28,  1966.  Dr.  David 

Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society,  Hot 
Springs,  Va.,  June  2-4,  1966.  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 

20,  N.  Y.,  Sec. 

American  Hospital  Association,  Dr.  Edwin 
L.  Crosby,  840  North  Lake  Shore  Dr., 
Chicago  11,  Sec. 

American  Neurological  Association,  Wash- 
ington, D C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th.  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland. 
Ohio.  June  20-23.  1966.  Dr.  James  A. 
Ferguson,  320  W.  Lafayette,  Detroit 
48226, 

American  Medical  Women’s  Association, 

Chicago.  Nov.  10-14,  1965.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

American  Surgical  Association,  Boca  Raton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 

American  Thoracic  Society,  San  Francisco, 
May  23-25.  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 
Gastrointestinal  Research  Forum,  Chicago, 
Nov.  5,  1965.  Dr.  George  A.  HalJenbeck, 
Mayo  Clinic,  Rochester,  Minn.,  Sec. 
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Gastrointestinal  Research  Group.  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston. 
May  1-5,  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico. 
Hermosillo.  Sonora,  Mexico.  Nov.  18-20. 

1965.  Dr.  James  Nauman,  1603  N.  Tucson 
Blvd.,  Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago, Nov.  28-Dec.  3,  1965.  Mr.  M.  D. 
Frazer,  1744  S.  58th  St.,  Lincoln,  Neb., 
Sec. 

South  Central  Association  of  Blood  Banks, 
San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge,  La.,  Sec. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts.  2601 
Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  December,  1965.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

South  Texas  District,  American  College  of 
Surgeons,  Dr.  August  Herff,  Jr.,  1526  Nix 
Professional  Bldg.,  San  Antonio,  Sec. 

Southwest  Allergy  Forum,  El  Paso,  April, 

1966.  Dr.  W.  P.  Coleman,  1828  Calhoun 
St.,  New  Orleans,  La.,  Sec. 

Southwestern  Medical  Association,  El  Paso, 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St.,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas.  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966.  Dr.  Jorge  Jimenez- 

Gandjca.  501  U.  S.  Court  House,  El 
Paso,  Sec. 


State 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton, Dec.  4.  1965.  Dr.  V/arren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966.  Dr.  C.  F.  Miller.  Box  1338, 
Waco,  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue. Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fran- 
cine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  15,  1966.  Dr.  G.  K. 
Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 


Texas  Diabetes  Association,  Austin,  April 

17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum,  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 
Mr.  C.  W.  Reimann,  5014  Bull  Creek 
Rd.,  Austin  3,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas,  May  14- 

18,  1966.  O.  Ray  Hurst.  6225  U,  S.  High- 
way 290  E.,  Austin,  Exec.  Dir. 

Texas  Industrial  Medical  Association,  Aus- 
tin, April  14,  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont.  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin. April  14-17,  1966.  Dr.  Jake  Peden, 
4645  Samuel  Blvd.,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr.  J.  L.  Mims,  Jr., 
730  N.  Main.  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton. Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Corpus 

Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr.,  P.  0.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Houston, 
Dec.  3,  1965.  Dr,  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St,,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, San  Antonio,  Dec.  3-4,  1965. 
Dr.  Jack  B.  Lee,  409  Camden  St.,  San 
Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  San 
Antonio,  Jan.  30,  1966.  Dr.  Jack  L. 
Smith,  3155  Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk.  Rio  Grande  Bldg.,  Dallas,  Sec. 


Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson.  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 

Fort  Worth,  Dec.  4-8,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin,  April  14,  1966,  Dr. 
D.  H.  Smith,  1501-A  N.  De  Leon,  Vic- 
toria. 

Texas  Traumatic  Surgical  Society,  Austin. 
April  14,  1966.  Dr.  J.  C.  Long,  805  W. 
8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

Texas  Urological  Society,  Shreveport,  La., 
January,  1966.  Dr.  Grant  Begley,  1416 
Pennsylvania.  Fort  Worth,  Sec. 


District 

First  District  Society,  El  Paso,  Feb.  5,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  502 
W.  13th,  Austin,  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 
1966.  Dr.  Bobby  Jones,  218  Main  Street, 
Houston,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  Walker  Lea. 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring.  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon.  Fort  Worth,  Sec. 


Clinics 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman.  Jr..  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio,  Jan.  24-26, 
1966.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine.  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston,  July  18-20,  1966,  Mrs. 
W.  H.  Dahrae,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25.  Exec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas,  Dec. 
10-11.  1965.  Harry  H.  Miller.  Gulf  Coast 
Hospital,  Baytown,  Sec. 
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Physicians  Can  Offer  Gnidance  in 
Mosqnito  Eradication  Program 

E RADICATION  of  the  Aedes  aegypti  mosquito  is  a 
vital  public  health  program  in  which  the  practicing 
physician  can  be  of  special  help.  First,  he  should  be 
informed  about  mosquito  control.  He  should  know 
that,  although  there  is  no  wild  yellow  fever  virus  in 
the  United  States  today,  animals  such  as  various 
forms  of  wildlife  in  Central  and  South  America  are 
reservoirs  for  this  virus.  The  physician  should  be 
aware  of  the  potential  danger  of  those  reservoirs. 

All  persons  concerned  with  the  program  must 
fully  understand  the  impact  of  the  term  eradication. 
Webster  defines  it  as  “to  pull  up  by  the  roots  ...  to 
do  away  with  . . . destroy  completely  . . This  sim- 
ply means  a fight  to  the  finish  to  eliminate  the 
Aedes  aegypti  mosquito,  and  to  help  stamp  out  the 
threat  of  yellow  fever  and  dengue  from  this  hemi- 
sphere. Doctors  from  this  country  showed  the  world 
how  to  eliminate  yellow  fever.  With  their  help,  the 
vector  can  be  eliminated  also. 

We  hope  that  the  informed  physician  will  be  an 
emissary  for  the  program  and  promote  it  positively 
to  his  patients.  The  family  physician  can  stimulate 
the  private  citizen  in  the  participation  that  is  so 
essential  to  the  success  of  this  program.  The  pa- 
tient, or  citizen,  can  easily  learn  whether  he  has 
mosquito-breeding  sources  on  his  premises  and  can 
take  action  to  eliminate  them. 

The  informed  physician  can  advise  his  patients 
or  friends  of  the  honesty  of  the  program  and  that 
persons  charged  with  eradication  want  to  benefit 
the  community.  He  can  tell  them  that  when  insecti- 
cide is  necessary,  great  care  will  be  used  in  spraying 
to  avoid  any  possible  harm  to  humans,  household 
pets,  birds,  and  other  wildlife.  The  physician  can 
advise  that  the  spray  will  not  be  applied  to  vegetable 
gardens,  fruit-bearing  trees,  tender  vegetation,  or 
shrubbery  with  new  growth  that  might  be  damaged. 
He  can  advise  that  the  sprayers  have  been  in- 
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structed  to  watch  for  drift  of  insecticides 
that  might  spot  a newly  washed  car  or  fall 
into  a fish  pond. 

It  is  necessary  for  everyone  to  realize  that 
he  should  give  permission  for  the  inspection 
of  premises.  The  physician  can  help  by  ex- 
plaining to  patients  and  friends  the  impor- 
tance of  reaching  every  possible  breeding 
place.  He  can  stress  that  failure  to  inspect 
one  lot  could  lead  to  missing  a mother-focus 
of  mosquito  breeding  which  could  infest  an 
entire  block. 

While  Central  and  South  America  may 
seem  far  away,  we  need  to  remember  that 
these  countries  are  only  hours  away  by  air 
transportation.  Except  for  the  vigilance  of 
quarantine  in  the  careful  spraying  of  ships 
and  airplanes,  infected  mosquitoes  could  have 
been  brought  into  the  country.  Careful  ex- 
amination of  incoming  travelers  has  elimi- 
nated so  far  the  exposure  of  mosquitoes  here 
to  patients  with  yellow  fever  virus  in  their 
bloodstreams.  One  infected  mosquito,  or  one 
infected  person  missed  at  a quarantine  point, 
could  start  serious  trouble.  Physicians  must 
be  alert  constantly  for  dengue  or  yellow  fever 
and  must  be  familiar  \vith  symptoms  of 
those  diseases. 

When  discussions  were  under  way  on  the 
Texas  Aedes  aegypti  program,  we  were  con- 
stantly reminded  that  our  neighbors  in  Mex- 
ico had  eradicated  the  mosquito  from  their 
country.  We  were  reminded  also  that  Texas 
was  the  only  state  with  an  Aedes  aegypti 
positive  area  that  bounded  Mexico,  and  ru- 
mors persisted  that  we  were  reinfesting  Mex- 
ico with  our  Aedes  aegypti  mosquito.  Thus, 
we  started  our  eradication  program  in  coun- 
ties located  along  the  Mexican  border  and  in 
San  Antonio,  the  largest  Texas  municipality 
near  Mexico.  To  assist  with  this  program, 
we  solicited  aid  from  the  local  newspapers, 
radio  and  television  stations,  and  have  ac- 
cepted all  invitations  to  outline  the  program 
before  local  civic  groups.  When  local  leaders 
— in  many  cases,  physicians — are  cooperat- 
ing, the  services  of  the  media  are  much  easier 
to  obtain. 

It  is  evident  that  we  will  always  need  to 
use  insecticides.  It  is  important  for  the  pri- 
vate physician  to  familiarize  himself  with 
the  toxicity  of  the  pesticides  used  in  this 
program.  In  Texas  at  the  present  time  the 
insecticide  used  is  1.25  percent  DDT.  The 
physician  should  be  able  to  assure  his  friends 
or  patients  that  DDT  at  1.25  percent  is  con- 


sidered relatively  harmless  and  will  be  safe 
for  the  sprayers  to  use.  DDT  of  this  strength 
(1.25  percent)  is  an  effective  larvicide  for 
use  in  containers  where  premise  mosquitoes 
are  likely  to  breed.  The  Communicable  Dis- 
ease Center  in  Atlanta,  in  1956,  said  that 
“There  is  no  well-described  case  of  fatal  un- 
complicated DDT  poisoning  in  the  human 
being.”  The  lethal  dose  of  an  insecticide  that 
is  required  to  kill  50  percent  of  a group  of 
test  animals  is  often  expressed  in  milligrams 
of  insecticide  to  kilograms  of  animal  weight. 
Using  rats  as  test  animals,  it  has  been  deter- 
mined that  118  mg.  of  DDT  per  kilogram  of 
animal  weight  are  necessary  to  kill  50  per- 
cent of  the  test  animals  when  taken  orally. 
The  chances  for  fatal  poisoning  using  1.25 
percent  DDT  would  be  almost  nil. 

The  matter  of  pesticide  residuals  is  always 
of  concern  in  any  widespread  spraying  op- 
eration. The  Texas  State  Department  of 
Health  constantly  monitors  pesticide  resi- 
duals in  shellfish-producing  waters  of  Texas 
bays  and  estuaries.  As  to  the  fears  that  ex- 
isted following  the  heavy  use  of  pesticides 
in  the  Houston  encephalitis  outbreak  in  1964, 
the  January  1965  Quarterly  Report  of  the 
Shellfish  Sanitation  Branch  of  the  Public 
Health  Service  reported:  “Samples  taken  in 
Galveston  Bay,  Texas,  since  the  last  issue 
of  the  Shellfish  Newsletter  have  indicated 
that  the  heavy  spraying  in  the  Houston  area 
in  combating  encephalitis  during  the  early 
Fall  caused  no  increase  in  pesticide  levels  in 
the  oyster -producing  waters  of  Galveston 
Bay.” 

While  we  have  many  problems,  we  are 
generally  pleased  with  our  eradication  pro- 
gram. We  are  inspecting  along  the  Inter- 
national Border,  and  our  spray  crews  are 
busy  in  Laredo  and  Eagle  Pass.  Environ- 
mental sanitation,  or  source  reduction,  op- 
erations are  under  way  in  San  Antonio. 

The  magnitude  of  eradication  is  almost  un- 
believable, so  we  need  the  cooperation  of 
each  physician,  and  we  hope  he  will  use  his 
good  name  to  instill  confidence  in  the  Aedes 
aegypti  eradication  program.  We  know  that 
acceptance  and  cooperation  by  the  physician 
will  assure  acceptance  and  cooperation  by 
the  public,  and  make  the  difficult  job  of 
eradication  possible. 

— J.  B.  Copeland,  M.D.,  Austin, 
Deputy  Commissioner  of  Health, 
State  Department  of  Health. 
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Be  More  Than  a Reader; 

Write  for  Your  Colleagues 

Texas  PHYSICANS  no  doubt  often  think 
that  their  particular  knowledge  of  a subject 
or  their  unusual  ideas  on  a subject  should  be 
published  for  others  to  read.  The  appropri- 
ate time  to  submit  those  ideas  is  when  one’s 
mind  is  fresh  and  keen  on  the  subject.  The 
editors  of  Texas  Medicine  depend  upon  those 
in  the  know — the  doctors  of  Texas — to  keep 
their  colleagues  informed  on  their  special, 
perhaps  unique,  knowledge  of  clinical  and 
socioeconomic  matters — indeed,  on  any  sub- 
ject worth  passing  on  in  print.  Even  if  you 
are  not  sure  that  your  thoughts  are  of  real 
interest  to  the  majority  of  readers,  we  invite 
you  to  submit  them  for  review  by  our  con- 
sultants. A publication  which  is  to  continue 
to  merit  the  support  of  its  readers  must  be 
fed  constantly  with  thoughtful,  fresh  ma- 
terial. And  in  the  case  of  our  journal,  we 
consider  our  readers  the  most  important 
contributors. 

Autumn  is  a time  for  doing  things,  a time 
when  organizations  seem  to  be  their  busiest 
and  most  enthusiastic  while  they  plan  for 
the  year  ahead.  The  crisp  fresh  air  and  the 
reviving  of  activities  following  the  summer 
lull  provide  an  inspiring  atmosphere.  Put 
your  best  ideas  on  paper  and  offer  them  to 
the  Texas  medical  community  before  the 
spirit  of  the  season  escapes. 


The  Full  Stooiach 
And  General  Anesthesia 

The  medical  profession  has  launched 

some  worthwhile  public  educational  efforts 
on  polio,  tetanus,  other  prophylaxis,  and  seat 
belts  in  the  prevention  of  injury  and  death 
from  automobile  accidents.  Along  with  these 
public  campaigns,  we  need  to  remind  our- 
selves at  times  of  certain  truths  which  we 
all  accept  but  tend  to  forget  under  the  pres- 
sures constantly  exerted  on  the  busy  prac- 
titioner. 

One  of  these  platitudes  which  calls  for 
constant  reminder  is  the  danger  of  solid  food 


in  the  stomach  when  a patient  is  to  be  given 
a general  anesthetic.  Remembered,  of  course, 
are  Guedel’s  vivid  warnings  about  the  ever- 
present threat  of  aspiration  which  may  re^- 
sult  in  asphyxia,  pneumonia,  or  lung  abscess, 
but  it  is  often  easy  to  yield  to  demands  of 
the  patient  or  his  family,  or  to  those  of  our 
own  convenience,  when  it  would  be  much 
simpler  to  proceed  immediately  with  a sur- 
gical procedure  at  night  rather  than  to  in- 
terfere with  a tight  personal  schedule  or  a 
crowded  operating  room  the  following  morn- 
ing. Commonly,  in  my  experience,  well- 
meaning  parents  have  demanded  general 
anesthesia  for  suture  of  a laceration  im- 
mediately after  a child  has  eaten  supper. 
The  best  advice  is  to  give  no  general  anes- 
thetic when  the  patient  has  eaten  solid  food 
the  same  day,  unless  there  is  an  actual  threat 
to  the  patient’s  life.  Then  the  two  risks  have 
to  be  weighed  against  each  other  to  make 
the  decision. 

If  local,  regional,  or  spinal  anesthesia  is 
satisfactory  it  should  be  used,  but  what  if 
general  anesthesia  is  actually  necessary  to 
correct  a threat  to  the  patient’s  life?  Cer- 
tain precautionary  measures  are  imperative 
to  reduce  the  risk  of  aspiration  either  dur- 
ing or  after  surgery.  One  should  bear  in 
mind  that  these  precautions  should  be  taken 
whenever  the  stomach  might  be  dangerously 
full  for  other  reasons  than  recent  food  in- 
gestion ; these  include  the  patient  who  is 
vomiting  from  intestinal  obstruction,  or  who 
has  ileus  for  any  reason.  Emptying  the 
stomach  before  surgery  by  nasogastric  suc- 
tion may  be  helpful  although  of  course  solid 
chunks  of  food  cannot  be  removed.  Certain- 
ly one  would  prefer  to  have  an  endotracheal 
tube  in  place  in  case  regurgitation  occurs  be- 
fore adequate  cough  reflex  has  been  reestab- 
lished. Precautions  should  extend  to  the  pa- 
tient’s room  after  surgery,  since  emergency 
surgery  commonly  must  be  done  at  night 
when  the  recovery  room  is  closed,  and  in- 
experienced personnel  may  be  sitting  with 
the  patient  as  he  wakes  up  from  the  anes- 
thetic. A few  instructions  to  the  attendant 
from  the  surgeon  as  he  visits  the  patient  in 
the  room  before  changing  to  street  clothes 
may  prevent  a catastrophe.  This  would  in- 
clude placing  the  patient  on  his  side  in 
Trendelenburg  position,  to  drain  regurgi- 
tated material  out  of  the  mouth  rather  than 
allow  it  to  run  back  into  the  unprotected 
trachea.  Good  practice  would  further  entail 
making  sure  that  the  attendant  understands 
the  maintenance  of  a free  airway,  and  has 
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the  equipment  for  suction  and  knowledge  of 
how  to  use  it. 

Simple  and  obvious,  yes,  but  by  standing 
our  ground  and  refusing  to  employ  general 
anesthesia  in  the  nonfasting  patient  except 
where  absolutely  necessary,  much  morbidity 
and  even  occasional  mortality  may  be  pre- 
vented. 

— R.  H.  Baskin,  M.D.,  Waco. 
COMMENTS 

All  women  in  active  labor  (as  well  as  all  other 
patients  in  pain)  should  be  considered  to  have  food 
in  their  stomachs,  especially  if  they  have  eaten 
within  two  hours  of  the  onset  of  their  pains.  Pa- 
tients may  vomit  and  then  aspirate  vomitus  into 
their  trachea  under  general  or  spinal  anesthesia. 
Women  in  labor  cannot  have  their  delivery  post- 
poned until  they  have  digested  their  food  nor  is  it 
satisfactory  to  routinely  add  to  their  discomfort 
by  imposing  gastric  lavage  or  by  producing  emesis 
with  apomorphine.  The  problems  incident  to  the 
anesthetic  management  of  the  patient  with  a full 
stomach  in  the  delivery  room  or  the  operating  room 
should  be  handled  without  complications  by  any 
qualified  anesthetist.  His  choice  of  whether  to  use 
general  or  regional  anesthesia  should  be  determined 
as  much  by  the  other  requirements  for  the  surgical 
procedure  as  by  the  dangers  from  regurgitation. 

All  surgeons  and  anesthetists  should  agree  that 
whenever  a patient  who  has  been  scheduled  for  an 
elective  surgical  procedure  arrives  in  the  operating 
room  with  food  in  his  stomach  his  surgery  should 
be  canceled  for  that  day.  There  are  so  many  in- 
stances, however,  in  which  the  case  is  truly  urgent 
or  in  which  the  intake  of  food  has  gone  unnoted 
that  the  anesthetist  must  be  prepared  to  manage 
safely  the  problem  of  vomiting  in  every  patient. 

— Charles  R.  Allen,  Galveston. 
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Houston  Psychiatrists  Offer  Model 
For  Allied  Disciplines  Committee 

An  apparently  unique  committee,  the 
Committee  for  Liaison  with  Allied  Disci- 
plines of  the  Houston  Psychiatric  Society, 
has  just  begun  its  seventh  year  of  continuous 
operation.  Hopefully,  the  concepts  of  this 
committee  may  seiwe  as  a model  for  other 
local,  state,  and  national  groups  to  further 
the  tenets  set  out  by  the  American  Psychi- 
atric Association  in  a position  statement  in 
February,  1964.  The  final  paragraph  notes: 

Thus,  the  overwhelming  public  interest  leaves 
no  place  for  petty  squabbles  in  building  more 
effective  interprofessional  relations  between  the 
two  major  professions  dedicated  to  the  better 
understanding  of  human  motivation  and  behav- 
ior. What  is  called  for  is  a sustained,  thoughtful 
seeking  of  answers  to  the  fundamental  questions 
posed  herein,  answers  which  will  be  in  the  best 
interests  of  the  mentally  ill.  The  American  Psy- 
chiatric Association  proposes  to  work  to  this 
end  and  urges  upon  its  District  Branches  that 
they  lend  support  in  evei’y  feasible  way  to  im- 
prove the  liaison  between  psychiatrists  and 
psychologists  at  the  state  and  local  level. 

The  Houston  Psychiatric  Society  has  al- 
ways been  concerned  with  interprofessional 
relations,  not  only  with  nonmedical  profes- 
sions, but  with  the  rest  of  the  medical  pro- 
fession. On  Oct.  11,  1951,  at  the  society’s 
second  formal  meeting,  it  appointed  a com- 
mittee for  liaison  with  the  Department  of 
Psychology  of  the  University  of  Houston. 
This  committee  functioned  until  1954  when 
the  society  bylaws  were  changed  so  that  the 
executive  board  was  to  maintain  liaison  with 
allied  disciplines  and  with  the  Harris  County 
Medical  Society.  In  1959,  at  the  request  of  a 
member  of  the  society  and  the  president  of 
the  Houston  Psychological  Association,  the 
president  of  the  Houston  Psychiatric  Society 
appointed  four  members  to  an  ad  hoc  com- 
mittee for  liaison  with  allied  disciplines. 
Thus  in  October,  1959,  the  four  members  of 
the  Houston  Psychiatric  Society  met  with 
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two  members  of  the  Houston  Psychological 
Association  (another  psychologist  was  ap- 
pointed to  the  committee  after  six  months) 
for  the  first  meeting  of  the  liaison  com- 
mittee. The  group  now  is  composed  of  mem- 
bers appointed  from  the  three  parent  socie- 
ties, the  Houston  Psychiatric  Society,  the 
Houston  Psychological  Association,  and  the 
San  Jacinto  Chapter  of  the  National  Asso- 
ciation of  Social  Workers,  the  latter  group 
joining  the  committee  in  June,  1960. 

Perhaps  two  of  the  basic,  and  undoubtedly 
most  essential  concepts  of  the  liaison  com- 
mittee, are  the  concepts  of  mutual  respect 
and  self-policing.  It  was  agreed  by  all  the 
committee  members  that,  regardless  of  cur- 
rent positions  of  the  state  and  national  par- 
ent organizations,  we  would  have  to  deal  with 
each  other  as  co-professionals,  entitled  to  the 
respect  and  privileges  implied.  It  w'as  fur- 
ther agreed  that  each  group  would  have  to 
accept  as  a qualified  professional  any  mem- 
ber who  was  so  designated  by  the  rules,  reg- 
ulations, and  ethics  of  his  own  society,  and 
that  there  could  be  no  effective  condemna- 
tion or  censure  of  an  individual  or  group  by 
members  of  any  society  other  than  one’s  o\vn. 
This  concept  established  the  self-policing  at- 
mosphere and  provided  a channel  for  mutual 
exploration  of  the  intradisciplinary  problems 
faced  by  all  societies  involved.  Early  in 
1960,  upon  the  recommendation  of  the  com- 
mittee, the  Houston  Psychiatric  Society  ac- 
cepted the  code  of  ethics  of  the  American 
Psychological  Association  as  a valid  criterion 
for  judging  the  professional  conduct  and 
j qualifications  of  psychologists. 

Additional  principles  involved  relations  of 
the  committee  members  to  their  respective 
; parent  societies.  It  was  agreed  that  the  com- 
mittee itself  was,  in  fact,  an  exploratory  and 
advisory  committee  and  had  no  authority  for 
action  of  any  type  on  its  own.  Its  sole  pur- 
I pose  was  to  give  advice  and  recommend  ac- 
tion to  the  three  parent  professional  societies. 
Much  to  the  credit  of  the  committee  and  to 
I the  three  parent  societies,  eveiy  recommen- 
! dation  of  the  committee  to  the  parent  groups 
i has  been  followed.  The  committee  gradually 
1 became  aware  that  free  discussion  of  inter- 
disciplinary and  intradisciplinary  problems 
was  at  times  hampered  by  the  need  to  report 
to  parent  societies  so  that  a final  basic  con- 
i cept  of  confidentiality  evolved.  The  princi- 
I pie  of  confidentiality  allowed  members  of  the 
I committee  to  bring  to  the  committee  topics 
for  discussion  which,  for  a variety  of  rea- 


sons, should  not  be  reported  to  parent  socie- 
ties. The  rule  as  used  by  the  committee  pro- 
vided for  any  member  to  invoke  confiden- 
tiality, and  for  any  other  member  of  the 
committee  who  felt  he  could  not  honor  the 
request  to  be  excused  from  the  meeting  dur- 
ing the  period  of  confidential  discussion.  On 
only  one  occasion  has  a member  excused  him- 
self from  a confidential  discussion  since  the 
inception  of  this  rule. 

An  additional  factor,  although  not  a funda- 
mental concept,  is  worthy  of  recognition.  All 
meetings  have  been  held  during  dinner.  Al- 
though at  times  the  meetings  were  perhaps 
longer  than  necessary  under  this  format,  the 
congenial  atmosphere  and  absence  of  pres- 
sure of  time  has  been  important  and  con- 
ducive to  full  and  free  discussion. 

Although  there  has  never  been  any  formal 
attempt  to  define  the  aims  and  purposes  of 
this  committee,  a review  of  the  activities  and 
method  of  functioning  of  the  committee  elic- 
its specific  factors  which  can  be  appropri- 
ately labeled  as  purposes: 

1.  To  maintain  an  open  channel  of  com- 
munications between  the  various  pro- 
fessional groups  in  the  mental  health 
field. 

2.  To  explore  mental  health  problems  of 
mutual  interest,  such  as  the  various  as- 
pects of  private  practice,  agency  and 
institutional  activities,  community  ac- 
tivities, and  the  activities  of  unquali- 
fied individuals  and  groups  operating 
in  the  community. 

3.  To  serve  as  a forum  for  discussion  of 
the  relations  between  psychiatrists,  psy- 
chologists, and  social  workers  in  private 
practice,  control  and  supervision,  ethi- 
cal standards  and  mutually  interesting 
legislation. 

4.  To  act  as  a clearing  house  of  informa- 
tion of  mutual  interest  on  local,  state, 
and  national  levels  emanating  from  the 
parent  societies. 

An  overall  view  of  activities  points  to  a 
gradual  change  in  the  focus  of  interest  of 
the  committee  from  that  of  local  problem 
areas  to  that  of  broader  mental  health  con- 
cepts, in  keeping  with  the  national  awaken- 
ing to  the  immensity  of  the  problem  of 
mental  illness  in  our  country  today.  At  first 
there  seemed  a need  for  the  committee 
to  have  a common  enemy  against  which 
forces  could  be  aligned.  During  the  first  two 
years,  therefore,  much  discussion  was  fo- 
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cused  on  the  problem  in  the  local  community 
pertaining  to  the  activities  of  nonprofession- 
al, untrained  practitioners  who  the  members 
felt  constituted  a threat  to  the  welfare  of 
the  mentally  ill  as  well  as  to  the  reputations 
of  the  professionally  qualified  practitioners. 
Through  the  parent  societies,  the  committee 
members  were  active  in  aiding  the  Texas 
State  Board  of  Medical  Examiners  and  the 
local  Better  Business  Bureau  to  bring  to  trial 
several  local  lay  hypnotists  and  to  obtain  a 
conviction  of  one  on  the  charge  of  practicing 
medicine  without  a license.  This  set  a prece- 
dent in  Texas,  establishing  hypnosis  as  a 
legally  constituted  medical  procedure. 

In  its  third  year  the  committee  began 
shifting  its  focus  into  the  more  general  area 
of  community  psychiatry,  and  since  that  time 
it  has  continued  activities  along  these  lines 
as  well  as  in  the  basic  areas  previously  out- 
lined. One  result  of  this  change  in  focus  has 
been  to  clarify,  by  resolution,  the  positions 
of  the  psychiatrist  in  relation  to  individuals 
and  groups  involved  in  the  mental  health  ac- 
tivities of  the  community.  This  resolution, 
which  was  passed  by  the  Houston  Psychi- 
atric Society  in  1962,  defines  broad  concepts 
and  minimal  standards  for  acceptable  con- 
sultation or  supervision  of  nonmedical  indi- 
viduals or  agencies  for  the  psychiatrist  when 
he  is  called  upon  for  such  support  and  service. 

The  committee  is  currently  emphasizing 
the  need  for  general  education  of  the  news 
mass  media  personnel  in  terms  of  acceptable 
professional  standards  in  mental  health.  With 
the  rapidly  expanding  mental  health  move- 


ment, it  is  foreseen  that  the  local  committee 
will  devote  more  of  its  efforts  to  the  general 
area  of  community  psychiatry.  The  agenda  of 
two  meetings  give  the  flavor  of  the  type  of 
discussion  possible  in  such  a committee. 

1.  Report  of  state  investigation  of  psychological 
testing  in  the  schools. 

2.  Report  of  meeting  of  Statewide  Mental  Health 
Planning  Group. 

3.  Report  from  psychologist  member  on  qualifi- 
cations of  recently  announced  privately  prac- 
ticing psychologists. 

4.  Report  on  the  Houston  Psychiatric  Society’s  re- 
cent resolution  pertaining  to  the  Miller  Amend- 
ment to  the  Texas  Mental  Health  Code. 

5.  Report  on  the  Houston  Psychiatric  Society’s 
position  in  relation  to  Privileged  Communica- 
tion legislation  for  the  state  of  Texas. 

6.  Rule  of  confidentiality  invoked  for  report  from 
a social  work  member. 

7.  Report  on  the  new  code  of  ethics  of  the  Ameri- 
can Psychological  Association. 

1.  Report  on  a group  therapy  questionnaire  circu- 
lated by  the  San  Jacinto  Chapter  of  the  Nation- 
al Association  of  Social  Workers. 

2.  Report  on  the  Student  Mental  Health  Associ- 
ation. 

3.  Report  on  action  taken  by  the  Houston  Psy- 
chological Association  regarding  education  of 
mass  news  media  personnel. 

4.  Report  on  Statewide  Mental  Health  Planning. 

5.  Report  on  a new  narcotics  treatment  center  in 
Houston. 

6.  Report  on  the  new  Houston  Mental  Health 
Foundation. 

It  is  hoped  that  the  format  of  this  com- 
mittee may  serve  as  a model  for  other  local, 
state,  and  national  committees. 

Jay  C.  Maxwell,  M.D.,  Houston. 
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TOGETHERNESS  IS  IMPORTANT 
FOR  PHYSICIANS,  CLERGYMEN 


Under  the  able  leadership  of  Dr.  Edwin  Goodall,  our  very 
active  Committee  on  Medicine  and  Religion  is  making  much  prog- 
ress. Dr.  Goodall 's  efforts  were  given  a valuable  assist  by 
Dr.  Milford  0.  Rouse  when  he  spoke  on  the  subject  at  the  Sunday 
luncheon  during  the  1965  Annual  Session.  Following  his  talk, 
it  is  pleasing  to  learn,  several  more  county  societies  have 
responded  by  forming  local  committees.  I hope  we  can  double 
the  number  of  county  societies  with  active  Committees  on  Med- 
icine and  Religion  during  this  year. 

Since  the  Annual  Session  I have  communicated  with  Dr. 
Rouse  about  some  of  his  ideas  regarding  the  need  for  closer 
liaison  between  the  clergy  and  doctors.  He  believes  that  our 
relationship  has  a deeper  application  than  just  the  immediate 
care  of  the  patient.  Improved  patient  care  is  certainly  an 
important  factor,  he  thinks,  but  many  other  worthwhile  things 
can  be  accomplished. 

The  clergy  and  the  medical  profession  share  a unique  po- 
sition in  community  life.  Both  groups  are  dedicated  to  the 
alleviation  of  suffering;  both  minister  to  people  in  trouble; 
both  have  the  respect  of  their  fellow  citizens.  We  work  shoul- 
der to  shoulder  with  ministers  in  a common  effort  to  better  the 
lot  of  others.  Our  groups  stand  for  high  ideals  and  our  con- 
joined actions  could  accomplish  much  that  would  contribute  to 
further  well-being  of  our  communities. 

In  an  effort  to  implement  the  theme  of  "The  Physician's 
Obligation  In  Community  Action,"  a county  society  could  not 
find  a better  way  to  begin  than  to  set  up  a Committee  on  Medi- 
cine and  Religion.  Dialogue  between  the  clergy  as  a group  and 
physicians  could  point  up  many  areas  of  common  interest  in  ev- 
eryday affairs.  We  will  find  clergymen  are  a willing  audience 
when  we  voice  concern  toward  the  tendency  of  social  planners 
to  ignore  the  basic  and  fundamental  rights  of  citizens.  We 
will  find  them  able  and  articulate  partners  in  our  efforts  to 
achieve  goals  we  both  consider  important.  A closer  associa- 
tion would  be  mutually  beneficial. 

Again,  may  I recognize  the  good  that  can  come  to  our  pa- 
tients from  consultation  with  the  patient's  minister.  Beyond 
this,  however,  vast  community  benefits  can  accrue  if  we  join 
with  the  clergy  in  pursuit  of  our  common  ideals. 


President 
Texas  Medical  Association 
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ACCIDENT 

PROTECTION... 


Any  Place . . . Any  Time! 


V2  PRINCIPAL  SUM 

Loss  of  use  of  either  one  or  both  hands 
V4  PRINCIPAL  SUM 

Loss  of  thumb  and  one  finger  or  two 
or  more  fingers  on  one  hand 


COMMERCIAL  FLIGHTS 

Replaces  Costly  Trip  Insurance 


One  of  the  few  policies  that  pays 
the  full  principal  sum  for  single 
dismemberment  or  loss  of  sight  of 
one  eye 
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Medical  Problems 
Of  Weightlessness 


(- ~|  THE  PRESENCE  of  postural  in- 

REVIEW  ARTICLES  tolerance  after  American  and  So- 
viet space  flights  has  heightened 
interest  in  possible  medical  prob- 
prolonged  space  flight.  Postural  in- 
tolerance had  been  predicted  some  years  ago 
on  the  basis  of  a presumed  similarity  of  pro- 
longed space  flight  to  prolonged  bed  rest.^ 
In  both  environments  the  need  for  physical 
activity  is  greatly  diminished,  significant  po- 
sitional changes  in  hydrostatic  pressure  in 
the  body  fluids  are  absent,  and  weight  bear- 
ing in  the  erect  position  is  not  present.  As 
the  body  adjusts  to  the  diminished  stress  of 
bed  rest,  changes  occur  in  the  heart  and 
blood  vessels,  in  blood  volume,  in  muscular 
strength,  and  in  the  calcium  content  of  the 
bones  and  urine. 

To  be  discussed  in  this  article  are  some  of 
the  medical  problems  anticipated  for  pro- 
longed space  flight  and  various  research  ef- 
forts to  develop  effective  countermeasures 
adaptable  to  in-flight  use.  The  use  of  arti- 
ficial gravity  will  not  be  considered. 

Cardiovascular  Changes 

Tlie  resting  heart  rate  tends  to  be  inverse- 
ly proportional  to  an  individual’s  level  of 
l)hysical  activity.  Well-trained  athletes  have 
lower  resting  heart  rates  than  sedentary  in- 
dividuals. Following  several  weeks  of  bed 
rest,  the  resting  heart  rate  is  faster,  a given 
level  of  exercise  provokes  a much  higher 
heart  rate,  and  physical  endurance  to  pro- 

Presented  at  the  98th  Annual  Session  of  the  Texas 
Medical  Association,  May  1,  1965. 

From  the  Internal  Medicine  Branch,  Aeromedical 
Sciences  Division,  USAF  School  of  Aerospace  Medi- 
cine, Brooks  AFB,  Texas. 


longed  exercise  is  decreased.^-^  Raab  and  oth- 
ers® believe  that  physical  inactivity  causes 
harmful  cardiac  changes  leading  to  ineffi- 
ciency of  the  heart  and  a predisposition  to 
cardiac  arrhythmias. 

During  prolonged  space  flight,  the  need 
for  physical  activity  decreases  for  several 
reasons.  Weightlessness  greatly  diminishes 
the  work  required  in  bodily  movement  and 
the  lifting  of  any  object.  In  addition,  crew 
duties  require  no  great  physical  exertion,  and 
the  restricted  space  of  the  capsule  limits 
physical  activity. 

To  maintain  the  circulatoiy  and  physical 
endurance  of  the  astronaut,  an  in-flight  pro- 
gram of  vigorous  exercise,  such  as  that  per- 
formed on  a bicycle,  will  probably  be  neces- 
sary. Isometric  exercise  will  preserve  muscle 
strength  but  not  circulatory  or  physical  en- 
durance. Birkhead  and  others®  reported  that 
exercise  on  a bicycle  ergometer  at  600  kilo- 
pond  meters  per  minute  for  30  minutes  twice 
daily  preserved  physical  work  capacity  dur- 
ing 24  days  of  bed  rest.  Maintaining  a high 
level  of  physical  conditioning  prior  to  space 
flight,  as  practiced  by  American  and  Soviet 
astronauts,  may  compensate  for  a loss  of 
physical  conditioning  during  flights  up  to 
several  weeks  in  duration. 

Returning  to  earth  after  prolonged  space 
flight,  the  astronaut  must  withstand  two 
kinds  of  gravitational  change : the  transverse 
acceleration  of  reentry  of  the  earth’s  atmos- 
phere and  the  effects  of  gravity  while  stand- 
ing on  the  earth.  During  transverse  accel- 
eration, the  direction  of  gravitational  forces 
is  perpendicular  to  the  long  axis  of  the  body. 
The  astronaut  can  tolerate  much  higher  lev- 
els of  transverse  acceleration  than  headward 
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Adverse  physiologic  effects  of  bed  rest  may 
develop  during  prolonged  space  flight.  To 
maintain  circulatory  and  physical  endurance, 
bicycle-type  exercise  appears  necessary 
whereas  isometric  exercise  should  maintain 
muscle  strength.  Still  needed  are  in-flight 
methods  to  protect  orthostatic  tolerance  and 
to  prevent  osteoporosis  and  hypercalciuria. 


acceleration.  Transverse  acceleration  has  lit- 
tle effect  on  the  long  columns  of  blood  in  the 
body.  Headward  acceleration  (that  is,  ac- 
celeration identical  to  that  experienced  by  a 
pilot  as  he  pulls  up  from  a dive)  increases 
the  weight  of  the  column  of  blood  between 
the  heart  and  the  head,  thus  reducing  per- 
fusion pressure  to  the  brain.  In  addition,  it 
pools  blood  in  the  lower  extremities.  Intense 
reflex  peripheral  vasoconstriction  is  required 
to  prevent  fainting  from  inadequate  cerebral 
perfusion.  If  the  astronaut  were  exposed  to 
headward  acceleration  during  the  launch  and 
reentry  phases  of  space  flight,  he  would 
faint,  since  the  cardiovascular  system  cannot 
compensate  for  such  high  levels  of  headward 
acceleration. 

The  transverse  acceleration  of  reentry  has 
caused  no  medical  problems  in  American  and 
Soviet  space  flights  up  to  five  days  in  dura- 
tion.'^-® A recent  study  suggests  that  toler- 
ance to  transverse  acceleration  may  not  be  af- 
fected significantly  by  longer  flights.®  Eleven 
healthy  male  volunteers  underwent  a simu- 
lated Gemini  reentry  profile  on  the  human 
centrifuge  at  the  School  of  Aerospace  Medi- 
cine before  and  after  four  weeks  of  absolute 
bed  rest.  Peak  acceleration  was  10.6  g,  and 
the  duration  of  acceleration  above  1 g was 
approximately  175  seconds.  At  10.6  g,  a 200- 
pound  man  produces  a weight  of  over  one 
ton  as  he  is  pressed  back  into  his  couch  on 
the  centrifuge.  As  judged  by  the  degree  of 
physical  discomfort,  the  ability  to  answer 
light  signals,  and  electrocardiographic  re- 
sponses, no  clinically  significant  change  in 
tolerance  to  transverse  acceleration  was  ob- 
served after  bed  rest.  Heart  rates  during 
peak  acceleration,  however,  were  higher  after 
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bed  rest  than  before.  Hypoxemia  occurs  dur- 
ing transverse  acceleration.^®- Perhaps  the 
same  level  of  hypoxemia  provokes  a higher 
heart  rate  in  the  heart  deconditioned  by  bed 
rest. 

The  possibility  that  the  astronaut  may 
faint  after  landing  from  a prolonged  space 
flight  has  concerned  many  authorities  in 
aerospace  medicine.  The  prediction  that  a 
predisposition  to  fainting  would  be  present 
after  return  to  earth  from  a long  space  flight 
was  based  on  the  absence  during  weightless- 
ness of  cardiovascular  reflexes  normally  trig- 
gered by  positional  changes.  A number  of 
studies  have  shown  an  increased  frequency 
of  fainting  on  the  tilt  table  after  prolonged 
bed  rest.®- In  repeated  tilt  table  testing 
of  12  subjects  before  and  after  four  weeks  of 
absolute  bed  rest,  syncope  was  almost  three 
times  more  frequent  after  bed  rest.^  When 
an  antigravity  garment  was  used  to  provide 
external  pressure  to  the  legs  and  abdomen 
during  tilt  table  testing  after  bed  rest,  syn- 
cope developed  on  only  one  occasion. 

In  the  same  subjects  the  highest  ortho- 
static heart  rate  recorded  during  each  tilt 
table  test  was  used  as  another  index  of  or- 
thostatic tolerance.  The  range  of  highest  or- 
thostatic heart  rates  recorded  during  testing 
after  bed  rest  was  clearly  higher  than  before 
bed  rest  in  each  subject  studied.  When  the 
antigravity  garment  was  worn  during  test- 
ing after  bed  rest,  orthostatic  heart  rates 
were  essentially  unchanged  from  those  re- 
corded before  bed  rest. 

Studies  by  Lamb  and  others^'*-  suggest 
that  physical  inactivity,  per  se,  contributes 
to  the  development  of  postural  intolerance. 
In  subjects  confined  to  a space  cabin  simu- 
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lator  for  14  to  30  days,  syncope  on  the  tilt 
table  was  twice  as  frequent  after  confine- 
ment than  before.  In  another  study,  physical 
inactivity  at  chair  rest  for  four  days  de- 
creased postural  tolerance.  Thus,  postural 
intolerance  developed  even  though  the  hydro- 
static effects  of  gravity  were  acting  in  a 
vertical  direction.  This  evidence  suggests 
that  physical  inactivity  alone  contributes  an 
important  role  to  the  appearance  of  postural 
intolerance  during  prolonged  bed  rest. 

The  cause  of  the  postural  intolerance  noted 
after  American  and  Soviet  space  flights  is 
not  yet  known.  After  landing  from  a 34- 
hour  space  flight,  astronaut  Gordon  Cooper 
almost  fainted  after  standing  for  about  one 
minute  following  egress  from  his  capsule."^ 
The  contribution  of  weightlessness,  per  se, 
to  his  postural  intolerance  was  obscured  by 
the  additional  factors  of  dehydration  of  the 
astronaut,  heat  stress,  fatigue,  and  prolonged 
confinement.  In  the  longer  Soviet  flights, 
weightlessness  and  inactivity  may  have  con- 
tributed to  postflight  postural  intolerance. 

The  antigravity  garment  is  considered  an 
important  stopgap  measure  to  protect  the 
astronaut  from  postural  fainting  until  the 
extent  of  the  problem  of  prolonged  space 
flight  is  known  and  until  effective  in-flight 
procedures  to  maintain  postural  tolerance 
are  discovered.  In  the  search  for  in-flight 
methods  to  preserve  postural  tolerance,  a 
number  of  procedures  have  been  evaluated, 
including  the  intermittent  inflation  of  blood 
pressure  cuffs  on  the  arms  and  legs,  positive 
pressure  breathing,  various  types  of  exer- 
cise programs,  and  the  application  of  nega- 
tive pressure  to  the  lower  half  of  the  body. 

Graveline^®  demonstrated  postural  intoler- 
ance after  total  immersion  in  water  for  only 
six  hours.  During  a subsequent  immersion, 
the  intermittent  inflation  of  blood  pressure 
cuffs  on  the  arms  and  legs  to  60  mm.  of  mer- 
cury prevented  the  loss  of  postural  tolerance. 
VogD‘  confirmed  these  findings.  During  pro- 
longed bed  rest,  intermittent  inflation  of 
blood  pressure  cuffs  on  the  extremities  has 
proved  disappointing  as  a countermeasure 
against  postural  intolerance.^^-  In  a two- 
weeks  bed  rest  study,  the  combination  of  tilt 
table  training  and  exercise  before  bed  rest, 
the  use  of  a 10-degree  head-up  bed  to  simu- 
late the  one-sixth  gravity  of  the  moon,  and 
intermittent  venous  occlusion  with  blood  pres- 
sure cuffs  on  the  four  extremities  provided 
almost  complete  protection  from  the  loss  of 


postural  tolerance  during  bed  rest.^^  Other 
combinations  of  these  procedures  were  less 
effective  in  preserving  postural  tolerance. 

Positive  pressure  breathing  restricts  ve- 
nous return  to  the  heart  and  decreases  car- 
diac output,  thus  provoking  reflex  vasocon- 
striction and  cardio-acceleration.  It  there- 
fore appeared  theoretically  appealing  as  a 
measure  to  conseiwe  orthostatic  compensa- 
tory mechanisms  during  space  flight.  Mee- 
han,i®  however,  reported  that  he  and  Henry 
found  that  positive  pressure  breathing  at  45 
mm.  of  mercury  to  60  mm.  of  mercury  for 
four  hours  daily  failed  to  protect  postural 
tolerance  during  four  weeks  of  bed  rest. 

Several  types  of  exercise  programs  during 
prolonged  bed  rest  have  also  failed  to  pre- 
vent the  onset  of  postural  intolerance.^®- 
These  programs  have  included  isometric  ex- 
ercise and  isotonic  exercise  of  the  endurance 
type.  It  should  be  noted  that  no  definitive 
study  of  the  benefit  of  extremely  high  levels 
of  exercise  in  maintaining  postural  tolerance 
during  bed  rest  has  yet  been  performed. 

Whedon  and  others®®  reported  that  an  os- 
cillating bed  in  operation  for  as  little  as  eight 
hours  daily  largely  prevented  the  loss  of  pos- 
tural tolerance  during  five  weeks  of  bed  rest. 
The  head  of  the  bed  was  tilted  19  degrees 
upward  and  5 degrees  downward  eveiy  1% 
minute.  Because  physiologic  effects  similar 
to  headup  tilting  are  produced,  the  applica- 
tion of  negative  pressure  to  the  lower  part 
of  the  body  appeared  promising  as  a coun- 
termeasure against  the  loss  of  postural  toler- 
ance during  space  flight.®^ 

Preliminary  studies  of  the  effects  of  lower 
body  negative  pressure  during  prolonged  bed 
rest  have  been  accomplished  in  our  labora- 
tory.®® Negative  pressure  was  applied  to  the 
lower  half  of  the  body  from  the  umbilicus 
down  with  a wooden  box  capable  of  provid- 
ing up  to  80  mm.  of  mercury  of  negative 
pressure.  The  supine  subjects  straddled  a 
bicycle  seat  that  prevented  the  feet  from 
touching  the  bottom  of  the  box.  The  box  was 
sealed  at  the  subject’s  waist  with  a rubber 
diaphragm.  By  using  two  bleed-off  valves 
and  an  automatic  timing  device,  alternating 
levels  of  negative  pressure  could  be  produced. 
In  five  subjects  exposed  to  alternating  levels 
of  lower  body  negative  pressure  for  four  to 
six  hours  daily  during  six  weeks  of  bed  rest, 
syncope  on  the  tilt  table  after  bed  rest  in- 
creased less  and  appeared  later  in  the  tilt 
than  in  subjects  tested  after  simple  bed  rest^ 
or  bed  rest  with  moderate  in-bed  exercise.’® 
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Moreover,  the  increase  in  orthostatic  heart 
rates  after  bed  rest  was  not  as  great  as  that 
observed  after  simple  bed  rest  or  bed  rest 
with  in-bed  exercise.  Since  it  simulates  the 
effects  of  a tilt  table  test,  lower  body  nega- 
tive pressure  may  also  prove  useful  as  a test- 
ing procedure  to  judge  changes  in  orthostatic 
compensatory  mechanisms  during  space 
flight.  Changes  in  heart  rate  during  testing 
with  lower  body  negative  pressure  before  and 
after  bed  rest  tend  to  parallel  changes  in  or- 
thostatic heart  rates  on  the  tilt  table.-^ 

Changes  in  Blood  Volume 

Blood  volume  decreases  during  prolonged 
bed  rest.^’  The  greater  part  of  this 

loss  is  represented  by  blood  plasma.  In  12 
subjects,  mean  plasma  volume  decreased  550 
ml.  and  mean  red  cell  mass  decreased  180  ml. 
during  four  weeks  of  absolute  bed  rest.^  Ad- 
ditional measurements  in  six  of  the  subjects 
revealed  a decrease  in  plasma  volume  after 
two  days  of  bed  rest  as  great  as  that  noted 
after  four  weeks  of  bed  rest.  During  physi- 
cal activity  after  bed  rest,  plasma  volume  re- 
turns toward  normal,  but  a further  loss  of 
red  cell  mass  occurs.^-  The  cause  of  these 
changes  in  blood  volume  is  not  clearly  under- 
stood. The  degree  of  loss  of  blood  volume 
during  bed  rest  does  not  correlate  with  the 
degree  of  loss  of  postural  tolerance.'*-  Pre- 
liminary studies  of  plasma  volume  in  sub- 
jects exposed  to  lower  body  negative  pres- 
sure during  bed  rest  showed  no  decrease  in 
plasma  volume  after  two  days  of  bed  rest  and 
a mean  decrease  in  plasma  volume  after  28 
days  of  bed  rest  about  one-third  that  noted 
with  simple  bed  rest.^- 

Loss  of  Muscular  Strength 

Prevention  of  muscular  weakness  and  at- 
rophy during  prolonged  space  flight  should 
be  no  problem.  Brannon  and  others-^  re- 
ported that  the  performance  of  isometric 
exercises  for  20  to  60  minutes  daily  mainly 
counteracted  the  detrimental  effect  on  the 
musculature  of  60  days  of  bed  rest.  Since 
these  exercises  require  no  special  gymnastic 
equipment,  they  seem  well  suited  for  use 
during  space  flight. 

Changes  in  Calcium  Metabolism 

That  prolonged  bed  rest  is  accompanied 
by  hypercalciuria  has  been  known  for  many 
years. The  greatly  diminished  pull  of  mus- 
cle on  bone  during  bed  rest  has  been  consid- 


ered responsible  for  osteoporosis  and  hyper- 
calciuria. That  muscular  stress  on  bone  is 
the  primary  stimulus  maintaining  bone  ma- 
trix and  the  level  of  bone  calcium  in  normal 
people  has  never  been  proved,  however. 
Whedon  and  others-®  observed  that  an  oscil- 
lating bed  decreased  the  excessive  urinary 
excretion  of  calcium  of  prolonged  bed  rest 
by  50  percent.  Whether  this  effect  was 
caused  by  the  slight  contraction  of  muscles 
as  the  weight  of  the  body  was  placed  on  the 
foot  of  the  bed  during  its  19  degree  down- 
ward arc,  by  an  increased  stress  on  bone  as 
the  body  weight  acted  on  ligaments  and  ten- 
dons, or  by  some  other  influence  of  the  tilt, 
such  as  changes  in  circulation  of  blood  to  the 
bone,  has  never  been  established. 

Birkhead  and  others®  reported  that  vigor- 
ous supine  or  sitting  exercise  on  a bicycle 
ergometer  for  30  minutes  twice  daily  did  not 
prevent  hypercalciuria  during  24  days  of  bed 
rest.  During  30  days  of  bed  rest,  quiet  sit- 
ting for  8 hours  daily  was  also  ineffective 
in  maintaining  urinary  calcium  at  baseline 
levels. 

Osteoporosis  offers  no  imminent  problem, 
since  months  of  space  flight  would  probably 
be  required  before  sufficient  loss  of  bone 
structure  occurred  to  make  the  astronaut 
more  susceptible  to  fracture. 

Hypercalciuria  increases  the  risk  of  renal 
calculi.  In  bedridden  patients  renal  stones 
are  uncommon  before  the  tenth  week  of  bed 
rest.  Therefore,  the  formation  of  a renal 
stone  is  considered  a possible,  but  unlikely, 
threat  to  the  astronaut  during  space  flights 
projected  for  the  next  several  years. 

Summary 

The  similarity  between  prolonged  space 
flight  and  prolonged  bed  rest  suggests  that 
the  adverse  physiologic  effects  of  bed  rest 
may  also  develop  during  space  flight.  A de- 
crease in  exercise  tolerance,  orthostatic  tol- 
erance, muscle  strength,  and  blood  volume 
and  an  increase  in  urinary  calcium  excretion 
occur  during  prolonged  bed  rest.  Orthostatic 
intolerance  has  been  reported  after  Ameri- 
can and  Soviet  space  flights. 

The  preservation  of  normal  postural  toler- 
ance will  probably  require  some  method  of 
simulating  hydrostatic  effects  of  gravity  on 
the  body  fluids,  in  addition  to  physical  ex- 
ercise. Intermittent  lower  body  negative 
pressure,  which  provokes  cardiovascular  re- 
sponses similar  to  those  of  standing,  shows 
promise  of  maintaining  postural  tolerance. 
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Until  in-flight  methods  to  protect  orthostatic 
tolerance  are  perfected,  the  wearing  of  an 
antigravity  suit  should  prevent  postural 
fainting  after  landing  from  a prolonged 
space  flight. 

To  maintain  circulatory  and  physical  en- 
durance, vigorous  exercise  similar  to  that 
performed  on  a bicycle  appears  necessary. 
Isometric  exercise  should  be  adequate  for 
maintaining  muscle  strength.  No  method  to 
prevent  osteoporosis  and  its  attendant  hy- 
percalciuria  has  been  discovered. 

Certainly,  no  great  degree  of  anxiety  is 
merited  concerning  the  adverse  physiologic 
effects  of  space  flights  programmed  for  the 
next  several  years.  With  the  use  of  succes- 
sively longer  flights,  the  accuracy  of  predic- 
tions concerning  medical  problems  of  pro- 
longed space  flight  can  be  assessed  without 
danger  to  the  astronaut.  In  the  meantime, 
ground-based  research  may  develop  counter- 
measures ready  for  use  as  soon  as  a specific 
medical  problem  of  space  flight  is  delineated. 
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Cardiac  Failure 
From  Digitalis  Toxicity 


RIYAD  A.  TAHA,  M.D.,  AND  CARLETON  B.  CHAPMAN,  M.D. 


Death  can  result  when  digitalis  is  adminis- 
tered to  a patient  whose  cardiac  failure  is 
due  to  digitalis  intoxication.  Such  failure 
should  be  suspected  in  all  patients  who  are 
receiving  digitalis  and  in  whom  hypopotas- 
semia  is  likely  for  any  reason. 

f ~ SINCE  THE  introduction  of  the 
CASE  REPORTS  chlorothiazide  diuretics,  the  prob- 
lem of  digitalis  toxicity  has  as- 
sumed new  proportions  and  a more 
complex  nature.  Numerous  recent  articles 
have  dealt  with  the  problem  in  general  but 
few  have  emphasized  the  fact  that  a promi- 
nent feature  of  severe  digitalis  intoxication, 
especially  when  associated  with  injudicious 
use  of  chlorothiazides,  may  be  cardiac  fail- 
ure, appearing  de  novo  or  becoming  exacer- 
bated. The  observation  is  not  new  but  re- 
emphasis seems  indicated  in  view  of  the 
catastrophic  developments  that  may  ensue  if 
the  tangled  sequence  (digitalis,  plus  loss  of 
potassium,  plus  the  appearance  or  exacerba- 
tion of  cardiac  failure)  is  not  correctly  in- 
terpreted. 

Materials  and  Methods 

All  cases  of  clinically  significant  digitalis 
intoxication  which  were  seen  at  Parkland 
Hospital  during  a seven-month  period  (Sep- 
tember, 1963,  to  March,  1964)  were  collected. 
Digitalis  intoxication  was  considered  present 
if  a patient  known  to  be  receiving  digitalis 
in  some  form: 

a.  Developed  an  arrhythmia  of  a type 
known  to  be  associated  with  digitalis  intoxi- 
cation due  to  excessive  dosage  with  the  drug. 


b.  Developed  such  an  arrhythmia  after  in- 
stitution of  a procedure,  or  onset  of  a func- 
tional defect,  which  enhances  digitalis  effect 
(potassium  loss  due  to  diuretics,  dialysis,  or 
nasogastric  suction;  glucose  infusion;  pro- 
gressive impairment  of  renal  function;  use 
of  calcium  salts  or  reserpine). 

c.  Showed  prompt  clearing  of  arrhythmias 
when  digitalis  was  stopped  or  when  potas- 
sium salts  were  given  (or  both). 

Patients  were  included  if  a or  b applied 
to  them,  but  c was  applicable  in  all  instances. 

Thirty-two  patients  in  whom  arrhythmias 
were  clearly  attributable  to  digitalis  effect, 
with  or  without  hypopotassemia,  were  seen 
in  the  seven-month  period. 

Symptoms  and  signs  of  cardiac  failure  were 
present  in  12  of  the  32  patients  who  mani- 
fested digitalis  intoxication  (Table  1)  and 
appeared  to  have  been  produced  anew  by  the 
drug  in  three  patients.  In  the  others,  there 
was  good  evidence  that  preexisting  failure 
was  made  worse  by  digitalis.  Three  patients 
died,  two  before  toxicity  could  be  corrected, 
and  one  from  a noncardiac  cause.  In  the  re- 
maining nine  patients,  signs  of  failure  dis- 
appeared or  definitely  improved  as  intoxica- 
tion with  digitalis  was  brought  under  con- 
trol (Table  2). 

Three  cases  were  of  sufficient  interest  to 
report  in  detail. 

Case  Reports 

Case  1. — The  patient  was  a 65-year-old  Negro 
woman  who  was  known  to  have  rheumatic  mitral 
insufficiency  and  heart  failure.  She  had  been  taking 
0.3  to  0.4  gm.  of  Digifortis  daily,  plus  chlorothia- 
zides and  mercurials  for  the  previous  two  and  one- 
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Table  1. — Patients  with  Digitalis  Intoxication  Who  Showed  Signs  of  Cardiac  Failure  Which 
Disappeared*  when  Intoxication  Was  Overcoine. 


Case 

No. 

Age,  Sex, 
Type  of 
Heart  Disease 

Digitalis 

Therapy 

r"  Diuictics  ^ 

Other 

Factors 

Mercurial  Thiazide 

Signs  of  Toxicity 

1 

65  F 

RHD 

Digifortis 

(excessive) 

+ 

+ 

Multifocal  bidirectional  pre- 
mature ventricular  beats 
(PVB),  nausea,  vomiting, 
visual  disturbance 

2 

52  M 

ASHD  & 
HTCVD 

Digoxin 

(average) 

0 

+ 

Nausea,  vomiting,  multifocal 
PVB’s,  bigeminy 

3 

16  F 

No  heart 
disease 

Digi  toxin 
(excessive) 

0 

0 

Nausea,  vomiting,  wandering 
pacemaker,  sinus  arrest  with 
nodal  escape,  incomplete  AV 
block 

Suicide 

attempt 

4 

30  F 

HTCVD 

Digitoxin 

(excessive) 

0 

+ 

Diarrhea,  multifocal  PVB’s 

5 

74  M 

ASHD 

Digitalis  leaf  and 
lanatoside  C, 
intravenously 
(excessive) 

0 

+ 

Nausea,  vomiting,  paroxys- 
mal auricular  tachycardia 
(PAT)  with  block 

N asogastric 
suction 

6 

42  F 

RHD 

Digitoxin 
( average ) 

4* 

+ 

Anorexia,  bigeminy, 
multifocal  PVB’s 

7 

72  M 

ASHD 

Lanoxin 
(average ) 

0 

+ 

Anorexia,  PVB’s,  ventricular 
tachycardia 

8 

63  M 

Constrictive 

pericarditis 

Digitalis  leaf  and 
lanatoside  C, 
intravenously 
(excessive) 

0 

0 

PAT  with  block 

9 

47  F 

Sarcoid 

Digitalis  leaf 
(average) 

0 

+ 

Anorexia,  multifocal  PVB’s 

10 

73  F 

ASHD 

Digitoxin 
( average ) 

0 

+ 

Nausea,  vomiting,  runs  of 
ventricular  tachycardia 

11 

85  F 

ASHD 

Digitoxin 
( average ) 

0 

0 

Nausea,  PAT  with  block 

Nasogastric 

suction 

12 

46  F 

HTCVD 

Digitoxin 

(average) 

0 

+ 

Multifocal  PVB’s,  bigeminy 

Reserpine  and 
hydralazine 

RHD  = Rheumatic  heart  disease. 

HTCVD  = Hypertensive  cardiovascular  disease. 
ASHD  = Arteriosclerotic  heart  disease. 

*Except  in  case  2. 


Fig.  1.  Cose  1.  ECG  (lead  3)  taken  on  Aug.  23  at  11  p.m.  Shows  bidirectional  premature  ventricular  contractions. 
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Table  2. — Effect  of  Treatment  Designed  to  Overcome  Digitalis  Intoxication  in 
Patients  with  Signs  of  Cardiac  Failure. 


Case  No. 

Dyspnea 

Orthopnea 

Paroxysmal 

nocturnal 

dyspnea 

Distended 

neck  veins 

Hepatomegaly 

Venous 

pressure 

Circulation 

time 

BUN 

(mg.  per  100  ml.) 

Serum  K 

(niEq./L. ) 

Comment 

Result 

1 a 

+ 

+ 

+ 

+ 

+ 

27 

40 

29 

3.8 

Recovered 

b 

— 

— 

— 

— 

Dimin. 

0 

0 

20 

5.2 

2 a 

+ 

+ 

+ 

+ 

+ 

21 

65 

43 

4.8 

Recovered 

b 

— 

— 

— 

— 

Dimin. 

10 

33 

0 

5.5 

3 a 

+ 

— 

— 

— 

— 

0 

0 

0 

4.7 

Suicide  attempt 

Recovered 

b 

— 

— 

■ — 

— 

— 

0 

0 

0 

5.4 

4 a 

+ 

+ 

+ 

+ 

0 

0 

60 

19 

3.6 

Failure  developed 

Died  before  cor- 

b 

+ 

+ 

+ 

+ 

0 

0 

0 

18 

3.5 

after  onset  of 

rective  measures 

intoxication 

were  effective 

5 a 

+ 

4- 

+ 

4- 

0 

0 

28 

32 

2.5 

Failure  developed 

Died 

b 

+ 

4- 

4- 

+ 

0 

0 

0 

0 

2.9 

after  intoxica- 

tion 

6 a 

+ 

-I- 

4- 

4- 

+ 

23 

46 

18 

3.9 

Recovered 

b 

— 

■ — 

— 

— 

— 

12 

23 

16 

4.0 

7 a 

+ 

+ 

+ 

+ 

+ 

0 

0 

20 

3.8 

Recovered 

b 

— 

— 

— 

— 

— 

0 

0 

4.1 

8 a 

+ 

4- 

+ 

+ 

+ 

29 

27 

15 

4.5 

Recovered 

b 

— 

— 

— 

— 

Dimin. 

10 

18 

0 

5.1 

9 a 

+ 

+ 

+ 

+ 

— 

18 

18 

0 

3.7 

Recovered 

b 

— 

— 

— 

— 

— 

9 

10 

0 

0 

10  a 

+ 

— 

+ 

+ 

17 

70 

16 

4.2 

Recovered 

b 

— 

— 

— 

• — 

Dimin. 

16 

31 

0 

4.6 

11  a 

+ 

+ 

0 

+ 

+ 

11 

20 

0 

3.7 

Death  due  to 

Died 

b 

— 

— 

0 

— 

— 

9 

12 

0 

3.2 

peritonitis 

12  a 

+ 

+ 

+ 

0 

+ 

25 

20 

59 

4.5 

Recovered 

b 

— 

— 

— 

0 

— 

0 

0 

0 

5.2 

a = During  digitalis  toxicity. 


half  months.  Soon  after  starting  the  medication, 
symptoms  of  failure  disappeared  but  had  recurred 
and  become  more  severe  for  the  month  before  entry 
to  the  hospital.  In  the  two  weeks  before  admission, 
she  developed  nausea,  vomiting,  disturbed  vision, 
massive  edema,  dyspnea,  and  orthopnea. 

Physical  examination  on  admission  revealed  a 
massively  anasarcous  and  orthopneic  woman  with 
distended  neck  veins  and  cardiomegaly.  There  was 
an  extremely  loud  holosystolic  murmur  at  the  apex 
radiating  to  the  axilla,  numerous  rales  at  the  lung 
bases,  hepatomegaly,  and  4+  pitting  edema  extend- 
ing to  the  upper  thorax.  The  venous  pressure  was 
27  cm.  of  water  and  the  circulation  time  was  greater 
than  40  seconds. 

Electrocardiograms  showed  a great  variety  of  ar- 
rhythmias, some  of  which  are  shown  in  Figs.  1 and 
2.  Bidirectional  premature  ventricular  contractions 
were  seen  from  time  to  time;  so  also  were  nodal 
rhythm,  multifocal  premature  atrial  contractions, 
and  atrial  fibrillation  with  complete  atrioventricu- 
lar block. 

The  blood  urea  nitrogen  (BUN)  was  29  mg.  per 
100  ml.,  and  the  serum  K was  3.8  mEq.  per  liter. 

Digitalis  and  diuretic  agents  were  discontinued 
immediately  and  large  amounts  of  potassium  chlo- 
ride were  given  intravenously  and  by  mouth.  Pro- 


: After  institution  of  corrective  measures. 


II 


III 


Fig.  2.  Case  1.  Three  standard  limb  leads  recorded  three 
days  after  admission.  Shows  persistence  of  bidirectional 
premature  ventricular  beats  and  probable  nodal  rhythm. 
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caine  amide  was  begun  cautiously,  intramuscularly 
at  first  and  orally  later.  Chelating  agents  and  di- 
alysis were  considered  but  the  decision  was  made  to 
apply  them  only  if  the  patient  failed  to  improve. 

Her  survival  was  seriously  in  doubt  for  some 
time.  But  on  the  sixth  hospital  day,  sinus  rhythm 
with  first  degree  atrioventricular  block  appeared; 
subsequently  the  block  gave  way  to  normal  conduc- 
tion. The  serum  K rose  to  5.2  mEq.  per  liter  and 
the  BUN  dropped  to  20.  She  lost  an  estimated  15 
to  20  kg.  of  fluid,  some  of  it  by  diuresis,  some  by 
the  Southey  maneuver.  Dyspnea,  orthopnea,  parox- 
ysmal nocturnal  dyspnea,  and  neck  vein  distention 
gradually  disappeared  completely.  At  the  time  of 
discharge  18  days  after  admission,  peripheral  edema 
was  virtually  absent  and  the  rhythm  was  normal 
sinus  (Fig.  3). 

Case  2. — A 52 -year- old  Negro  man  with  long- 
standing hypertensive  cardiovascular  disease  was 
admitted  to  the  hospital  on  Feb.  16,  1964,  with  an 
acute  posterior  myocardial  infarction,  pulmonary 
edema,  and  shock.  He  was  digitalized  intravenously 


Fig.  3.  Case  1.  Three  limb  leads  recorded  tour  days  after 
admission.  Sinus  rhythm  with  incomplete  atrioventricular 
block. 


with  digoxin  and  maintained  on  a daily  dose  of  0.25 
mg.  intramuscularly.  He  improved  rapidly  and 
maintained  his  blood  pressure  without  vasopressor 
agents  after  a few  hours. 

On  the  tenth  hospital  day,  his  daily  maintenance 
of  digoxin  was  increased  to  0.5  mg.  by  mouth,  and 
extra  doses  of  0.25  mg.  were  given  several  times  to 
insure  full  digitalization.  A thiazide  diuretic  (Naqua) 
supplemented  with  small  doses  of  potassium,  was 
subsequently  added. 

On  the  24th  hospital  day  the  patient  developed 
bidirectional  bigeminy  (Fig.  4),  and  within  a few 
hours  became  severely  hypotensive.  Venous  pressure 
was  21  cm.  and  the  circulation  time  was  65  seconds. 
Digoxin  was  discontinued  immediately  and  addi- 
tional potassium  chloride  was  given.  Vasopressor 
agents  were  necessary  to  maintain  adequate  arterial 
pressure. 

In  the  afternoon  of  the  26th  hospital  day  the  pre- 
mature ventricular  beats  disappeared;  the  venous 
pressure  fell  to  10  cm.  and  the  circulation  time  de- 
creased to  33  seconds.  Shortly  thereafter,  vasopres- 
sor drugs  were  discontinued,  and  all  signs  of  cardiac 
failure  reverted  to  normal. 

Case  3. — A 16-year-old  white  girl  was  brought  to 
the  hospital  because  she  had  ingested  25  tablets  of 
digitoxin  (0.15  mg.)  in  a suicide  attempt.  Gastric 
lavage  was  performed  immediately  and  the  patient 
was  released. 

Three  hours  later,  she  developed  nausea,  vomiting, 
and  shortness  of  breath  and  was  returned  immedi- 
ately to  the  hospital. 

Physical  examination  disclosed  a well-developed 
young  woman  who  was  vomiting  profusely.  She  was 
also  severely  dyspneic  and  had  severe  irregularity 
of  the  pulse.  An  electrocardiogram  (Fig.  5)  showed 
sinus  rhythm  with  sino-atrial  arrest  and  nodal  es- 
cape, first  and  second  degree  atrioventricular  block, 
wandering  pacemaker,  and  premature  atrial  con- 
tractions. 

Gastric  lavage  was  again  performed,  and  treat- 
ment with  intravenous  potassium  chloride  was  be- 
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gun.  She  was  much  improved  symptomatically  with- 
in a few  hours  and  was  completely  recovered  on  the 
third  hospital  day. 

Comment 

In  case  1,  clinical  disaster  was  narrowly 
averted  when  the  admitting  physician  sus- 
pected digitalis  intoxication  soon  because  of 
electrocardiographic  abnormalities.  As  is 
often  the  case,  the  patient  had  not  under- 
stood her  private  physician’s  instructions 
and  had,  as  a result,  taken  excessive  amounts 
of  a digitalis  preparation.  Her  physician,  in 
turn,  had  not  appreciated  the  meaning  of 
her  worsening  clinical  course  and  compound- 
ed the  problem  by  excessive  use  of  mercurial 
and  thiazide  diuretics.  On  entry,  she  was 
grotesquely  edematous  and  imffiobile.  The 
emphasis  in  therapy  was  on  restoration  of 
serum  potassium  to  normal  levels  as  rapidly 
as  possible  and  on  withdrawal  of  digitalis 
and  diuretic  drugs.  Because  of  the  extreme 
degree  of  edema,  multiple  skin  punctures 
about  the  ankles  and  the  dorsa  of  the  feet 
were  made.  Infection  was  avoided  by  use 
of  moderate  doses  of  penicillin.  Many  kilo- 
grams of  fluid  were  lost  by  this  route  in  the 
first  three  days  of  hospitalization  before  the 
urinary  output  began  to  increase. 

In  case  2,  overzealous  use  of  digoxin  com- 
bined with  thiazide  diuretics  in  a patient  with 
healing  myocardial  infarction  produced  car- 
diac failure  which  responded  quickly  to  dis- 
continuance of  digoxin  and  administration  of 
additional  potassium  chloride.  Hypotension 
as  a manifestation  of  digoxin-induced  failure 
was  unexpected  and  may  have  been  condi- 
tioned in  some  way  by  the  underlying  disease. 


In  the  present  series,  case  3 is  the  only 
one  with  no  known  heart  disease  who  re- 
ceived a toxic  dose  of  digitalis  preparation. 
The  only  evidence  of  cardiac  failure  was  se- 
vere dyspnea  and  recovery  was  rapid  once 
treatment  with  potassium  was  begun. 

Two  patients  (cases  4 and  5)  developed 
severe  cardiac  failure  after  the  onset  of  digi- 
talis intoxication,  and  died  without  respond- 
ing to  treatment.  In  both  instances,  the  true 
nature  of  the  disorder  went  unappreciated 
for  unduly  long  periods  and  in  one  of  them, 
potassium  loss  was  exacerbated  by  nasogas- 
tric suction.  A third  death  was  attributable 
to  overwhelming  infection  (case  11)  rather 
than  to  digitalis-induced  cardiac  failure. 

Discussion 

Many  authors  have  recorded  observations 
which  suggest  that  digitalis  may,  under  some 
circumstances,  induce  or  tend  to  maintain 
cardiac  failure  instead  of  ameliorating  it. 
Windle’s  case,^  published  in  1917,  is  an  early 
example.  After  a toxic  dose  of  digitalis,  the 
author  noted  the  appearance  of  pulsus  alter- 
nans  and  dyspnea ; both  disappeared  when 
digitalis  was  discontinued.  More  directly, 
Batterman  and  Gutner^  showed  in  1950  that 
digitalis  intoxication  was  the  precipitating 
cause  of  congestive  failure  in  15  patients 
with  various  forms  of  heart  disease.  De- 
Graff  called  attention  to  digitalis -induced 
cardiac  failure  in  1954,  and  Kyser,^  a year 
later,  presented  two  cases  in  which  conges- 
tive failure  became  demonstrably  worse  when 
excessive  doses  of  digitalis  were  adminis- 
tered. In  eleven  of  100  cases  of  digitalis  in- 
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toxication  described  by  Crouch  and  co-work- 
ers^ dyspnea  was  a major  symptom  of  toxici- 
ty. There  were  six  similar  cases  in  Shrager’s 
series  and  in  five  of  the  six,  symptoms  of 
failure  disappeared  or  were  improved  when 
digitalis  was  discontinued  or  its  dosage  re- 
duced. And  in  1958,  Bacaner  described  three 
patients  in  whom  atrial  fibrillation  with 
rapid  ventricular  rate,  and  severe  cardiac 
failure,  presented  as  signs  of  digitalis  in- 
toxication. All  three  patients  improved  dra- 
matically when  digitalis  was  discontinued 
and  potassium  chloride  given. 

With  the  advent  of  thiazides  and  chloro- 
thiazides as  diuretic  agents  the  problem  of 
digitalis  intoxication,  even  when  dosage  of 
digitalis  does  not  seem  excessive,  has  become 
much  more  complex;  and  the  need  to  recog- 
nize increasing  cardiac  failure  as  a sign  of 
digitalis  intoxication  (and  hypopotassemia) 
is  correspondingly  more  pressing.  It  is  sig- 
nificant that  9 of  the  12  cases  presented  in 
the  present  report  were  receiving  thiazide 
or  chlorothiazide  diuretic  agents.  A tenth 
was  losing  potassium  via  nasogastric  suction 
and  in  only  two  of  the  12  was  digitalis  tox- 
icity due  to  excessive  dosage  alone. 

(ilinical  evidence  for  an  association  be- 
tween digitalis  intoxication,  hypopotassemia, 
and  cardiac  failure  is  buttressed  and  extend- 
ed by  abundant  experimental  data.  That 
digitalis  induces  potassium  loss  from  both 
cardiac  and  voluntary  muscle  was  shown 
many  years  ago  by  Calhoun  and  Harrison,^ 
and  Cattell  and  Goodell.®  These  early  find- 
ings have  been  confirmed  and  extended  by 
Hellems  and  co-workers,"  Regan  and  others,® 
and  Sarnoff  and  colleagues.^  Direct  evidence 
that  digitalis  in  toxic  amounts  exerts  a harm- 
ful effect  on  myocardial  contractility  was 
originally  obtained  by  Cattell  and  Gold’^®  and 
has  also  been  confirmed  by  many  other  work- 
ers using  various  experimental  approaches. 
Equally  important  was  the  striking  clue  sup- 
plied in  1943  by  Sampson  and  associates. “ 
They  showed  beyond  reasonable  doubt  that 
potassium  salts  were  highly  useful  in  abol- 
ishing the  effects  of  digitalis  toxicity  but, 
for  some  reason,  the  suggestion  was  not  gen- 
erally accepted  and  utilized  until  compara- 
tively recently.  With  the  work  by  Down  and 
group,’-’ however,  correction  of  hypopo- 
tassemia is  now  recognized  as  the  most  use- 
ful method  of  combating  toxic  effects  of 
digitalis  next  to  stopping  the  drug  itself. 

It  seems  reasonable  to  assume,  therefore. 


that  digitalis  toxicity  impairs  myocardial 
function  by  inducing  excessive  loss  of  potas- 
sium from  the  tissue.  If  potassium  loss  is 
severe  enough  and  lasts  long  enough,  avail- 
able evidence  suggests  that  focal  necrosis 
may  occur.  Such  lesions  were  produced  ex- 
perimentally in  rats  by  French^®  who  caused 
severe  hypopotassemia  by  dietary  means. 
That  severe  hypopotassemia  may  cause  pre- 
cisely the  same  sort  of  lesion  in  human  be- 
ings was  suggested  by  McAllen^®  on  the  basis 
of  two  cases  studied  at  autopsy.  The  case 
reported  by  Frank  and  Kindermann’"  was 
similar  except  that  the  hypopotassemia  was 
the  result  of  digitalis  intoxication,  not  die- 
tary deprivation.  The  same  sequence  was 
observed  in  cats  by  Buchner  who  observed 
widespread  myocardial  necrosis  in  40  ani- 
mals which  had  been  poisoned  with  digitalis. 
There  is  no  evidence  in  our  owm  material 
(only  two  of  whom  died)  of  irreversible 
myocardial  damage  attributable  to  digitalis 
toxicity  and  hypopotassemia.  From  the  ex- 
perimental and  clinical  observations  cited,  it 
seems  probable  that  such  lesions  occur  in 
human  beings  only  as  a result  of  the  most 
extreme  degree  of  poisoning  with  digitalis. 
But  the  stage  is  set  for  just  such  a clinical 
catastrophe  when  deepening  failure,  as  a 
subtle  and  unappreciated  sign  of  digitalis 
toxicity  and  hypopotassemia,  makes  its  ap- 
pearance. 

From  these  and  other  reports,  and  from 
the  case  material  presented,  it  seems  reason- 
able to  conclude  that,  in  the  human  being 
with  myocardial  overload  from  whatever 
cause,  digitalis  toxicity  is  capable  of  pro- 
ducing or  exacerbating  myocardial  failure 
by  inducing  excessive  loss  of  myocardial  po- 
tassium. If  the  true  nature  of  the  disturb- 
ance goes  unappreciated  and  administration 
of  digitalis  is  continued  (or  even  increased), 
the  patient  may  die  in  intractable  cardiac 
failure.  There  is  also  the  possibility,  even  if 
fatal  issue  is  avoided,  that  the  patient  may 
sustain  severe  myocardial  necrosis  and  scar- 
ring. Digitalis-induced  cardiac  failure  should 
be  considered  in  all  patients  in  whom  cardiac 
failure  appears — or  becomes  worse — after 
the  initiation  of  treatment  with  digitalis. 
This  is  doubly  true  if  potassium  loss  is  ex- 
cessive whether  because  of  diuretic  therapy, 
prolonged  vomiting,  nasogastric  suction,  or 
dietary  deprivation. 

Conclusions 

1.  If  cardiac  failure  due  to,  or  exacerbated 
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by,  digitalis  intoxication  goes  unappreciated, 
it  may  be  considered  an  indication  for  more 
digitalis.  A fatal  outcome  may  result. 

2.  Digitalis -induced  cardiac  failure  is  an 
iatrogenic  disorder  which  probably  occurs 
more  frequently,  largely  because  of  newer 
diuretic  agents,  than  formerly.  Such  failure 
should  be  suspected  in  all  patients  with  car- 
diac failure  who  are  receiving  digitalis  and 
in  whom  hypopotassemia  is  likely  for  any 
reason. 
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1965  Christmas  Greeting  Card,  pictured  above.  The  cards  sell  for  $2.55  ($2.50  plus  2% 
sales  tax)  per  25-card  box,  and  proceeds  go  to  American  Medical  Association  Education 
and  Research  Foundation. 

This  original  card  design  is  a stylized  "Partridge  in  a Pear  Tree,"  in  red  and  green 
on  a gold  background.  The  artist  suggests  that  the  sender's  name  be  imprinted  or  cards 
signed  in  the  area  indicated  on  this  sample.  Reverse  side  of  greeting  card  reads:  "This 
Christmas  greeting  benefits  the  American  Medical  Association  Education  and  Research 
Foundation." 

Direct  your  orders  to  Auxiliary  Staff  Secretary,  1801  North  Lamar  Blvd.,  Austin,  Texas. 
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BRILLIANT  YOUNGSTERS  THRIVE  ON  HEADY  STUFF  OF  SCIENCE,  Mr.  Frank  I.  Gory 


MANY  PHYSICIANS  feel  that 
s y'  M p o s I u M too  few  talented  high  school  grad- 
uates choose  the  medical  sciences 

as  a career.  The  Arizona  Medical 

School  Study  (1962)  predicts  a definite 
shortage  of  physician  manpower. 

This  shortage  is  due  to  three  factors:  (1) 
Inability  of  existing  medical  schools  to  keep 
abreast  of  the  nation’s  population  growth; 
(2)  Sharp  increase  in  usage  of  health  serv- 
ices; and  (3)  Success  of  specialized  institu- 
tions in  luring  physicians  from  private  prac- 
tice. It  is  also  expected  that  the  population 
of  the  United  States  will  increase  by  55  mil- 
lion between  1960  and  1975.  To  maintain  the 
present  ratio  of  physicians  to  population,  we 
will  need  36  new  medical  schools,  each  grad- 
uating 100  students  annually,  by  1975. 

During  the  past  ten  years  space-age  ca- 
reers in  electronics,  physics,  mathematics, 
and  engineering  have  been  made  extremely 
attractive  to  high-ability  students.  Now, 
those  having  a Ph.D.  in  mathematics  or 
physics  may  obtain  continuing  fellowship 
support.  However,  fellowships  usually  are 
not  available  to  medical  students  simply  be- 
cause of  the  long  hours  of  intensive  study 
necessary  for  success.  It  is  estimated  that 
39  percent  of  all  arts  and  science  graduate 
students  receive  scholarships  and  fellowships 
of  .$1,800  or  more  per  year,  while  only  2 per- 
cent of  medical  students  are  so  favored. 

Medicine  has  not  competed  effectively  with 
otlier  careers,  and  the  expense  involved  may 
di.scourage  well-qualified  students.  Financial 
sul)sidy  in  the  form  of  reduced  tuition,  schol- 
arshii)s,  and  low-interest  loans  should  be  con- 
templated. 

In  the  mid  50’s  a National  Education  As- 
.sociation  Study  disclosed  that  fewer  than 
100  qualified  secondary  school  physics  teach- 
ers were  being  graduated  in  the  nation.  At 


the  same  time,  space -related  corporations 
were  competing  for  the  talents  of  our  most 
capable  college  graduates.  High-ability  stu- 
dents who  might  have  chosen  medicine  as  a 
career  took  a shortcut  to  an  M.S.  or  Ph.D. 
in  physics,  mathematics,  or  engineering,  and 
“future  teachers”  accepted  higher  paying 
positions  in  industry. 

El  Paso  Talent  Recruitment  Plan 

In  1957  the  El  Paso  Public  Schools  adopt- 
ed a plan  to  encourage  more  of  our  gifted 
students  to  choose  careers  in  scientific  re- 
search, science  and  mathematics  teaching, 
engineering,  and  medicine.  As  a result,  “The 
Future  Mathematicians,  Scientists,  and  En- 
gineers” was  organized  as  an  official  section 
of  the  Trans-Pecos  Teachers  Association. 
This  new  organization,  similar  to  the  Future 
Teachers  of  America,  was  expected  to  at- 
tract 35  to  50  high-ability  students  for  a 
scientific  careers  program. 

At  a planning  conference  it  was  decided 
to  hold  an  exposition  in  the  El  Paso  County 
Coliseum,  and  to  invite  all  students  from  the 
El  Paso  area  to  attend  a series  of  lectures 
and  a comprehensive  exposition.  The  first 
conference  attracted  over  2,200  students,  and 
the  exposition  brought  more  than  10,000  stu- 
dents, teachers,  and  lay  citizens  to  the  Coli- 
seum. Typical  displays  have  included  a model 
of  an  offshore  drilling  rig  set  up  in  a 20- 
foot  tank  of  water,  an  operating  model  of  a 
high-speed  test  track,  meteorological  equip- 
ment, electronics  displays,  an  artificial  heart 
machine,  pharmaceutical  equipment,  the 
AT&T  Telstar,  NASA’s  “Gateway  to  Space” 
display,  models  of  satellites  from  the  Space 
Technological  Laboratories,  a Polaris  sub- 
marine maze,  a shipboard  satellite  tracking 
station,  and  a KIWI  atomic  engine. 
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Dr.  Russell  L.  Deter*  organized  and  presided 
over  this  symposium,  presented  at  the  1965 
Annual  Session  in  San  Antonio.  These  arti- 
cles tell  of  strong  science  programs  in  junior 
and  senior  high  school,  college  studies,  role 
of  premedical  advisors,  admission  to  medical 
school,  and  how  practicing  physicians  can 
help  prospective  doctors. 


Student  interest  was  maintained  with  a 
series  of  Saturday  morning  lectures  in  a va- 
riety of  scientific  fields.  In  the  summer  of 
1958,  the  El  Paso  Public  Schools,  in  coopera- 
tion with  the  Rotary  Club,  organized  a city- 
wide Science  Seminar  for  superior  and  tal- 
ented senior  high  school  students.  The  first 
Seminar,  a pilot  program  composed  of  24 
students,  was  praised  by  students  and  par- 
ents. Since  then  a new  seminar  has  been  or- 
ganized each  year.  In  1959  the  Summer  In- 
stitute was  added,  and  in  1961  the  El  Paso 
Junior  Seminar  was  organized. 

How  the  Plan  Works 

In  May,  teachers  submit  the  names  of  can- 
didates for  both  the  Junior  and  Science  Sem- 
inars. In  September  copies  of  the  list  are 
sent  to  principals,  counselors,  and  teachers, 
so  that  the  names  of  qualified  new  students 
can  be  added  and  the  names  of  students  no 
longer  in  the  district  can  be  removed. 

Each  candidate  completes  a questionnaire 
and  writes  a statement  explaining  why  he 
wishes  to  join  the  Seminar.  Candidates  then 
take  the  Engineering  and  Physical  Science 
Aptitude  and  the  Cooperative  School  and 
College  Ability  tests.  Other  information  in- 
cludes the  percentile  equivalent  of  test  scores, 
chronological  age,  sex,  school,  and  grade. 
Seminar  students  are  selected  by  a special 
Rotary  committee  which  is  furnished  the  in- 
formation outlined,  however,  names  of  stu- 
dents are  withheld  to  assure  objectivity. 

Each  September,  30  students  are  selected 
from  the  10th  grade  to  join  the  Seminar  for 
a three-year  term.  Eleventh  and  12th  grade 


*Dr.  Deter,  El  Paso,  is  chairman  of  the  TMA 
Committee  on  Liaison  with  Medical  Schools. 


students  are  added  to  replace  the  students 
who  have  dropped  out  or  moved. 

Students  for  the  Junior  Seminar  are  also 
selected  by  the  Rotary  committee  on  the 
basis  of  leadership  potential  (compiled  from 
recommendations  of  principals,  counselors, 
and  teachers),  achievement  scores,  and  aca- 
demic performance. 

Science  Seminars 

The  purpose  of  the  seminars  is  to  inspire 
gifted  students  to  make  a thorough  study  of 
a scientific  subject  and  to  master  the  tech- 
nique of  serious  research.  Students  are  ex- 
pected to  participate  in  laboratory  work,  the 
Regional  Science  Fair,  and  are  encouraged  to 
compete  in  the  Westinghouse  National  Tal- 
ent Search  and  the  National  Merit  Scholar- 
ship tests.  The  instruction  offered  in  the 
two-hour  Wednesday  night  sessions  is  more 
advanced  and  rigorous  than  could  possibly 
be  included  in  a high  school  curriculum. 

The  subjects  presented  at  the  seminar  are 
chosen  by  a special  curriculum  committee 
composed  of  staff  members  of  Texas  Western 
College,  the  El  Paso  County  Medical  Society, 
professional  engineers,  and  representatives 
from  local  army  installations. 

A typical  seminar  session  may  include  a 
one-hour  presentation,  illustrated  by  an  ac- 
tual demonstration  or  film.  Many  lecturers 
use  a chalkboard  and  prepare  comprehensive 
outlines  which  are  mimeographed  for  distri- 
bution. A seminar  discussion  period  follows 
the  presentation. 

Lectures  and  demonstrations  have  includ- 
ed : methods  of  research,  the  scientific  meth- 
od, chromatography,  tissue  respiration,  trans- 
fer of  energy,  neurology,  automated  instruc- 
tion, computer  principles,  psychiatry,  space 
medicine,  biochemistry,  astronautics,  astro- 
physics, optics,  astronomy,  and  philosophy 
of  science. 

El  Paso  Junior  Seminar 

During  the  1961-62  school  year  the  El  Paso 
Junior  Seminar  was  organized  to  provide  en- 
riched out-of-school  experiences  for  superior 
and  talented  students.  The  original  seminar 
was  restricted  to  60  students  who  were 
chosen  from  approximately  11,700  seventh, 
eighth,  and  ninth  graders. 

Members  of  the  curriculum  committee  felt 
that  these  students  were  too  young  to  spe- 
cialize in  any  one  field.  Therefore,  a pro- 
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gram  was  adopted  to  include  the  great  con- 
cepts in  the  culture  of  modern  man. 

Since  this  seminar  is  actually  a program 
in  leadership,  our  principals,  counselors,  and 
teachers  recommend  only  students  who  are 
accepted  leaders  in  their  schools,  have  high 
academic  potential,  and  generally  lead  their 
classes  in  all  subjects.  We  hope  to  acquaint 
these  young  people  with  the  most  important 
concepts  in  the  humanities,  so  that  they  will 
have  a broad  understanding  of  our  social 
and  cultural  institutions.  The  program  for 
the  past  two  years  has  included  topics  from 
anthropology,  geology,  modern  mathematics, 
astronomy,  art,  architecture,  law,  and  a thor- 
ough study  of  local,  state,  and  federal  gov- 
ernmental agencies.  Many  of  the  lectures 
have  been  given  on  the  campus  of  Texas 
Western  College.  Only  practicing  profession- 
al people  are  invited  to  lecture. 

This  seminar  meets  from  9 to  12  a.m.  each 
Saturday  during  the  school  year.  The  stu- 
dents receive  no  school  credit  for  attendance. 
In  addition  to  the  Saturday  morning  ses- 
sions, field  trips  have  included  a mineral 
collecting  trip,  a fossil  collecting  trip,  a tour 
of  a computer  center,  a rabies  control  unit, 
university  sanitation  laboratories,  and  a trip 
to  a regional  science  fair  in  New  Mexico. 

Summer  Institute 

In  the  summer  of  1959  the  El  Paso  Public 
Schools  sponsored  the  first  public  school 
Summer  Institute  which  was  supported  by 
the  El  Paso  Rotary  Club.  This  institute  was 
initiated  so  that  students  who  were  not  se- 
lected to  attend  National  Science  Foundation 
sponsored  programs  could  participate  in  en- 
riched study  during  the  summer.  Since  that 
time  the  Institute  has  been  expanded  to  in- 
clude a junior  high  and  a senior  high  division. 
The  six-weeks  program  includes  courses  in 
modern  mathematics,  multiple  sciences,  cre- 
ative writing  and  literature,  creative  art, 
speech  and  drama,  Hy-Speed  longhand,  law 
and  government,  photography,  and  typing. 

Since  no  federal  support  is  given  to  a sum- 
mer institute  operated  by  a public  school 
system,  oui-  students  pay  a $35  enrollment- 
tuition  fee  which  includes  the  cost  of  all  sup- 
plies, textbooks,  and  local  field  trips. 

Each  class  is  directed  by  a well-qualified 
teacliei-  who  has  majored  in  one  of  the  Sum- 
mei-  Institute  subject  areas.  In  addition, 
special  lectures  and  demonstrations  are  i)re- 


Karen  Thomas  of  El  Paso  discusses  her  winning  Science 
Fair  project,  a study  of  bacteria  and  fungi.  Karen  is  the 
daughter  of  Dr.  M.  D.  Thomas. 


sented  by  visiting  scientists  from  Texas 
Western  College,  New  Mexico  Stiite  Univer- 
sity, the  El  Paso  County  Medical  Society,  the 
El  Paso  Bar  Association,  local  industry,  and 
military  installations.  The  objectives  of  the 
summer  program  are  to  provide  enriched 
experiences  and  opportunities  for  academi- 
cally able  and  ambitious  students  who  wish 
to  do  advanced  work  which  is  normally  not 
included  in  a regular  school  curriculum.  Stu- 
dents are  encouraged  to  do  individual,  criti- 
cal, and  creative  thinking,  and  opportunities 
are  provided  for  research  work  on  special 
projects.  No  credit  is  given  for  any  course, 
but  each  student  is  awarded  a certificate 
and  his  participation  is  noted  on  his  perma- 
nent academic  record. 

During  the  school  year  field  trips  for  Jun- 
ior Seminar  students  are  restricted  to  Satur- 
days, and  for  the  Science  Seminar  to  Wednes- 
day evenings.  However,  summer  field  trips 
have  included  a five-day  trip  to  the  Texas 
oil  fields,  a nine-day  trip  to  the  National 
Science  Fair  and  World’s  Fair  in  Seattle,  a 
five-day  trip  to  the  New  Mexico  Institute  of 
Mining  and  Technology,  the  University  of 
New  Mexico,  Sandia  Base,  Lovelace  Clinic  in 
Albuquerque,  Kirtland  Air  Force  Base,  and 
a three-day  trip  to  the  archaeological  exca- 
vations at  Casas  Grandes,  Mexico.  Other 
trips  have  included  the  Petrified  Forest, 
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Sfudents  visiting  the  Southwestern  Science  Exposition  are 
intrigued  with  a tape  recording  of  missile  launchings  at 
the  White  Sands  Missile  Range. 


Grand  Canyon,  Lowell  Observatory,  White 
Sands  and  Fort  Bliss  firing  ranges,  Sacra- 
mento Peak  Observatory,  McDonald  Observa- 
tory, Holloman  Air  Force  Base,  University 
of  Arizona,  Kitt  Peak  Observatory,  and  Ari- 
zona State  University.  All  of  the  trips  are 
planned  in  advance,  and  conducted  tours  and 
lectures  are  scheduled  at  each  laboratory. 

Counseling  Program 

The  city-wide  counseling  program  for  the 
El  Paso  Public  Schools  is  under  the  direc- 
tion of  the  director  of  the  department  of 
testing  and  psychological  services.  In  order 
to  assure  uniform  counseling,  a counselor’s 
handbook  was  prepared.  Also,  we  have  es- 
tablished a College  Information  Center  where 
parents,  students,  and  counselors  may  secure 
current  information  regarding  scholarships, 
application  blanks  for  admission,  college  cat- 
alogs, and  career  data.  In  many  instances 
students  seeking  admission  to  a specialized 
program  are  referred  to  a graduate  from 
the  college  and  the  career  field  of  his  inter- 
est. These  personal  conferences  are  worthy 
adjuncts  to  regular  counseling  work. 

Suggestions  for  Medical  Recruitment 

Since  1960  the  number  of  medical  school 
applicants  has  increased.  However,  a study 
of  the  career  choices  of  the  National  Merit 
Scholarship  semi-finalists  indicates  that  too 
few  of  our  most  talented  students  are  choos- 
ing some  form  of  medicine  for  their  life 
work.  In  1964  approximately  700,000  high 
school  juniors  competed  in  the  National 


Merit  Scholarship  Testing  Program.  Almost 
14,000  were  designated  as  semi-finalists,  but 
only  1,200  of  these  talented  students  from  the 
upper  1 percent  of  high  school  juniors  indi- 
cated that  they  intended  to  enroll  in  a pre- 
medical or  medically -related  college  pro- 
gram. An  examination  of  the  career  choices 
of  these  talented  young  people  also  indicates 
that  almost  2,700  had  not  made  any  career 
choice  at  the  time  that  they  participated  in 
the  testing  program.  Thus,  these  students 
would  be  excellent  prospects  for  recruitment. 
A recent  study  entitled  “Recruitment  and 
Retention  of  Talented  College  Students”  by 
Donald  L.  Thistlethwaite,  Ph.D.,  of  the  U.  S. 
Office  of  Education  discloses  that  one  out 
of  six  students  ranking  in  the  upper  30  per- 
cent of  ability  failed  to  enroll  in  college  im- 
mediately after  graduating  from  high  school. 
Over  half  of  these  drop-outs  said  that  they 
would  have  gone  to  college  if  they  had  had 
some  financial  assistance.  Thistlethwaite  also 
stated  that  perhaps  “80%  of  the  men  and 
75%  of  the  women  could  have  been  recruited 
into  college  if  incentives  had  been  provided 
as  early  as  the  junior  year  of  high  school.” 

It  is  apparent  that  the  rising  cost  of  edu- 
cation will  prove  to  be  a major  stumbling 
block  for  many  high -ability  students  for 
whom  financial  assistance  cannot  be  pro- 
vided. An  article  in  the  April,  1965,  Wall 
Street  Jom'nal  reports  that  the  average  cost 
of  four  years  at  Harvard  has  risen  to 
$13,000.  Many  families  are  forced  to  mort- 
gage their  homes  and  their  future  retirement 
programs  to  educate  their  children.  The  U.  S. 
Office  of  Education  study  also  indicates  that 
“almost  half  of  the  stipends  from  scholar- 
ship foundations  and  over  40%  of  those 
from  private  colleges  and  federal  govern- 
mental agencies  went  to  relatively  well-to-do 
students  who  are  college-bound  in  any  case.” 
Thus,  it  is  suggested  that  scholarships  be 
awarded  only  to  needy  students  of  high 
ability. 

State  and  local  medical  societies  could  es- 
tablish more  premedical  clubs  so  that  more 
of  our  talented  young  people  may  become 
well  acquainted  with  the  various  career  op- 
portunities in  the  profession.  In  1959  Dr. 
Everet  H.  Wood  of  the  Lovelace  Foundation 
for  Medical  Education  and  Research,  Albu- 
querque, and  Dr.  S,  William  Kald  of  the  Es- 
sex County  (N.  J.)  Medical  Society  organ- 
ized the  Future  Doctors  Club  program  which 
is  similar  to  the  Future  Nurses  Club  and  the 
Future  Farmers  Club.  At  the  present  time  it 
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is  estimated  that  more  than  200  of  these 
clubs  are  in  operation,  and  a leaflet  “Start- 
ing a Future  Doctors  Club”  may  be  obtained 
from  the  AMA. 

Many  science  teachers  in  our  public  and 
private  high  schools  have  organized  premed- 
ical clubs.  However,  there  is  little  unifonn- 
ity  in  the  club  programs,  and  in  many  in- 
stances these  organizations  tend  to  become 
primarily  social,  simply  because  members  of 
the  local  medical  society  do  not  assist  in 
planning  lectures,  field  trips,  and  film  pro- 
grams. 

Professional  guidance  by  members  of  the 
local  medical  society  is  one  of  the  most  im- 
portant factors  in  the  success  of  any  pre- 
medical club.  To  assist  sponsors  and  medical 
consultants,  a handbook  describing  the  meth- 
od of  organizing  a club,  typical  programs, 
and  activities  would  be  extremely  helpful. 
In  some  instances  the  state  medical  society 
may  be  willing  to  publish  Future  Doctors 
Club  handbooks  and  provide  expert  consult- 
ant service  to  teachers  and  doctors  who  wish 
to  establish  local  recruitment  programs. 
Some  consideration  should  also  be  given  to 
a statewide  or  national  premedical  club  pro- 
gram so  that  each  student  club  could  be  af- 
filiated with  the  state  society.  This  organi- 
zation could  be  similar  to  the  Student  AMA 
and  would  give  local  clubs  a considerable 
amount  of  prestige,  particularly  if  they  were 
sponsored  directly  by  a medical  society. 

A one-day  medical  career  conference,  held 
early  in  the  school  year,  could  serve  to  re- 
cruit serious  and  talented  students  for  medi- 
cal careers,  and  to  acquaint  them  with  the 
advantages  of  joining  a future  doctors  or 
premedical  club. 

In  1961  a study  made  by  Science  Service 
indicated  that  more  than  half  of  the  students 
who  had  chosen  science  as  a career  had  made 
a tentative  career  choice  before  they  entered 
the  seventh  grade.  It  is  therefore  recom- 
mended that  medical  societies  give  serious 
consideration  to  the  organization  of  Junior 
Seminars  as  well  as  Science  Seminars  in 
their  cities. 

♦ Mr.  Gary,  Director,  Seminars  and  Institutes,  El 
Paso  Public  Schools,  Box  1710,  El  Paso  79999. 


Clark  Lamoye  of  Irvin  High  School  makes  final  adjustments 
on  his  Van  de  Graaff  generator,  a science  fair  exhibit. 


COLLEGE  GOALS  ARE  LINKED 
TO  MATURITY,  STABILITY,  DISCIPLINE 

Harold  A.  Jeskey,  Ph.D. 

MEDICAL  SCHOOLS  DEPEND  on  under- 
graduate colleges  and  universities  for  stu- 
dents well  trained  in  the  natural  sciences 
and  with  a broad  background  in  the  humani- 
ties and  social  sciences. 
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The  premedical  program  should  develop  in 
each  student: 

1.  A high  degree  of  intellectual  curiosity. 

2.  Well-disciplined  and  efficient  study 
habits. 

3.  Rapid  rate  of  reading  with  good  com- 
prehension. 

4.  Effective  communication  in  both  writ- 
ten and  oral  expression. 

5.  A high  capacity  for  hard  work  with  the 
emotional  stability,  maturity,  and  persever- 
ance to  carry  successfully  five  rigorous 
courses  per  semester. 

6.  A strong  drive  for  a continued  life  of 
learning. 

Approximately  85  percent  of  entering 
freshmen  medical  students  now  hold  bache- 
lor’s degrees;  about  88  percent  present  over- 
all grade  averages  of  B or  better.  The  rel- 
atively small  number  of  students  admitted 
with  less  than  B averages  come  from  schools 
noted  for  high  grading  standards. 

In  addition  the  medical  schools  require  a 
satisfactory  performance  on  the  Medical  Col- 
lege Admissions  Test,  which  covers  four  ma- 
jor areas:  science,  quantitative  ability,  ver- 
bal ability,  and  general  knowledge  in  non- 
science fields  including  art,  economics,  geog- 
raphy, government,  history,  literature,  music, 
philosophy,  and  psychology.  The  test  is  nor- 
mally taken  in  the  spring  of  the  junior  year 
or  the  fall  of  the  senior  year.  It  is  highly 
advisable,  therefore,  that  the  student  com- 
plete all  premedical  courses  by  the  end  of 
the  junior  year  so  as  to  be  well  prepared  for 
this  examination.  In  summary  a bachelor’s 
degree  is  now  virtually  required  for  admis- 
sion unless  the  applicant  shows  outstanding 
scholastic  achievement  and  performs  well  on 
the  admissions  test.  In  1963  there  were 
17,668  applicants  for  8,772  places,  and  the 
competition  for  admission  is  becoming  pro- 
gressively more  intense. 

The  specific  premedical  course  require- 
ments and  other  qualifications  for  admission 
vary  widely  among  the  medical  schools,  but 
all  recognize  the  importance  of  strong  train- 
ing in  science  and  a broad  liberal  education. 
In  general,  medical  schools  require  English, 
12  hours;  mathematics,  6 hours;  biology,  12 
hours ; chemistry,  18-20  hours ; physics,  8 
hours.  The  University  of  Texas  medical 
schools  also  require  a 3-hour  course  in  Amer- 
ican government. 

The  following  four-year  program  is  recom- 
mended; some  variation  in  course  sequence 
is  possible. 


Fall 


Freshman  Year 

Semester  Hours 


English  3 

Mathematics  3 

History,  Western  Civilization  3 

General  Chemistry  4 

Biology  3 

Physical  Education  1 

Spring 

English  3 

Mathematics  3 

History,  Western  Civilization  3 

General  Chemistry  4 

Biology  3 

Physical  Education  1 


Sophomore  Year 


Fall 

English  Literature  3 

Quantitative  Analysis  4 

General  Physics  4 

Foreign  Language  3 

Psychology  or  Economics  3 

Physical  Education  1 

Spring 

English  Literature  3 

Comparative  Anatomy  4 

General  Physics  4 

Foreign  Language  3 

American  Government  3 

Physical  Education  1 


(During  the  second  semester  of  the  sophomore 
year,  the  student  should  consult  with  the  chairman 
of  the  department  in  which  he  plans  to  major.) 


Junior  Year 

Fall 

Organic  Chemistry 
Foreign  Language 
Embryology* 

Major 

Humanities 

Spring 

Organic  Chemistry 
Foreign  Language 
Genetics* 

Major 

Humanities 


Semester  Hours 
4 

3 

4 
3 
3 


4 

3 

3 

3 

3 


Fall 

Major 

Major 

Major 

Humanities 

Elective 


Senior  Year 


3 

3 

3 

3 


Spring 

Major  3 

Major  3 

Major  3 

Humanities  3 

Elective  3 


*Not  required  by  medical  schools,  but  highly  rec- 
ommended. 
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Some  medical  schools  are  eliminating  quan- 
titative analysis  since  many  general  chemis- 
try courses  now  include  much  of  this  ma- 
terial. Physical  chemistry  is  highly  recom- 
mended where  the  student  has  the  mathe- 
matical background.  Genetics  is  becoming  in- 
creasingly important  and  there  appears  to  be 
some  de-emphasis  of  comparative  anatomy 
and  embryology.  General  biology  or  zoology 
should  be  presented  at  the  molecular  level. 

Most  medical  schools  do  not  require  spe- 
cific courses  in  mathematics,  but  all  stress 
mathematical  competence.  Mathematics 
through  calculus  increases  the  understanding 
of  modern  chemistry,  physics,  and  biology, 
but  premedical  students  must  not  repeat 
high  school  mathematics  courses  in  college. 

The  science  courses  should  be  fundamental, 
stressing  basic  principles  rather  than  special 
(often  less  rigorous)  courses  designed  for 
premedical  students.  Time  is  much  too  pre- 
cious for  the  premedical  student  to  elect  sci- 
ence courses  that  he  will  encounter  later  in 
medical  school ; he  should  use  his  electives  to 
broaden  his  knowledge  of  the  humanities. 

In  addition,  the  student  must  satisfy  the 
degree  requirements  of  his  undergraduate 
school,  and  most  schools  no  longer  offer  a 
premedical  major.  The  student  must,  there- 
fore, satisfy  the  requirements  of  his  major  de- 
partment along  with  the  premedical  courses. 
This  can  be  done  in  four  years,  but  the  stu- 
dent must  take  five  courses  each  semester. 

Many  premedical  students  major  in  biol- 
ogy or  chemistry  because  of  the  large  amount 
of  work  required  in  these  fields  by  the  medi- 
cal schools.  This  is  certainly  acceptable,  but 
by  no  means  necessary.  The  student  should 
major  in  any  field  in  which  his  strong  inter- 
est stimulates  his  intellectual  development. 
It  is  often  desirable  to  select  a major  field 
that  prepares  the  student  for  an  alternative 
cai'eer  in  the  event  that  he  is  not  accepted 
for  medical  school. 

Many  students  major  in  nonscience  areas 
and  complete  the  prerequisite  science  courses 
as  electives.  With  so  much  of  modern  medi- 
cine based  on  a strong  science  foundation, 
the  student  who  majors  in  a nonscientific 
field  and  elects  the  minimum  number  of  sci- 
ence courses  should  do  well  in  them  to  in- 
sure favorable  consideration  of  his  applica- 
tion. The  medical  school  is  more  concerned 
with  the  quality  and  breadth  of  the  students’ 
work  than  the  major  field  of  study. 

Finally,  the  beginning  student  must  take 


full  advantage  of  the  premedical  counseling 
service  provided  by  the  undergraduate  school, 
usually  through  a premedical  advisory  com- 
mittee. This  is  especially  important  in  plan- 
ning his  academic  program.  The  diversity 
of  educational  background  and  the  wide 
range  of  interests  of  premedical  students  re- 
quire careful  faculty  advice  in  order  that 
each  student  achieves  his  fullest  potential 
consistent  with  his  personal  interests  and 
talents.  Problems  and  questions  even  of  a 
nonacademic  nature  should  be  freely  dis- 
cussed with  the  faculty  advisor.  The  student 
should  develop  close  relationships  with  his 
teachers  so  that  the  letters  of  recommenda- 
tion sent  to  the  medical  schools  bring  out  the 
important  and  significant  intangible  and  per- 
sonal attributes,  which  no  transcript  of 
grades  shows. 

^ Dr.  Jeskey,  Professor  of  Chemistry,  Chairman, 
Premedical  Committee,  Southern  Methodist  Univer- 
sity, Dallas. 


SCIENCE,  MATHEMATICS  ESSENTIAL; 
STUDENTS  NEED  ADVISORS'  AID 

Robert  W.  Lackey,  Ph.D. 

PREMEDICAL  EDUCATION  is  the  com- 
mon term  for  the  three  or  four  years  of  col- 
lege work  which  the  student  does  in  prepara- 
tion for  medical  school,  but  the  educational 
process  is  a continuing  one  and  divisions 
based  on  organization  of  educational  facili- 
ties are  more  or  less  artificial. 

Performance  at  any  stage  tends  to  reflect 
progressive  development  of  aptitudes  and 
study  habits  as  well  as  achievement.  It  is 
from  the  pool  of  students  who  early  excel  in 
these  respects  that  recruits  for  the  various 
professions,  including  medicine,  must  eventu- 
ally come.  Fortunately  the  choice  of  a ca- 
reer does  not  have  to  be  made  at  an  early 
age ; through  elementary  school  and  even 
through  high  school  there  is  no  need  (and 
actually  there  is  little  opportunity)  for  spe- 
cialization. If,  however,  the  student  is  de- 
veloping a joy  in  learning,  a capacity  for 
concentration,  and  a facility  in  communica- 
tion and  especially  in  reading,  he  is  laying  a 
proper  foundation  for  whatever  course  of 
study  he  may  choose  to  pursue. 

Through  this  interval,  the  student  should 
seek  breadth  of  experience  toward  develop- 
ing his  interests  and  learning  something  of 
his  aptitude  so  that  eventually  his  goal  can 
be  chosen  with  confidence. 
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Until  he  enrolls  in  college,  a young  per- 
son’s choice  of  profession  probably  should  be 
considered  tentative,  for  decisions  made 
while  the  student  is  immature  always  should 
be  subject  to  reevaluation  as  his  experience 
is  broadened.  I believe  the  subjects  of  criti- 
cal importance  through  this  interval  are  Eng- 
lish and  mathematics,  plus  development  of 
facility  in  reading  and  communication.  The 
education  of  a physician  should  be  and,  I 
think,  is  now,  a unified  process  if  the  schools 
attended — elementary,  secondary,  college,  and 
professional — are  each  such  as  to  bring  out 
the  student’s  potential. 

Since  knowledge  of  the  chemical  and  phys- 
ical principles  underlying  biologic  function 
and  its  aberrations  in  disease  is  being  pro- 
gressively widened,  it  seems  inescapable  that 
the  student  must  enter  medical  school  with 
a strong  background  in  sciences.  A more 
exacting  preparation  is  a facet  of  the  general 
program  of  upgrading  educational  standards 
at  all  levels  including  the  professional  school. 
Meanwhile,  it  is  generally  accepted  that  the 
physician  needs  a broad  educational  experi- 
ence outside  the  field  of  science  to  reach  his 
potential  in  making  available  to  his  com- 
munity the  services  for  which  his  special 
knowledge  prepares  him.  Both  he  and  his 
community  will  profit  from  his  training  in 
the  social  sciences  and  the  humanities,  espe- 
cially in  the  area  of  communication.  This 
increased  emphasis  on  the  humanities  and 
social  sciences  has  been  interpreted  by  many 
to  mean  a de-emphasis  of  the  science  back- 
ground. Certainly  such  should  not  be  the 
case! 

More  than  85  percent  of  the  freshmen  en- 
tering medical  schools  of  the  United  States 
in  1964  had  completed  four  years  of  college. 
The  average  amount  of  college  work  in  the 
sciences  required  for  admission  is  only  33 
semester  hours,  or  28  percent  of  the  minimal 
number  of  hours  required  for  a bachelor’s 
degree.  The  continuity  of  the  subject  matter 
in  premedical  science  courses  and  those 
which  must  be  mastered  in  medical  school  is 
so  close  that  the  student  obviously  should 
take  more  science  courses  than  are  currently 
required  for  medical  school  admission.  A 
good  student  can  do  this  in  four  years  and 
still  have  time  for  courses  outside  the  science 
area,  even  to  the  extent  of  a major  in  a non- 
science field. 

In  general,  admissions  committees  do  not 
discriminate  against  applicants  who  major 
in  nonscience  fields.  Personally,  I agree  with 


those  who  favor  a science  ma j or  with  a minor 
in  nonscience  areas.  Of  course,  there  is  a 
small  percentage  of  medical  students  who  ex- 
pect to  choose  a career  in  academic  medicine 
and  research.  Those  who  expect  to  go  this 
route  would  do  well  to  choose  at  least  a mi- 
nor in  mathematics. 

The  question  of  improving  premedical  edu- 
cation, assuming  a continuing  supply  of 
raw  material  of  the  same  potential,  boils 
down  to  an  improved  motivation  which  is 
related  to  better  teaching  and  improved  un- 
derstanding on  the  part  of  the  student  of  the 
rewards  of  scholarship.  In  most  colleges  in 
this  geographic  area,  a large  fraction  of  the 
student  body  is  made  up  of  students  who  can- 
not really  be  considered  serious  students. 
They  play  some  role  in  determining  the 
standards,  to  the  detriment  of  more  capable 
students.  Insofar  as  is  practicable,  this 
should  be  taken  into  account  in  determining 
the  makeup  of  sections  of  a course  when 
more  than  one  section  is  offered.  Serious, 
capable  students,  whether  premedical  or  not, 
should  be  allowed  or  even  strongly  encour- 
aged to  group  with  and  compete  with  their 
intellectual  peers.  The  same  goal  is  attained 
when  the  premedical  student  attends  a col- 
lege where  a sizable  segment  of  the  students 
are  preprofessional. 

This  is  not  to  advocate  special  basic  sci- 
ence courses  designed  to  teach  principles 
which  apply  specifically  to  medicine.  To  the 
contrary,  the  more  desirable  course  is  one  in 
which  the  student  learns  the  basic  principles 
of  the  discipline  without  their  being  in  any 
sense  narrowed  or  “watered  down.”  The 
student  then  will  be  prepared  to  meet  and 
understand  not  only  the  applications  now 
required,  but  also  future  applications. 

When  a student  enters  college,  he  usually 
finds  premedical  advisors  who  can  and  are 
willing  to  help  solve  his  problems.  Before 
this  time,  the  physician  who  is  interested  in 
the  current  problems  of  the  prospective  pre- 
medical student  can  be  of  real  help  through 
participation  in  career  days,  group  confer- 
ences, and  particularly  through  personal  con- 
ferences. His  role,  as  I see  it,  is  not  to  re- 
cruit in  the  usual  sense  of  the  word,  but 
rather  to  serve  as  a source  of  information. 
Better  than  anyone  else,  he  can  tell  the  stu- 
dent what  the  profession  has  to  offer  and, 
equally  important,  what  it  demands.  He 
should  also  be  prepared  to  give  the  student  a 
realistic  picture  of  the  competition  to  be  met 
in  preparation  for  medical  school,  and  possi- 
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bly  in  some  cases  he  can  encourage  or  per- 
haps discourage  the  student’s  choice.  In  any 
case,  he  should  remember  to  impress  on  the 
student  that  desire  is  not  enough.  Almost 
without  exception,  those  who  compete  for  a 
place  in  medical  school  will  qualify  in  this 
respect,  and  the  ones  who  are  accepted  will 
have,  in  addition,  sound  academic  records 
and  outstanding  qualities  of  character  and 
leadership. 

I Dr.  Lackey,  Assistant  Dean  for  Student  and  Cur- 
ricular Affairs,  The  University  of  Texas  South- 
western Medical  School,  Dallas. 


ADMISSION  TO  MEDICAL  SCHOOL 

Mr.  Warren  G.  Harding 

PREMEDICAL  EDUCATION  requirements 
have  been  determined  to  a great  extent  by 
changes  in  medicine  itself  and,  to  a lesser 
degree,  by  the  composition  and  expansion  of 
college  courses. 

Admission  requirements  were  first  stand- 
ardized in  1894  when  the  Association  of 
American  Medical  Colleges  set  forth  these: 

1.  An  English  composition  in  the  hand- 
writing of  the  applicant,  of  not  less  than  200 
words,  said  composition  to  include  construc- 
tion, punctuation  and  spelling. 

2.  Arithmetic — fundamental  rules,  decimal 
fractions  and  ratio  and  proportion. 

3.  Algebra — including  quadratics. 

4.  Physics — elementary. 

5.  Latin — an  amount  equal  to  one  year  of 
study  as  indicated  in  Harkness’s  Latin  reader. 

It  was  not  until  1900  that  the  same  Asso- 
ciation increased  the  requirements  to  include 
a high  school  diploma  or  its  equivalent  as 
evidenced  by  examination. 

Abraham  Flexner’s  survey  of  medical 
schools  and  the  subsequent  report  in  1910 
brought  about  drastic  changes  in  the  medi- 
cal curriculum,  and  the  decade  1910-1920 
marked  the  establishment  of  medical  educa- 
tion as  a university  discipline  with  definite 
educational  standards.  Requirements  for  ad- 
missions were  soon  increased  to  two  years  of 
college,  but  World  War  II  was  in  its  forma- 
tive stages  before  the  present  three-year  re- 
(luirement  was  stipulated.  Ten  schools  today 
require  a degree;  many  more  recommend 
it  and  in  practice,  the  majority  of  entering 
medical  students  have  a bachelor’s  degree. 


All  medical  schools  today  have  the  same 
basic  premedical  course  requirements,  and 
all  are  looking  for  high-level  intellectual  abil- 
ities and  for  personal  and  social  maturity. 

In  general,  the  academic  requirements  con- 
sist of  one  and  a half  to  two  years  of  biology, 
two  to  two  and  a half  years  of  chemistry, 
one  year  of  physics,  one  year  of  mathematics 
(only  two  schools  require  calculus),  and  two 
years  of  English.  Only  18  schools  currently 
require  a foreign  language. 

Prescribed  courses  are  chosen  with  the  ex- 
plicit hope  that  this  exposure,  primarily  to 
the  natural  sciences,  will  give  the  student  the 
concepts  and  vocabulary  necessary  to  pass 
the  course  work  in  medical  school,  and  to 
cope  with  the  ever-increasing  advances  which 
stem  primarily  from  the  basic  disciplines  of 
physics,  mathematics,  chemistry,  and  biolo- 
gy. Important  as  this  objective  is,  however, 
the  major  function  of  the  liberal  arts  college 
is  to  aid  in  the  development  of  perceptive, 
knowledgeable  citizens.  Second  in  importance 
only  to  the  scientific  knowledge  of  medicine, 
a physician  needs  to  understand  himself  and 
his  fellow  man  in  relation  to  the  world  in 
which  he  lives.  The  undergraduate  program 
cannot  provide  a total  education  in  this  field 
but  it  should  give  the  student  the  basic  pre- 
cepts on  which  he  can  build  and  develop.  In 
this  regard,  most  medical  schools  tend  to  give 
the  premedical  student  wide  latitude  in  the 
choice  of  a major. 

We  are  all  aware  that  greater  scientific 
advances  have  been  made  in  medicine  since 
World  War  II  than  in  the  preceding  period 
from  the  dawn  of  history.  These  advances 
will  without  doubt  continue  in  the  years 
ahead,  and  medical  schools  are  steadily  re- 
vising their  curriculums  to  cope  with  this 
expanding  body  of  medical  knowledge.  In 
numerous  instances,  the  curriculum  has  been 
extended  over  a full  calendar  year  and  in  the 
additional  time  the  medical  student  has  been 
given  greater  opportunity  to  explore  in  depth 
the  subjects  that  interest  him  most.  Numer- 
ous fellowships  are  available  to  those  with 
research  interests  and  combination  programs 
leading  to  the  M.S.  or  Ph.D.  as  well  as  the 
M.D.  degree  are  available  at  many  schools. 
With  this  expanded  body  of  medical  knowl- 
edge and  change  in  the  medical  curriculum, 
we  might  wonder  why  specific  premedical  re- 
quirements have  not  also  increased.  Changes 
have  also  occurred  on  the  college  campuses, 
and  physicians  who  took  two  years  of  biology 
and  two  or  three  years  of  chemistry  20  years 
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ago  would  hardly  recognize  the  courses  of- 
fered under  the  same  titles  today. 

Though  there  are  minor  variations,  the 
basic  procedures  for  admission  to  medical 
school  are  similar.  During  the  past  four 
years,  Texas  applicants  increased  from  ap- 
proximately 550  to  an  estimated  800  this 
year.  With  290  places  available  in  Texas 
schools  and  another  50  or  60  gaining  admis- 
sion each  year  to  schools  outside  the  state, 
the  ratio  of  applicants  to  admissions  has 
changed  from  roughly  65  percent  in  1960  to 
45  percent  admitted  to  the  classes  in  1965. 
Medical  school  admission  committees  were 
faced  a few  years  ago  with  the  task  of  find- 
ing a sufficient  number  of  qualified  appli- 
cants to  fill  their  classes.  Today  it  has  be- 
come a process  of  selecting  those  who  are 
best  qualified,  with  full  realization  that  all 
qualified  applicants  cannot  be  admitted.  Our 
efforts,  however,  to  recruit  outstanding  stu- 
dents must  not  let  up. 

Almost  without  exception,  medical  school 
admission  is  now  the  responsibility  of  a fac- 
ulty committee  consisting  usually  of  five  or 
more  members.  These  committees  carefully 
review  those  intellectual,  personal,  and  social 
traits  considered  first  as  necessary  attributes 
to  equip  the  student  to  satisfactorily  com- 
plete the  medical  curriculum,  and  second  as 
prerequisites  for  responsible  practitioners  of 
medicine. 

College  grades  are  perhaps  the  most  im- 
portant single  indication  of  medical  school 
performance.  Medical  schools  do  recognize 
that  grading  policies  and  standards  may  vary 
from  one  school  to  another  and  adjustments 
are  sometimes  made  on  that  basis.  With  the 
current  competition,  students  who  hope  to 
receive  serious  consideration  for  admission 
must  achieve  an  overall  B minus  average 
with  B or  better  in  their  last  academic  year. 

The  Medical  College  Admission  Test,  re- 
quired by  all  medical  schools,  gives  the  ad- 
missions committee  an  indication  of  the  stu- 
dent’s scholastic  aptitude  and  ability  not  only 
of  achievement  but  also  of  retention. 

The  subtest  on  verbal  ability  measures  his 
vocabulary  and  his  ability  to  read  and  com- 
prehend. The  quantitative  ability  subtest  re- 
quires application  of  basic  mathematical 
principles.  The  science  subtest  covers  basic 
physics,  chemistry,  and  biology,  and  the  gen- 
eral information  section  measures  cultural 
knowledge.  Most  schools  interpret  scores  in 
light  of  overall  academic  performance  and 
actual  course  work  completed. 


Several  factors  are  utilized  in  the  evalua- 
tion of  nonintellectual  characteristics.  All 
Texas  colleges  and  universities  have  faculty 
committees  who  advise  premedical  students 
and  furnish  information  to  medical  school 
admissions  committees.  Additional  informa- 
tion is  gained  from  interviews,  personal  rec- 
ommendations, application  forms,  and  auto- 
biographical sketches.  Emotional  and  physi- 
cal health  are  evaluated  from  health  data 
submitted  by  the  student  and  his  physician, 
and  sometimes  by  personality  inventories  and 
psychiatric  interviews. 

The  application  period  extends  from  Sep- 
tember through  January  with  selection  of 
classes  completed  in  March  or  April  prior 
to  matriculation.  Therefore  students  who  are 
not  accepted  for  medical  school  have  time  to 
make  other  plans. 

Most  medical  schools  have  developed  close 
working  relationships  with  the  undergradu- 
ate advisory  committees.  Frequent  corres- 
pondence, visits  to  college  campuses  and  oc- 
casional conferences  at  the  medical  school 
have  provided  a good  interchange  of  infor- 
mation. Reports  of  students’  medical  school 
performance  aid  premedical  committees  in 
follow-up  and  evaluation  of  their  program. 

Communication  with  the  practicing  physi- 
cian has  been  somewhat  more  difficult.  In 
many  instances  his  knowledge  has  been  based 
predominantly  on  what  he  knew  5,  10,  or 
even  20  years  ago,  and  to  some  extent  on  in- 
formation furnished  by  unsuccessful  appli- 
cants. It  is  interesting  to  note  that  we  sel- 
dom receive  over  two  letters  of  recommenda- 
tion for  the  student  who  has  demonstrated 
outstanding  ability.  But  many  files  will  re- 
veal 10  to  15  letters  for  those  students  who 
either  have  failed  to  utilize  their  abilities 
while  in  college  or  who  perhaps  do  not  have 
the  necessary  aptitude  or  motivation.  These 
letters  are  often  filled  with  inaccuracies 
based  on  information  which  the  applicant 
has  given  to  his  sponsor.  Time  will  not  per- 
mit a detailed  reply  to  each  letter,  but  we  do 
try  to  answer  any  questions  which  are  raised, 
and  often  attempt  to  explain  in  detail  why 
a particular  student  has  not  been  accepted. 

We  have  met  with  the  TMA  Committee  on 
Liaison  with  Medical  Schools  on  several  oc- 
casions and  have  discussed  ways  in  which  we 
might  better  communicate  with  the  physi- 
cian. This  symposium  is  a beginning,  but  to 
be  successful  it  must  be  followed  up  by  meet- 
ings at  the  local  level  and  by  visitation  with 
premedical  advisory  committees.  Opportuni- 
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ties  to  meet  with  county  medical  societies  or 
to  participate  in  medical  career  programs 
would  be  of  benefit,  and  all  physicians  have 
a standing  invitation  to  visit  our  campuses 
and  to  discuss  the  current  requirements  and 
procedures  for  admission  to  medical  schools. 

^ Mr.  Harding,  Assistant  Director  and  Dean  of  Stu- 
dent Affairs,  University  of  Texas  Medical  Branch, 
Galveston. 


COLLEAGUES  OF  TOMORROW 
NEED  GUIDELINES  TODAY 

Peter  B.  Kamin,  M.D. 

WHEN  THE  NATIONAL  program  of  medi- 
cal student  recruitment  was  started  five 
years  ago  the  reasons  and  the  goals  were 
clear,  and  students’  attitudes  toward  medi- 
cine as  a career  caused  anxiety  both  in  or- 
ganized medicine  and  in  government.  The 
number  of  well -qualified  college  students 
seeking  medical  careers  was  declining.  About 
1963,  three  j^ears  later,  this  trend  was  chang- 
ing as  the  ratio  of  medical  school  applicants 
per  available  space  had  begun  to  broaden. 
Since  that  time,  there  has  been  a steady  in- 
crease in  this  ratio  until,  during  the  past 
year,  most  medical  schools  had  a healthy 
number  of  applicants. 

Several  reasons  have  been  given  for  this 
turning  of  the  tide,  such  as  medical  student 
recruitment  programs  and  the  increasing 
postwar  population  of  college  students. 

What  should  this  mean  to  physicians? 
Should  recruitment  efforts  be  abandoned? 
Perhaps  so,  if  we  call  this  “recruitment”  and 
nothing  else.  However,  the  job  started  for 
recruitment  reasons  accomplished  much  more 
than  that.  Many  other  problems  in  premedi- 
cal and  medical  education  have  been  recog- 
nized, and  need  to  be  solved.  There  are  am- 
ple reasons  why  we  physicians  should  be  in- 
terested and  concerned. 

The  TMA  Committee  on  Medical  Careers 
is  approximately  four  years  old,  only  recent- 
ly realizing  and  developing  positive  long- 
term programs.  It  should  remain  flexible  as 
situations  in  premedical  and  medical  educa- 
tion continue  to  change.  Permanent  long- 
term purposes  include  liaison  between  col- 
leges and  junior  and  senior  high  schools,  and 
information,  ideas  and  recommendations  de- 


veloped in  this  Committee  will  be  transmitted 
to  local  medical  careers  committees. 

There  are  many  programs  which  local 
medical  careers  committees  may  develop ; the 
objectives  and  accomplishments  extend  be- 
yond recruitment  of  top-level  students  to 
medicine.  Equally  important  aims  are  to 
help  clarify  and  even  alter  changing,  fre- 
quently misunderstood,  and  often  frustrat- 
ing programs  of  premedical  education  as 
they  involve  students,  teachers,  and  parents. 

Recommended  Programs 

1.  Gathering  and  making  reference  ma- 
terials available  is  a valuable  aid  to  students 
and  teachers  for  general  reading,  themes, 
science  projects  and  career  information. 
These  should  include  annual  catalogues  from 
regional  colleges,  medical  schools,  and  the 
Association  of  American  Medical  Colleges; 
reference  catalogues  for  financial  aid ; pamph- 
lets on  careers  in  medicine;  current  medical 
journals,  textbooks,  and  encyclopedias;  and 
medical  dictionaries.  Once  this  reference  sec- 
tion is  developed,  a few  articles  in  local  news- 
papers are  all  you  need  to  bring  hungry  read- 
ers to  your  library. 

2.  Encouragement  of,  and  active  partici- 
pation in,  local  high  school  science  fairs  can 
include  presentation  of  special  awards  from 
your  medical  society  for  outstanding  exhibits 
relating  to  medical  sciences. 

3.  Future  Physicians  Clubs  in  high  schools 
need  sponsorship.  Essex  County  Medical  So- 
ciety, 120  Halstead  Street,  East  Orange,  N. 
J.,  can  provide  information. 

4.  County  societies  can  work  with  the  pre- 
medical advisor  to  sponsor  premed  clubs  at 
local  colleges,  furnish  speakers,  films,  and 
occasionally  a good  scientific  lecture. 

5.  Offer  speakers  to  PTA  meetings,  sci- 
ence club  meetings,  and  similar  functions. 

6.  A telephone  committee  well-informed 
on  medical  careers  can  offer  help  in  answer- 
ing telephone  inquiries  directed  to  the  medi- 
cal society  office ; these  often  come  from  stu- 
dents, teachers,  and  parents. 

7.  Panels  on  careers  in  medicine,  to  which 
students,  parents,  and  teachers  of  junior  and 
senior  high  schools  and  local  colleges  are  in- 
vited, stimulate  interest. 

8.  Good,  continuous  liaison  with  junior  and 
senior  public  and  private  high  schools,  par- 
ticularly with  superintendents  and  counsel- 
ors, should  be  established. 

For  the  most  part,  the  attitude  of  students 
and  parents  toward  medicine  as  a career  has 
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not  changed  over  the  years.  An  increasing 
number  of  fine  professions  are  known  and 
acceptable  to  them,  and  medicine  ranks  high. 
Parents  and  students  are  becoming  more 
aware  of  opportunities  for  financial  aid  in 
professional  education,  such  as  loans  from 
the  AMA,  state  medical  associations,  local 
medical  societies,  and  government,  and  schol- 
arships and  private  loans.  They  have  positive 
reasons  for  looking  at  other  professions — 
high  on  the  list  is  the  total  time  and  expense 
of  premedical-medical-hospital  training. 

Student  counseling  at  the  junior  and  sen- 
ior high  school  levels  should  concern  us  a 
great  deal.  Although  counselors  are  careful- 
ly selected  and  most  are  adequately  trained, 
they  often  lack  complete  and  accurate  infor- 
mation concerning  premedical  and  medical 
education  and  the  various  categories  and  op- 
portunities in  medical  fields.  The  fault  is 
ours,  not  theirs,  and  we  must  implement  bet- 
ter relations  between  the  counselors,  college 
advisors,  medical  school  personnel,  and  physi- 
cians in  practice.  In  brief,  j unior-senior  high 
school  counselors,  teachers,  parents,  and  stu- 
dents should  clearly  understand  that: 

1.  Funds  are  available  where  needed  to 
supplement  expenses  for  premedical  and 
medical  education. 

2.  The  majority  of  students  admitted  to 
medical  schools  today  have  strong  B aver- 
ages in  college  work,  a minority  have  A 
averages,  some  have  a strong  C.  However, 
the  necessity  for  capacity  effort  in  under- 
graduate school  should  never  be  minimized. 

3.  “Pull”  seldom  gains  admission  for  un- 
qualified students.  Physicians’  sons  are  often 
admitted  but  primarily  through  their  per- 
sonal achievements;  each  year  many  other 
physicians’  sons  are  turned  away. 

4.  Medicine  offers  multitudes  of  channels 
to  satisfy  the  scientific  as  well  as  humani- 
tarian desires  of  any  student  with  such  mo- 
tives in  mind  for  his  professional  life. 

5.  Physicians  are  interested,  and  are  avail- 
able for  advice  and  guidance. 

A major  problem,  facing  all  who  plan  col- 
lege work,  is  not  only  the  selection  of  a col- 
lege but  also  the  planning  of  a good  college 
program.  This  is  particularly  difficult  for 
premedical  students.  This  question  has  come 
to  our  local  committee  on  medical  careers 
many  times,  and  has  been  discussed  recently 
by  the  TMA  Committee  on  Medical  Careers. 
An  attempt  was  made  two  years  ago  to  ob- 
tain useful  information  concerning  this  sub- 
ject from  the  deans  of  Texas  medical  schools. 
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No  uniform  reply  resulted,  except  that  many 
colleges  in  Texas,  including  the  Southwest 
Conference  schools  and  several  smaller  col- 
leges, provide  excellent  departments  which 
can  adequately  prepare  students  for  admis- 
sion to  medical  schools.  There  was  general 
agreement  from  the  medical  schools  that  suc- 
cess depends  more  on  the  student  than  on  the 
college,  although  each  medical  school  recog- 
nized that  certain  colleges  had  stronger  de- 
partments and  more  competitive  scholastic 
programs,  and  admissions  committees  con- 
sider this  in  the  complete  evaluation  of  a stu- 
dent. A strong  premedical  advisory  depart- 
ment apparently  indicates  a good  college  for 
premedical  education. 

The  TMA  Committee  on  Medical  Careers 
has  queried  premedical  advisors  of  every 
Texas  college  which  provides  a substantial 
number  of  medical  students.  These  included 
all  of  the  Southwest  Conference  schools  and 
about  15  or  20  smaller  colleges.  Our  purpose 
was  to  develop  some  data  for  student  refer- 
ence and  also  to  better  understand  programs 
and  problems  in  premedical  education.  The 
questions  included:  Why  do  freshman  pre- 
medical students  often  change  their  career 
plans?  Why  are  students  not  accepted  to 
medical  school?  What  are  some  problems  of 
premedical  education  from  the  standpoint  of 
the  student  and  of  the  college  and  premedical 
advisors,  and  what  can  physicians  in  private 
practice  do  to  aid  both?  The  questionnaire 
also  requested  a four-year  census  of  the  num- 
ber of  students  registered  as  premedical  in 
the  freshman  classes,  the  number  who  com- 
pleted requirements  for  and  applied  to  medi- 
cal school,  the  number  accepted,  and  to  which 
schools  they  applied  and  were  accepted. 

Findings 

1.  In  most  colleges  in  our  study,  premed 
students  registered  as  such  constitute  3 to  5 
percent  of  the  incoming  freshman  class. 

2.  Of  those  students,  less  than  half  go  on 
to  complete  medical  school  admission  require- 
ments and  apply  to  medical  schools. 

3.  Of  those  students  applying  to  medical 
schools,  our  information  indicates  that  75 
percent  of  the  applicants  from  the  Southwest 
Conference  schools  were  admitted.  With  one 
or  two  exceptions  smaller  colleges  have  less 
than  50  percent  of  their  student  applicants 
admitted  to  a medical  school.  We  cannot 
draw  positive  conclusions  from  these  figures 
although  it  may  be  likely  that  larger  num- 
bers of  more  capable  students  with  more  pos- 
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itive  and  well-developed  motivations  toward 
medicine  attend  larger  schools  for  reasons 
which  we  have  not  yet  analyzed. 

4.  The  problems  of  premedical  students  are 
not  greatly  different  from  those  of  other 
undergraduates  who  seek  a good  professional 
education. 

5.  A freshman  student  who  has,  in  high 
school,  learned  how  to  think  freely  and  ana- 
lyze rather  than  memorize  not  only  performs 
better  in  college  but  also  retains  more  infor- 
mation. As  a rule,  students  from  superior 
junior  and  senior  high  school  systems  per- 
form better  in  college. 

6.  An  outstanding  deficiency  among  fresh- 
man premedical  students  is  the  inability  to 
use  the  English  language,  especially  in  read- 
ing and  comprehension;  another  is  insuf- 
ficient grounding  in  mathematics. 

7.  Several  advisors  indicated  that  many 
college  students  are  totally  incapable  of  do- 
ing college  work;  others  have  no  desire  to 
attend  college  and  are  there  to  satisfy  de- 
sires of  parents  or  other  adults,  and  register 
as  premed  students.  Several  advisors  sug- 
gested that  physicians  in  career  counseling 
attempt  to  discourage  such  students  at  the 
high  school  level. 

8.  Potentially  good  students  veer  away 
from  medicine  when  they  realize  that  other 
careers  have  more  appeal,  are  perhaps  less 
challenging  and  demanding  or,  in  some  cases, 
less  expensive  and  require  less  training  time. 

9.  Poor  scholastic  performance  by  poten- 
tially good  students  may  be  due  to  many  fac- 
tors— poor  study  habits,  lack  of  necessary 
drive  and  capacity  for  hard  work,  lack  of 
adequate  motivation,  absence  of  a previous 
challenge  with  discouragement  and  lack  of 
confidence,  excessive  social  pressures  includ- 
ing fraternity  and  sorority  obligations,  and 
others.  Such  impending  failure  often  causes 
career  changes. 

10.  There  has  been  increasing  competition 
for  students  of  high  science  ability  from 
graduate  schools  and  industry  other  than 
medicine,  government  agencies,  teachers’  as- 
sociations and  others,  all  of  which  carry  on 
recruitment  programs.  Many  offer  oppor- 
tunities for  part-time  work  and  income. 

1 1 . Students  who  perform  well  in  college 
and  are  recommended  by  premedical  advis- 
ory committees  usually  are  accepted  in  one 
of  the  Texas  medical  schools,  and  few  un- 
qualified students  will  be  admitted.  Students 


who  have  taken  more  courses  in  greater 
depth,  including  the  humanities,  as  well  as 
physical  sciences  and  math,  have  better 
chances  of  doing  well  on  the  MCAT  and 
achieving  medical  school  admission. 

12.  Some  premed  advisors  believe  that 
there  should  be  less  emphasis  on  a categor- 
ized premedical  education  and  more  empha- 
sis on  a good  general  education  to  fulfill  re- 
quirements of  medical  schools  for  admission. 
Good  background  in  the  humanities  as  well 
as  in  the  sciences  prepares  the  student  for 
the  practice  of  medicine,  which  deals  with 
the  lives  of  human  beings  and  their  environ- 
ment. 

13.  All  of  the  advisors  felt  that  there  has 
been  a lack  of  good  communication  between 
medical  colleges,  college  premedical  advisors, 
practicing  physicians,  and  high  schools.  They 
ask  that  unless  physicians  really  know  latest 
facts  concerning  new  trends  in  education, 
and  the  tremendous  challenge  which  students 
must  face  at  every  level  in  order  to  achieve 
an  M.D.  degree,  they  should  not  counsel  stu- 
dents at  all.  Particularly,  they  should  not 
make  students  feel  that  getting  into  medical 
school  from  the  high  school  level  is  a rather 
simple  procedure.  They  feel  that  local  medi- 
cal careers  committees  can  perform  a valu- 
able service  by  giving  students  accurate  in- 
formation, and  that  personal  contact  be- 
tween physicians  and  students  will  accom- 
plish these  ends  very  well. 

It  was  apparent  that  the  prime  motive  of 
premedical  advisors  is  to  help  students  real- 
ize their  fullest  potential  and  satisfactorily 
complete  an  education  which  will  provide  for 
them  a sound  and  happy  future  life.  Advisors 
are  aware  that  a student  should  prepare  for 
other  career  possibilities  should  he  change 
his  mind  or  fail  to  be  admitted  to  medical 
school ; attempts  at  counseling  are  made  with 
this  in  mind  although  many  students  who 
need  counseling  fail  to  seek  it.  The  problem 
concerning  students  who  fail  to  achieve  med- 
ical school  admission  needs  considerable  re- 
appraisal, insofar  as  their  future  profession- 
al lives  are  concerned. 

Many  things  in  medicine  have  changed 
over  recent  years.  Statistics  indicate  that  pre- 
medical students  are  performing  more  capa- 
bly on  their  admission  tests  than  in  the  past, 
but  I believe  that  this  rising  level  of  intelli- 
gence and  ability  to  achieve  encompasses  not 
only  college  students  but  American  society 
in  general.  There  is  every  indication  that 
this  will  continue  to  progress  as  the  prob- 
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lems  of  social  unrest  which  now  exist  in  our 
country  are  resolved  and  the  levels  of  educa- 
tion for  all  people  are  upgraded.  This  will 
mean  that  future  physicians  cannot  encapsu- 
late themselves  to  diagnosis  and  treatment 
of  disease.  Not  only  must  they  be  a part  of 
general  society  as  other  business  and  profes- 
sional men  are,  but  they  must  participate  in 
continuing  education  in  order  to  fully  appre- 
ciate the  nature  of  man  in  relation  to  his 
past,  present,  and  future  environment. 

In  my  opinion,  one  of  the  greatest  motiva- 
tions of  students  who  select  medicine  is  a 
deep  curiosity  and  desire  to  learn  about  man 
— his  creation,  his  chemistry  and  anatomy, 
his  thinking,  his  sickness  and  his  health,  his 
mental  and  physical  capacities,  and  his  rela- 
tionship to  his  fellows  and  to  his  environ- 
ment. For  most  of  them,  as  it  was  for  us, 
college  is  the  last  opportunity  for  this  type 
of  education.  I believe  that  many  good,  in- 
telligent students  may  elect  not  to  study 
medicine  simply  because  they  cannot  accept 
the  requirement  of  spending  their  college 
educational  life  in  a world  of  science  alone. 
Giving  these  students  the  opportunity  to 
study  humanities  and  the  social  and  beha- 
vioral sciences  in  addition  to  basic  require- 
ments for  admission  to  medical  schools  may 
indeed  attract  even  more  high  quality  stu- 
dents to  the  medical  sciences. 

However,  the  fact  that  top  achieving  high 
school  students  choose  other  fields  is  no 
cause  for  alarm  or  even  anxiety  at  this  time. 
Medical  school  applications  are  increasing. 
Efforts  such  as  ours,  as  well  as  the  increas- 
ing number  of  college  students  and  an  up- 
grading of  our  school  programs  in  both  arts 
and  sciences,  should  maintain  this  trend  for 
many  years.  Even  though  fine  students  are 
attracted  to  other  fields,  rigid  premedical 
programs  and  the  strongly  competitive  medi- 
cal school  admissions  procedures  provide  a 
desirable  strata  of  medical  students  with 
motivations  and  capabilities  to  fit  the  needs 


of  our  country  in  the  various  fields  of  medi- 
cine. I am  not  sure  that  medical  schools 
admitting  only  Phi  Beta  Kappas  and  Alpha 
Omega  Alphas  would  fill  the  need  quite  as 
well. 

Physicians  concerned  with  this  important 
phase  of  American  medicine  can  do  these 
things : 

1.  Clearly  learn  the  challenge  which  pre- 
medical students  face  today,  not  only  from 
the  premedical  curriculum  per  se  but  also 
from  the  general  academic  program. 

2.  Understand  the  problems,  purposes,  and 
fiinctions  of  junior  and  senior  high  school 
counselors,  of  premedical  advisory  commit- 
tees in  colleges,  and  of  medical  school  ad- 
missions committees. 

3.  Provide  accurate,  basic  and  honest  in- 
formation to  premedical  students  at  all  levels. 

4.  Stimulate  interest  in  highly  capable, 
scientifically  oriented  students  to  go  into 
medicine,  and  help  them  maintain  interest  so 
that  they  will  not  shift  to  another  profession. 

5.  Prevent  inadequate  performance  of  solid 
students  during  the  first  couple  of  years  in 
college  until  it  is  too  late;  help  them  under- 
stand the  necessity  of  a rigid  program  from 
their  freshman  year  up. 

6.  Physicians  and  all  premedical  and  medi- 
cal educators  should  strive  for  a continuous 
reappraisal  of  premedical  courses  for  greater 
stimulation  and  challenge,  and  toward  an 
overall  solid  educational  experience. 

7.  Aid  in  upgrading  programs  in  junior 
and  senior  high  schools  and  maintaining  a 
good  continuous  liaison  with  teachers  and 
counselors  of  these  schools. 

8.  Volunteer  to  work  with  groups  such  as 
county  medical  society  careers  committees, 
and  for  other  community  projects  aimed  at 
helping  young  people  use  their  abilities  to 
the  fullest  in  careers  suited  to  their  intel- 
lectual, educational,  and  personality  needs. 

^ Dr.  Kamin,  Past  Chairman,  TMA  Committee  on 
Medical  Careers,  216  Medical  Professional  Bldg., 
San  Antonio  78212. 


Volume  61,  OCTOBER,  1965 


745 


Spondylotic  Cauda  Equina 
Radiculopathy 


SPONDYLOTIC  CERVICAL  my- 
REVIEW  articles  elopathy  or,  as  it  is  more  familiarly 

■ but  less  accurately  called,  cei*vical 
spondylosis,  was  recognized  in  the 
early  1950’s,i'^  and  is  now  the  most  frequent- 
ly occurring  spinal  cord  disease  of  the  mid- 
dle aged  and  elderly,  with  the  possible  excep- 
tion of  tumor.  Disorders  Avhich  once  were 
diagnosed  as  primary  lateral  sclerosis,  Erb’s 
syphilitic  spinal  sclerosis,  subacute  combined 
degeneration  without  pernicious  anemia,  pure 
spinal  multiple  sclerosis,  or  amyotrophic  lat- 
eral sclerosis  are  now  so  regularly  proven  to 
be  spondylotic  myelopathy  that  one  wonders 
whether  any  of  the  other  diseases  (except- 
ing amyotrophic  lateral  sclerosis)  even  exist. 

Cauda  equina  disorders  caused  by  arth- 
rosis or  spondylosis  may  be  even  more  fre- 
quent than  the  cervical  ones,  which  they  re- 
semble so  much  pathogenetically.  However, 
unfamiliarity  Avith  these  disorders  may  re- 
sult in  misdiagnoses  of  disk  rupture,  cauda 
equina  tumor,  intermittent  claudication,  and 
even  post-spinal  anesthetic  palsy  or  tabes  in- 
stead. The  lumbar  disease  duplicates  almost 
every  feature  of  its  cervical  counterpart  ex- 
cept for  the  anatomical  site  and  the  neural 
structures  affected. 


Cervical  myelopathy  is  Avholly  secondary 
to  changes,  brought  on  by  aging,  Avhich  fur- 
ther decrease  the  dimensions  of  an  unusually 
small  spinal  canal.  When  the  disks  and  the 
inelastic  yellow  ligaments  bulge  a few  milli- 
meters into  the  spinal  canal,  extension  of  the 
neck  increases  the  encroachment  and  causes 
abnormal  pressure  on  the  cord.  Eventually, 
these  pressures  cause  gradual  spasticity  and 


Presented  before  the  Texas  Ne^tropsychiatric  As- 
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other  features  of  clinical  ceiwical  disease. 
Most  of  us  have  generous-sized  spinal  canals, 
the  dimensions  of  which  are  not  included  in 
routine  radiological  reports.  That  fact  and 
the  commonness  of  hypertrophic  change  have 
led  many  physicians  to  think  that  narroAved 
disk  spaces  and  hypertrophic  ridges  are  al- 
Avays  unimportant  simply  because  they  often 
exist  in  the  absence  of  neurological  disease. 

How  closely  the  caudal  radiculopathy 
caused  by  encroachment  of  surrounding 
structure  into  the  spinal  canal  parallels  the 
cervical  disease  (even  to  the  effect  of  com- 
plete block  being  produced  by  extension)  Avill 
be  apparent  in  the  case  reports  Avhich  folloAV. 
Patients  Avith  spondylotic  cauda  equina  com- 
pressions also  have  abnormally  small  spinal 
canals,®’®  and  suffer  AAdien  the  bulging  of  a 
degenerated  disk  combines  AAuth  enlarged 
apophyseal  joints  and  infolded  and  thickened 
yellow  ligaments  (also  a part  of  the  spon- 
dylotic process)  to  compress  the  cauda 
equina.’^'  ® Extension  of  the  back  or  even 
normal  lordosis  increases  the  pinch  on  neural 
structures  Avhile  flexion  has  the  reverse  ef- 
fect® as  a rule,  just  as  in  the  neck.  Myelo- 
graphic  blocks  present  in  extension  may  open 
up  in  flexion.  As  Avith  cervical  spondylosis, 
the  happiest  results  folloAV  early  recognition 
and  adequate  operation,  Avhich  is  decompres- 
sive laminectomy  rather  than  removal  of  the 
disk  by  burroAving  in  laterally  betAveen  lami- 
nae. Just  as  spondylotic  cervical  myelopathy 
used  to  be  confused  Avith  amyotrophic  lateral 
sclerosis,  the  cauda  equina  lesion  of  lumbar 
spondylosis  presently  is  confused  Avith  inter- 
mittent claudication.  Physicians  generally  do 
not  knoAV  of  this  second  reason  for  a man’s 
legs  becoming  painful,  numb,  and  Aveak,  and 
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Cauda  equina  disorders  caused  by  spondylosis 
are  often  misdiagnosed  as  disk  ruptures,  tu- 
mors, intermittent  claudication,  tabes,  or  re- 
sults of  spinal  anesthesia.  Case  reports  and 
myelograms  show  distinguishing  factors.  The 
condition  occurs  in  persons  with  abnormally 
small  spinal  canals. 


do  not  distinguish  between  the  effects  of  ex- 
ercise and  the  lordotic  posture.  The  most 
dramatic  parallel  between  the  two  conditions 
is  seen  when  spondylosis  victims  are  sub- 
jected to  acute  increase  in  lordosis.  When  a 
patient  with  spondylotic  cervical  myelopathy 
has  his  head  pushed  back  sharply,  as  in  a 
fall  on  his  face,  he  risks  contusion  of  his 
spinal  cord.  If  a patient  who  cannot  walk 
fully  erect  because  of  spondylotic  cauda 
equina  compression  is  placed  in  an  extended 
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or  lordotic  low  back  position  while  being 
anesthetized,  the  result  may  be  paralysis  and 
numbness  of  the  legs  and  inability  to  control 
the  bowels  or  bladder.  Spinal  anesthesia 
may  be  blamed,  but  if  general  anesthesia 
was  employed  the  supposition  may  be  that 
a disk  herniation  occurred  while  the  patient 
was  in  the  anesthetized  state. 

The  present  unfamiliarity  with  spondy- 
lotic cauda  equina  injury  is  due  not  so  much 
to  lack  of  published  description  as  to  the 


Table  1. — Principal  Surgical  and  Myelographic  Observations  on  Lumbar  Spondylosis  Syndromes. 


Authors 

Instances 

Disk  Bulge 

Facets  Large 

Laminae  Thick 

Yellow  Ligament 
Thick 

Disk  Narrow, 
Spurs 

Block 

Level 

Laminectomy 

Relief 

Author’s 

Terminology 

Bailey  & Casamajor 

5 

+ 

Osteoarthritic  compression 

-f 

+ 

of  roots. 

Elsberg 

22 

±: 

+ 

Peculiar  disease. 

Parker  & Adson 

5 

+ 

+ 

+ 

Compression  by  hypertrophic 

arthritis. 

Towne  & Reichert 

2 

+ 

+ 

+ 

L2-3 

+ 

Compression  by  thickened 

L4-5 

ligamenta  flava. 

Spurling,  Mayfield  & Rodgers 

7 

— 

-b 

+ 

— 

all 

+ 

Hypertrophy  of  ligamenta 

L4-5 

flava. 

Cramer 

26 

+ 

+ 

Cauda  equina  radiculitis. 

Van  Gelderen 

2 

— 

+ 

L3-4 

-b 

Cauda  syndrome  of  standing 

(in  lordosis). 

Verbiest 

7 

+ 

+ 

-b 

+ 

L2-3 

+ 

Developmental  narrowness 

L 4-5 

of  lumbar  canal. 

Epstein 

14 

-b 

+ 

+ 

+ 

+ 

+ 

L4-5 

+ 

Spondylosis  of  the  lumbar 

spine. 

Blau  & Logue 

6 

+ 

+ 

+ 

L 3-4 

-b 

Intermittent  claudication  of 

L4-5 

cauda  equina. 

Teng  & Papatheodorou 

30 

+ 

+ 

+ 

— 

+ 

L 3-4 

-b 

Lumbar  spondylosis  with 

L 4-5 

compression  of  cauda  equina. 

LS(1) 

-t  : Prominent  or  commonly  present.  — : Usually  minor  or  absent.  it  : Ambiguous  report. 
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fact  that  past  obsei'vers^®'^^  fixed  upon  a spe- 
cific aspect  of  the  condition  (Table  1) . There- 
fore this  single  disease  has  appeared  in  print 
in  the  guise  of  several  different  diseases, 
and  none  of  these  reports  generate  the  con- 
viction that  attends  a consideration  of  the 
whole  disease  process. 

Within  the  past  two  and  one-half  years  I 
have  encountered  12  patients  with  cauda 
equina  lesions,  quite  severe  for  the  most  part, 
due  to  lumbar  spondylosis.  Ten  of  these  were 
misdiagnosed  over  long  periods  of  time.  Disk 
herniation,  intermittent  claudication  due  to 
leg  ischemia,  tumor,  tabes  dorsalis,  and  neu- 
rotoxicity of  a spinal  anesthetic  were  the 
principal  erroneous  diagnoses.  A selection  of 
these  experiences  is  instructive. 

Case  Reports 

Case  1. — A 56 -year -old,  mildly  diabetic  carpen- 
ter had  “pins  and  needles”  sensation  ascending  from 
his  feet  to  his  legs  when  walking  ever  shorter  dis- 
tances during  the  previous  three  years.  Relief  came 
seconds  after  he  sat  down.  Once  he  persisted  in 
walking  after  the  paresthesias  became  intense,  and 
was  unable  to  void  for  several  hours  afterward. 
Neurological  function  was  normal  except  for  mild 
weakness  of  extension  of  the  great  toes.  Leg  pulses 
were  normal. 

The  lateral  lumbar  roentgenogram  revealed  an 
innocent-appearing  spondylolisthesis  with  para- 
sagittally  oriented  facets  at  the  L 4-5  interval,  plus 
narrowing  and  hypertrophic  spurring  at  the  lum- 
bosacral interspace.  Myelography  showed  a com- 


plete block  at  the  L 4-5  level  (Fig.  1).  In  lateral 
projection  this  myelogram  disclosed  a defect  that 
appeared  due  as  much  to  posterior  as  to  anterior 
extradural  encroachment. 

Upon  exploration  the  hypertrophic  facets  bulged 
dorsalward  and  medially  as  two  prominent  knobs 
which  almost  touched  the  spinous  pi’ocess  between 
them.  Under  the  heavy  L 4-5  laminae  the  yellow 
ligament  was  infolded  and  depressed  upon  the  cauda 
equina.  The  disk  was  not  protuberant  or  ruptured 
and  was  not  removed.  Following  laminectomy  this 
patient  could  walk  without  limit  and  promptly  re- 
turned to  work. 

Case  2. — An  83-year-old  man  with  atheromatous 
leg  vessels  had  sympathectomy  and  femoral  angio- 
plasty; general  anesthesia  was  used,  and  the  patient 
was  placed  in  supine  position  with  a folded  sheet 
under  his  back.  He  awakened  with  anesthesia  of 
the  perineum  and  legs,  paralysis  below  the  knees, 
and  inability  to  control  his  bow’els  or  bladder.  For 
two  weeks  specialists  puzzled  over  this  “peculiar 
disease,”  to  use  Elsberg’sH  term.  Suspecting  disk 
herniation,  a neurologist  ordered  myelograms,  but 
the  patient  refused  to  lie  prone  because  of  the  back 
pain  this  produced,  and  myelography  was  not  done. 

On  questioning,  the  patient  described  attacks  of 
severe  back  pain  occurring  since  the  age  of  nine 
when  he  fell  on  ice.  He  was  40  when  he  had  his 
last  severe  attack,  during  which  he  had  to  be  lifted 
onto  and  off  his  cot  for  six  weeks.  As  he  grew 
older  he  could  sit  and  drive  with  comfort,  but  could 
not  lie  supine  or  prone  because  of  pain.  The  opera- 
tion for  intermittent  claudication  was  done  because 
of  severe  numbness  and  weakness  of  the  legs  when 
the  patient  walked  two  and  one-half  blocks;  he 
could  obtain  complete  relief  after  sitting  down  for 
40  seconds. 

The  spine  as  seen  in  a urogram  (Fig.  2)  was 
fused  down  to  L 4.  Heavy  lateral  and  anterior 


Fig.  1.  Myelogram,  case  1,  showing  complete  block  at  thesis  is  present  at  this  space,  and  the  block  is  not  pro- 

L 4-5  interspace.  In  the  lateral  view,  slight  spondylolis-  duced  by  the  anterior  encroachment  of  the  disk  alone. 
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spurs  surrounded  the  L 4 disk  which  was  of  nor- 
mal thickness. 

With  the  patient  on  his  side,  an  upper  lumbar 
puncture  was  easily  made,  Pantopaque  injected, 
and  the  needle  bent  over  flush  with  the  skin  and 
covered  with  a dressing.  The  myelogram  (Fig.  3) 
made  with  the  patient  lying  supine  on  the  needle 
and  with  legs  flexed  reveals  total  block  at  the  L 4-5 
interspace. 

At  operation  (with  the  back  strongly  flexed  to 
avoid  further  injury)  the  facets  were  huge  and 
kissed  the  intervening  spinous  process.  The  yellow 
ligament  was  hypertrophic  and  depressed,  and  a dry 
shred  of  cartilage  could  be  seen  through  a ruptured 
annulus.  There  was  no  free  cartilage  in  the  spinal 
canal.  After  operation  this  man  could  lie  extended 
and  stand  straight.  His  feeling  and  power  began 
to  return  to  his  legs,  but  his  sphincter  function  re- 
mained faulty. 

Case  3. — The  patient’s  initial  complaints  were  al- 
most identical  to  those  in  case  2,  and  were  brought 
on  by  back  extension  or  lordosis;  the  diagnosis  was 


Fig.  2.  Anteroposterior  roentgenogram,  case  2.  The  thoracic 
and  lumbar  vertebrae  down  to  L 4 are  fused  and  L 5 ap- 
pears fused  to  the  sacrum.  The  only  joint  in  the  lumbar 
spine  retaining  motion  is  L 4-5,  which  has  developed  large 
lateral  spurs. 


ischemic  claudication.  The  superficial  femoral  ar- 
teries were  severely  atheromatous  but  angiograms 
revealed  fairly  good  collateral  circulation.  After  bi- 
lateral prosthetic  angioplasty,  the  patient  had  a 
severe  cauda  equina  deficit.  A fortnight  later  a 
neurologist  diagnosed  disk  herniation  and  had  a my- 
elogram made. 

Plain  films  of  the  spine  showed  slight  L 4-5  spon- 
dylolisthesis. The  myelographic  block  was  complete 
with  evidence  of  posterior  encroachment.  The  op- 
erative findings  and  the  clinical  result  parallel 
those  of  case  2. 

Case  — An  obese,  retired  teacher  had  her  cervix 
removed  and  cystocele  and  rectocele  repaired  under 
spinal  anesthesia  in  1959.  She  failed  to  recover  sad- 
dle sensation,  had  weakened  lower  legs,  constant 
back  pain,  and  was  thereafter  obliged  to  wear  rub- 
ber pants  because  of  fecal  and  urinary  incontinence. 
Numerous  physicians  attributed  this  result  to  sensi- 
tivity to  Pontocaine.  Lumbar  spine  films  (Fig.  4) 
showed  spondylolisthesis  of  L 5 on  S 1 without  the 
usual  neural  arch  defect.  Horizontal  orientation  of 


Fig.  3.  Anteroposterior  myelogram,  case  2,  shows  bilateral 
narrowing  of  the  sac  by  encroachment  of  the  hypertrophic 
facets  at  the  site  of  the  complete  block  opposite  the  L 4-5 
interspace. 
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Fig.  4.  Lateral  roentgenogram  in  case  4 shows  second  de- 
gree lumbosacral  spondylolisthesis  with  development  of  a 
buttress  of  hypertrophic  bone  from  the  anterior  sacrum. 
There  is  no  pars  interarticularis  defect  at  L 5,  and  the 
neural  arch  and  spinous  process  have  moved  forward  with 
the  L 5 body,  presumably  due  to  malorientation  or  other 
incompetence  of  the  facets. 

facets  allowed  the  L 5 lamina  to  follow  the  body  for- 
ward instead  of  remaining  in  the  usual  position.  Mye- 
lography disclosed  a sharp  cut-off  of  the  caudal  sub- 
arachnoid space  at  the  spondylolisthetic  interspace. 

Contrary  to  the  belief  that  she  would  recover  lost 
function  slowly  if  at  all,  she  became  continent  im- 
mediately after  laminectomy;  three  weeks  postop- 
eratively  she  had  no  pain,  her  leg  strength  was  im- 
proving, and  she  said  that  she  had  used  laxatives 
with  no  soiling. 

It  is  my  belief  that  intra-operative  catas- 
trophies  such  as  these  are  not  rare,  and  that 
inquiry  would  turn  up  other  cases  in  elderly 
people,  especially  those  unable  to  walk  erect 
or  lie  extended  with  comfort,  who  have  been 
placed  in  the  supine  position  to  facilitate  sur- 
gical ])rocedures.  No  doubt  spinal  anesthetic 
agents  have  received  unjust  blame  for  some 
of  these  misfortunes. 


Fig.  5.  Lateral  myelogram,  case  5,  shows  the  classical  fea- 
tures of  spondylotic  cauda  equina  compression.  There  is 
spondylolisthesis  at  the  L 4-5  space  where  a high  degree 
myelographic  block  exists.  The  anterior  defect  produced 
by  the  disk  is  small,  whereas  the  posterior  defect  due  to 
the  infolded  yellow  ligament  and  the  overlying  laminae  is 
large.  Two  operations  for  herniated  disk  (interlaminal  ap- 
proach) failed  to  provide  comfort  for  this  patient. 

Case  5. — An  elderly  lady  with  a long  story  of  back 
and  bilateral  leg  pains,  aggravated  by  standing  and 
by  supine  lordosis,  gained  relief  by  drawing  her 
knees  up  under  her  chin.  Following  myelography 
the  L 4 disk  was  removed  by  a unilateral  inter- 
laminal approach.  That  failed  to  relieve  her,  and  a 
second  myelogram  showed  greater  obstruction.  Car- 
tilage from  the  opposite  side  of  the  same  space  was 
removed  interlaminally.  When  this  failed,  the  pa- 
tient changed  physicians.  In  the  lateral  myelogram 
(Fig.  5)  made  before  her  first  operation,  significant 
L 4-5  spondylolisthesis,  insignificant  disk  promi- 
nence, and  major  posterior  encroachment  by  the 
ligament  infolded  beneath  hypertrophic  laminae 
were  seen. 

This  is  an  example  of  a not  uncommon 
problem  for  neurosurgeons  and  orthopedists. 
The  clinical  features  suggest  disk  herniation 
and  a large  myelographic  defect  seems  con- 
firmatory, but  at  operation  a disappointingly 
small  disk  prominence  is  found,  and  the  pa- 
tient is  unbenefited.  Recognition  of  the  more 
complex  spondylotic  process  rather  than  disk 
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Fig.  6.  Spondylotic  compression 
at  L 3-4  and  L 4-5  levels.  The 
anterior  defect  at  L 4-5,  due 
to  the  disk  bulge,  is  the  largest 
seen  in  this  series.  The  block 
at  L 4-5  was  complete  until 
the  back  was  flexed,  whereupon 
the  medium  passed  inferiorly. 


herniation  alone,  followed  by  adequate  re- 
moval of  laminae  and  yellow  ligament  instead 
of  a disk,  is  the  solution. 

Case  6. — Fusion-produced  stresses  on  a lumbar 
joint  are  a cause  of  spondylosis.  This  man  under- 
went lumbosacral  disk  removal  and  fusion  12  years 
earlier  and  at  that  time  the  L 4-5  space  was  nor- 
mal. Since  fusion,  the  L 4-5  space  became  narrow 
and  spondylolisthetic.  The  myelogram  revealed 
complete  block. 

Case  7. — An  elderly  man  with  chronic  low  back 
and  leg  complaints  was  thought  to  have  a herniated 
disk.  He  did  have  cauda  equina  encroachment  at 
multiple  levels  with  a block  at  the  L 4-5  interspace 
(Fig.  6),  which  was  complete  on  extension  but 
opened  when  the  back  was  flexed.  This  type  of 
myelogram,  with  the  opaque  material  broken  up  into 
several  masses  sequestered  back  of  several  lumbar 
vertebral  bodies,  is  often  mistaken  for  subdural 
extra-arachnoid  injection  and  the  proper  diagnosis 
and  surgical  indications  are  consequently  over- 
looked. 

Case  8. — Perfectly  documented  tabes  dorsalis  was 
diagnosed  as  a cause  of  “lightning”  pains  in  the 
legs.  These  pains  were  abolished  by  staged  bilateral 
chordotomy,  and  no  deficits  resulted  except  for  the 
expected  analgesia.  Months  after  his  last  chordoto- 
my, the  patient  felt  “painless  electric  shocks”  in 
his  legs.  Examination  showed  asymmetrical  lower 


Fig.  7.  Anteroposterior  myelograms,  case  8,  show  Charcot's 
spine  with  almost  complete  block  to  downward  migration 
of  the  medium  at  the  L 3-4  disk,  and  almost  complete 
block  to  upward  migration  from  the  destroyed  L 4-5  disk. 
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leg  weakness  in  addition  to  tabetic  deficits  and 
those  resulting  from  chordotomy. 

Lumbar  spine  x-rays  revealed  an  extreme  form 
of  spondylosis — Charcot’s  arthropathy — at  the  L 4 
and  L 5 levels.  Descent  of  opaque  medium  was 
blocked  at  the  L 3-4  space,  and  ascent  at  the  L 4-5 
space  (Fig.  7).  This  block  was  wholly  due  to  lat- 
eral and  posterior  encroachment  by  facets,  laminae, 
and  ligaments;  after  these  were  removed  the  an- 
terior wall  of  the  spinal  canal  was  smooth  and  un- 
ridged. 

Summary 

Cervical  and  lumbar  spondylosis  occur  in 
patients  with  spinal  canals  a little  smaller 
than  average.  In  both,  some  longstanding 
abnormality  attended  by  unfavorable  stresses 
on  a disk  and  its  facets,  neural  arches,  and 
yellow  ligaments,  results  in  increased  pos- 
terior prominence  of  the  disk,  hypertrophic 
changes  in  facets  and  arches,  and  hypertro- 
phy, loss  of  elasticity,  and  infolding  of  the 
yellow  ligament,  the  latter  especially  in  ex- 
aggerated lordosis.  In  both  ailments  the  con- 
tained neural  structures  are  intermittently 
compressed  in  a pincers,  and  lordosis  pro- 
duces complete  or  nearly  complete  myelo- 
graphic  block.  Innumerable  small,  perma- 
nent lesions  gradually  accumulate  and  final- 
ly produce  a recognizable  neurological  dis- 
ease. When  this  affects  the  cauda  equina  it 
is  often  misdiagnosed  as  intermittent  claudi- 
cation. In  anesthetized  patients  with  lumbar 
spondylosis,  there  is  danger  of  acute  cauda 
equina  injury  analogous  to  the  hyperexten- 
sion catastrophies  which  sometimes  befall 
cervical  spondylosis  patients. 

The  cauda  equina  radiculopathy  caused  by 
spondylotic  changes  in  the  lumbar  spine 
often  lead  to  multiradicular  pain  and  neuro- 
logical deficits  resembling  the  effects  of  acute 


herniation  of  a lumbar  disk  or  cauda  equina 
tumor.  If  the  compression  is  milder  and  in- 
termittent, varying  with  the  posture  and 
physical  activity,  the  victim  may  have  only 
intermittent  leg  tingling,  transient  weakness, 
and  sphincter  impairment  mimicking  inter- 
mittent claudication.  This  condition  also  can 
simulate  the  pains  and  neurological  deficits 
of  tabes  dorsalis  and  the  toxic  effect  of  spinal 
anesthetics  on  the  cauda  equina. 

REFERENCES 

1.  Brain,  W.  R.,  et  al. : Neurological  Manifestations  of  Cervi- 
cal Spondylosis,  Brain,  75:187  (June)  1952. 

2.  Mair,  W.  G.  P.,  and  Druckman,  R. : Pathology  of  Spinal 
Cord  Lesions  and  Their  Relation  to  the  Clinical  Features  in 
Protrusion  of  Cervical  Intervertebral  Discs,  Brain,  76:70  (March) 
1953. 

3.  Payne,  E.  E.,  and  Sp'llane,  .J.  D. : Cervical  Spine : Ana- 
tomico-Pathological Study  of  70  Specimens  (Using  Special  Tech- 
nique) with  Particular  Reference  to  Problem  of  Cervical  Spon- 
dylosis, Brain,  80  :571  (Dec.)  1957. 

4.  Reid.  J.  D.:  Effects  of  Flexion-Extension  Movements  of 
Head  and  Spine  Upon  Cervical  Cord  and  Nerve  Roots,  J.  Neurol. 
Neurosurg.  Psyehiat.  23:214  (Aug.)  1960. 

5.  Verbiest,  H.:  Radicular  Syndrome  from  Developmental 
Narrowing  of  Lumbar  Vertebral  Canal,  J.  Bone  Joint  Surg. 
36B:230  (May)  1954. 

6.  Verbiest,  H. : Further  Experiences  on  Pathological  Influ- 
ence of  Developmental  Narrowness  of  Bony  Lumbar  Vertebral 
Canal,  J.  Bone  Joint  Surg.  37B  :576  (Nov.)  1955. 

7.  Epstein,  J.  A.,  and  Epstein,  B.  S. : Neurological  and 
Radiological  Manifestations  Associated  with  Spondylosis  of  Cer- 
vical and  Lumbar  Spine.  Bull.  N.  Y.  Acad.  Med.  35:370  (June) 
1959. 

8.  Teng,  P.,  and  Papatheodorou,  C. : Lumbar  Spondylosis 
with  Compression  of  Cauda  Equina.  Arch.  Neurol.  8:221  (Feb.) 
1963. 

9.  Van  Gelderen,  C. : Ein  orthotisches  (Lordotisehes)  Kauda 
syndrom,  Acta  Psyehiat.  Scand.  23:57  (June  17)  1948. 

10.  Bailey,  P.,  and  Casamajor,  L. : Osteo-arthritis  of  Spine 
as  Cause  of  Compression  of  Spinal  Cord  and  Its  Roots  with 
Reports  of  Five  Cases,  J.  Nerv.  Ment.  Dis.  38:588,  1911. 

11.  Elsberg,  C.  A.:  Experiences  in  Spinal  Surgery;  Obser- 
vations Upon  60  Laminectomies  for  Spinal  Disease,  Surg.  Gynec. 
Obstet.  16:117  (Feb.)  1913. 

12.  Towne,  E.  B.,  and  Reichert,  F.  L. : Compression  of 
Lumbosacral  Roots  of  Spinal  Cord  by  Thickened  Ligamenta 
Flava,  Ann.  Surg.  94:327  (Sept.)  1931. 

13.  Cramer,  F. : A Note  Concerning  the  Syndrome  of  Cauda 
Equina  Radiculitis,  Bull.  Neurol.  Inst.  N.  Y.  3:501  (March) 
1934. 

14.  Blau,  J.  N.,  and  Logue,  V.:  Intermittent  Claudication 
of  Cauda  Equina ; Unusual  Syndrome  Resulting  from  Central 
Protrusion  of  Lumbar  Intervertebral  Disc,  Lancet,  1:1081  (May 
20)  1961. 

1^  Dr.  Ehni,  Hermann  Professional  Building:,  Hous- 
ton 77025. 


752 


Texas  State  Journal  of  Medicine 


Clinicopathologic  Conference 

Scott  and  White  Clinic 


J.  Campbell  Gilliland,  M.D.;  Varley  F.  Young,  D.V.M.; 

Donald  N.  Dysart,  M.D.;  Bob  Burleson,  LL.B.,  and  James  C.  Stinson,  M.D. 


When  a baby  with  no  history  of  illness  is 
found  dead  in  his  crib,  the  physician  called 
to  the  scene  often  is  in  doubt  as  to  his  med- 
ical and  legal  responsibilities.  These  are  dis- 
cussed, as  are  the  medical  aspects  regarding 
possible  cause  of  death. 


AT  THE  REQUEST  of  civil  au- 
cpc  thorities,  a postmortem  examina- 
tion was  performed  on  a Caucasian 
boy,  aged  three  months.  The  in- 
fant had  appeared  in  good  health  on  the  pre- 
vious warm  night,  and  the  parents  had  left 
him  at  home  alone  for  awhile.  When  they 
returned,  the  baby  seemed  all  right.  How- 
ever, at  about  5 o’clock  the  next  morning  he 
was  found  dead  in  his  crib,  which  was  lo- 
cated on  the  opposite  side  of  the  room  from 
a running  air  conditioner,  window  type. 
Dried,  brownish  material,  possibly  dried 
blood,  was  in  the  child’s  ears.  Because  this 
material  was  in  the  dead  baby’s  ears,  the 
county  attorney  ordered  that  his  body  be  re- 
moved to  the  hospital  where  roentgenograms 
were  made  and  an  autopsy  was  performed. 


This  is  the  third  in  a series  of  clinicopathologic 
conferences  from  Scott  and  White  Clinic,  Temple. 
Serving  as  guest  editor  is  Dr.  James  C.  Stinson, 
Department  of  Surgical  Pathology  and  Pathologic 
Anatomy.  Other  participants  are  Dr.  Gilliland,  De- 
partment of  Pediatrics;  Dr.  Young,  Department  of 
Clinical  Pathology  and  specialist  in  microbiology; 
Dr.  Dysart,  Department  of  Radiology  and  Radioac- 
tive Isotopes;  and  Mr.  Bob  Burleson,  attorney  at  law, 
associated  with  the  firm  of  Skelton,  Bowmer,  Court- 
ney, and  Burleson  of  Temple. 


Postmortem  Examination 

DR.  JAMES  C.  STINSON:  The  unem- 
balmed body  was  that  of  a well  nourished, 
well  developed  boy  approximately  three 
months  of  age.  Some  dried  blood  was  in  both 
of  his  outer  ears,  and  frothy  sanguineous 
material  exuded  from  his  nose.  Superficial 
abrasions  appeared  on  both  lower  extremities. 

DR.  J.  CAMPBELL  GILLILAND : These 
were  abrasions,  they  were  not  bruises? 

DR.  STINSON:  They  were  abrasions. 
They  had  the  appearance  of  insect  bites 
which  had  been  scratched. 

DR.  GILLILAND : I do  not  know  of  any 
three-month-old  infant  who  is  able  to  scratch 
lesions  on  his  legs.  Therefore,  I raise  the 
question : Who  scratched  the  baby’s  legs  ? 

Dr.  STINSON : Bloody  fluid  was  aspi- 
rated from  the  cisterna  magna. 

DR.  GILLILAND : At  this  point,  I would 
like  to  determine  just  how  bloody  the  fluid 
was  and  if  this  was  a traumatic  or  a clean 
tap. 

DR.  STINSON:  It  was  a bloody  tap,  but 
external  trauma  was  not  indicated  in  that 
area. 

DR.  GILLILAND : I would  assume  then 
that  this  bloody  tap  resulted  from  the  pa- 
thologist’s technique  rather  than  from  some- 
thing else. 

DR.  STINSON : I didn’t  say  that,  but  it 
might  have  been.  The  scalp  was  reflected  in 
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the  usual  manner,  and  the  skin  and  sub- 
cutaneous tissue  appeared  normal.  When  the 
scalp  was  removed,  the  surface  of  the  major 
fontanel  was  clean.  Serosanguineous  mate- 
rial was  aspirated  for  bacteriologic  exami- 
nation. 

DR.  GILLILAND : From  where  was  this 
fluid  aspirated? 

DR.  STINSON : It  was  aspirated  through 
the  fontanel  into  the  subdural  space. 

DR.  GILLILAND:  Was  this  a moderate 
amount  of  serosanguineous  material? 

DR.  STINSON : A small  amount — no  more 
than  one  would  expect  to  find  in  a normal 
subdural  tap. 

The  calvaria  was  removed.  The  surface  of 
the  brain  appeared  very  edematous  and  the 
surface  vessels  were  injected.  The  cerebral 
hemispheres  were  removed,  one  hemisphere 
at  a time.  Purulent  meningitis  was  not  evi- 
dent on  the  surface  or  on  the  base.  Some 
blood  was  in  the  tentorium.  This  structure 
did  not  appear  torn.  Softening  of  the  pons 
was  apparent,  but  this  probably  was  not  sig- 
nificant because  the  body  had  not  been  em- 
balmed. Sections  were  made  through  both 
cerebral  hemispheres.  There  was  no  blood 
in  the  lateral  ventricles.  When  the  right  and 
left  inner  ears  were  examined,  the  drums 
were  intact.  Some  serous  fluid  with  a mu- 
coid appearance  was  in  the  left  inner  ear. 
This  material  was  withdrawn  for  bacterio- 
logic examination.  The  pituitary  gland  was 
removed.  It  did  not  seem  abnormal.  The 
sternal  plate  was  removed  in  the  usual  man- 
ner. Free  fluid  was  not  present  in  either 
pleural  cavity.  Blood  was  collected  from  the 
heart  for  bacteriologic  cultures. 

DR.  GILLILAND : In  what  manner  were 
these  cultures  prepared?  Was  the  blood  with- 
drawn in  a sterile  manner  ? 

DR.  STINSON : The  blood  was  withdrawn 
with  a sterile  syringe  and  needle  after  sear- 
ing the  surface  of  the  heart. 

DR.  GILLILAND:  Was  the  blood  taken 
from  the  fontanel  in  this  same  manner? 

DR.  STINSON:  Yes. 

Grossly,  the  thymus  was  enlarged.  Other- 
wise, it  was  not  abnormal. 

DR.  GILLILAND : Of  course,  the  ques- 
tion here  is  how  large  was  the  thymus.  Do 


you  think  it  was  unusually  large  for  a child 
of  this  age? 

DR.  STINSON : I think  that  the  size  would 
be  considered  within  the  normal  limits. 

The  heart,  lungs,  and  mediastinal  contents 
were  removed  together.  The  lungs  contained 
enough  air  to  float  in  fluid,  but  they  were 
extremely  congested  as  if  early  bilateral 
pneumonia  were  present.  Sections  of  each 
lung  were  saved  for  bacterial  cultures.  A 
large  amount  of  mucoserous  material  was  in 
the  trachea  and  in  the  main  stem  bronchi. 
The  heart  was  opened  in  the  routine  manner. 
It  was  not  unusual  except  for  some  petechial 
hemorrhage  at  the  anterior  base.  The  fora- 
men ovale  was  patent  enough  to  probe.  Gross- 
ly, the  small  and  large  intestines,  liver,  stom- 
ach, duodenum,  pancreas,  adrenal  glands,  and 
kidneys  were  normal  in  size  and  appearance. 

DR.  GILLILAND : Before  the  case  is  dis- 
cussed, I would  appreciate  seeing  the  roent- 
genograms and  reviewing  the  results  of  the 
bacteriologic  examinations. 

Radiologic  Findings 

DR.  DONALD  N.  DYSART:  Right  lat- 
eral stereo,  left  lateral  stereo,  and  postero- 
anterior  views  of  the  skull  are  available. 
Even  with  close  scrutiny  and  with  bright 
lights,  a fracture  of  the  skull  is  not  evident. 
The  shadows  on  one  side  of  the  lateral  view 
represent  shadows  from  the  soft  tissue  of 
the  scalp  where  the  child  was  positioned  on 
the  x-ray  table.  We  also  have  a roentgeno- 
gram of  the  whole  body.  Essentially,  this  is 
a view  of  the  chest.  Grossly,  the  heart  and 
lung  fields  appear  normal.  I cannot  identify 
any  fractures  in  the  ribs;  however,  green 
stick  fractures  of  the  ribs  usually  are  not 
apparent  on  the  initial  roentgenograms.  In 
fact,  fractures  are  not  evident  until  callus 
begins  to  form.  The  spine  looks  all  right — 
it  appears  quite  normal.  One  can  see  a mod- 
erate amount  of  gas  distributed  throughout 
the  gastrointestinal  tract.  An  upright  view 
to  show  possible  free  air  below  the  dia- 
phragm is  not  available,  but  this  view  sug- 
gests that  all  of  the  air  is  in  the  gastroin- 
testinal tract.  The  upper  and  lower  extremi- 
ties are  visualized  adequately.  They  appear 
normal  and  without  fractures. 

Results  of  Bacteriologic  Studies 

DR.  VARLEY  F.  YOUNG:  Bacteriologic 
findings  are  as  follows:  sections  of  lungs, 
Escherichia  coli  and  Aernbacter;  blood  from 
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heart,  E.  coll  and  Aerobacter;  blood  from 
the  cranium,  cultures  did  not  grow  bacteria; 
bone  and  material  from  the  aural  canal,  mix- 
ture of  organisms  (contaminated  E.  coli, 
Aerobacter,  and  Micrococcus). 

DR.  GILLILAND:  Now,  I would  like  to 
ask  Dr.  Young  his  interpretation  of  the  cul- 
tures from  the  lungs  and  from  the  heart, 
especially  concerning  the  significance  of 
these  organisms  in  a postmortem  study. 

DR.  YOUNG:  E.  coli  and  Aerobacter  do 
not  have  much  significance  in  a postmortem 
study.  They  are  intestinal  organisms.  In 
some  instances,  they  will  invade  the  system 
just  prior  to  or  just  after  death.  The  ac- 
cumulation of  gas  in  the  intestinal  tract 
could  be  due  to  fermentation  which  helped 
to  force  these  organisms  into  the  general 
systems.  I do  not  believe  they  would  be  sig- 
nificant unless  an  infection  had  existed  ante- 
mortem. The  cultures  of  materials  from  the 
ears  were,  I believe,  grossly  contaminated  at 
the  time  they  were  removed. 

DR.  GILLILAND:  There  is  one  question 
I have  overlooked.  This  child  died  at  5 o’clock 
in  the  morning.  At  what  time  was  the  au- 
topsy performed? 

DR.  STINSON : We  don’t  know  when  the 
child  died.  The  mother  said  that  she  awoke 
at  5 a.m.  The  autopsy  was  performed  at 
approximately  8 a.m.  when  the  body  arrived 
at  the  hospital. 

DR.  GILLILAND : In  talking  to  the  moth- 
er, did  you  determine  if  the  child  was  dead 
when  she  awoke  at  5 a.m.?  Did  she  just 
happen  to  awaken  at  5 o’clock,  or  did  she 
hear  something  in  the  room? 

DR.  STINSON : The  pathologist  was  not 
allowed  to  talk  with  the  mother.  In  fact,  in 
a possible  medicolegal  case,  he  is  not  allowed 
to  talk  with  anyone.  He  is  the  servant  of  the 
civil  authorities.  However,  I did  learn  that 
the  mother  routinely  got  up  at  5 a.m.  to  feed 
and  care  for  the  baby.  When  she  went  to  the 
crib,  she  found  him  dead. 

Medicolegal  Questions 

1.  If  you  had  been  the  physician  called  to 
see  this  child,  what  would  your  first  step 
have  been  after  examining  the  infant  and 
determining  that  he  was  dead? 

DR.  GILLILAND : I think  that  each  phy- 
sician probably  would  answer  this  question 


in  a different  manner.  Apparently,  how- 
ever, the  question  has  been  directed  to  me. 

Not  knowing  exactly  what  to  do  in  a case 
such  as  this  one,  I think  that  I would  call  a 
pathologist  to  arrange  for  a postmortem  ex- 
amination or,  maybe,  it  would  be  better  if  I 
called  my  lawyer.  To  be  perfectly  frank,  I 
wouldn’t  know  what  to  do.  An  autopsy 
should  be  performed,  but  just  what  proce- 
dure should  be  followed,  I don’t  really  know. 
In  my  own  experience,  when  infants  have 
been  found  dead,  they  have  been  brought 
into  the  emergency  room  of  the  hospital. 

QUESTION : Wouldn’t  you  want  to  know 
if  another  physician  had  seen  the  child,  and 
to  learn  of  any  past  medical  history? 

DR.  GILLILAND:  Yes.  Dr.  Stinson,  do 
you  know  if  the  child  had  been  seen  frequent- 
ly by  any  physician  ? 

DR.  STINSON : I assume  that  the  child 
had  not  been  sick. 

DR.  GILLILAND : Perhaps  Mr.  Burleson 
can  help  us  clarify  the  legal  responsibility 
of  the  physician  when  he  is  called  to  the 
home  and  finds  a person  dead. 

MR.  BOB  BURLESON:  If  a doctor  is 
called  to  the  home  to  see  a person  and  that 
person  has  died  without  medical  attendance, 
there  is  no  statute  which  dictates  that  he 
shall  follow  any  specific  procedure.  It  is 
proper,  however,  for  any  doctor  who  is  called 
to  the  scene  of  a death  without  medical  at- 
tendance to  notify  the  coroner  or  the  local 
justice  of  the  peace.  Such  an  official  has 
the  authority  to  order  an  autopsy  if  neces- 
sary in  his  opinion.  Also,  he  is  the  one  who 
is  supposed  to  make  out  the  death  certificate 
in  the  event  of  death  without  medical  at- 
tendance. He  would  have  to  be  called  eventu- 
ally, and  I think  that  this  would  be  a logical 
first  move.  This  doesn’t  have  the  unpleasant 
overtones  of  calling  the  police,  and  it  places 
the  responsibility  where  it  should  be — with 
the  justice  of  the  peace.  The  physician  is 
required  by  law  to  give  him  any  information 
which  he  may  possess. 

DR.  GILLILAND:  What  about  just  pick- 
ing up  the  infant’s  body  and  taking  it  to  the 
hospital  ? 

MR.  BURLESON : If  it  is  a death  with- 
out medical  attendance,  I would  suggest  not 
moving  the  body.  I would  be  in  favor  of  not 
moving  the  body  until  the  justice  of  the 
peace  or  the  civil  authorities  had  seen  it.  As 
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far  as  telling  the  parents  not  to  move  the 
child,  this  is  not  your  responsibility.  How- 
ever, you  should  not  volunteer  to  move  the 
child  yourself  until  after  the  justice  of  the 
peace  has  been  notified.  Then,  let  the  pro- 
cedure go  according  to  his  dictates. 

In  summary,  if  a physician  is  concerned 
with  a death  without  medical  attendance 
where  it  is  not  his  responsibility  to  fill  out 
the  death  certificate,  then  I suggest  he  call 
the  justice  of  the  peace  and  let  him  tell  him 
what  to  do.  If  the  consent  is  obtained  from 
the  proper  authorities,  an  autopsy  certainly 
can  be  performed.  Generally  speaking,  a dead 
man’s  wife  gives  her  consent.  In  such  a situ- 
ation as  this  case  presents,  procedures  other 
than  calling  the  justice  of  the  peace  can  be 
followed.  The  physician  can  call  the  police 
or  call  the  pathologist. 

2.  If  a pathologist  is  not  available  to  per- 
form the  postmortem  examination,  what 
ivould  your  next  step  he? 

DR.  GILLILAND:  My  first  inclination 
would  be  to  make  a pathologist  available! 
If  one  were  not  available  here,  I am  sure 
that  one  could  be  located  in  Waco,  Dallas, 
or  Houston. 

DR.  STINSON : Actually,  what  the  ques- 
tion meant  was  that  if  you  were  in  a posi- 
tion where  a pathologist  was  not  available 
and  you  didn’t  know  what  the  local  authori- 
ties were  going  to  do,  you  probably  should 
describe  in  detail  where  everything  in  the 
room  is  located  and  make  a sketch  of  the  in- 
fant, showing  the  position  in  which  he  is  ly- 
ing, etc.  Then,  when  the  child  is  moved,  you 
can  give  the  authorities  an  accurate  report. 

3.  What  would  you  put  on  the  death  cer- 
tificate? 

DR.  GILLILAND:  After  the  justice  of 
the  peace  is  notified,  it  is  his  responsibility 
to  fill  out  the  death  certificate.  The  physi- 
cian would  not  need  to  be  concerned  about 
what  to  put  on  it.  Nevertheless,  if  an  au- 
topsy is  not  performed,  the  justice  of  the 
peace  is  going  to  rely  on  the  physician’s 
opinion  as  to  the  cause  of  death  and  what 
to  put  on  the  death  certificate.  In  this  par- 
ticular case,  I don’t  think  that  he  could  put 
anything  on  the  death  certificate  except  that 
the  child  was  found  dead  in  bed  and  that  ap- 
parently he  died  quite  suddenly. 

MR.  BURLESON:  Dr.  Gilliland,  I think 
your  answer  is  very  adequate.  When  death 


occurs  without  medical  attendance,  the  phy- 
sician would  not  sign  the  death  certificate. 
He  is  required  to  give  the  justice  of  the  peace 
only  the  information  that  he  may  have  and 
he  need  give  that  only  upon  request. 

4.  What  legal  risks  are  involved? 

DR.  GILLILAND:  I think  we  should  di- 
rect this  question  to  Mr.  Burleson. 

MR.  BURLESON : There  is  no  way  to 
cover  briefly  every  possible  legal  risk  to  the 
doctor.  Generally  speaking  and  limiting  this 
discussion  to  the  facts  that  are  available  in 
the  protocol,  I would  think  that  the  physi- 
cian who  first  saw  this  deceased  infant  would 
have  a couple  of  alternatives  that  he  more 
or  less  would  be  privileged  to  follow  under 
our  present  law.  He  could,  first,  if  he  was 
at  all  suspicious,  simply  refer  the  case  to  the 
local  justice  of  the  peace;  and,  thereafter, 
act  in  accordance  with  the  directions  of  that 
official.  This  would  give  the  doctor  the 
protection  of  the  law.  An  alternative  action 
would  be  to  contact  the  local  health  officer, 
if  there  is  such  an  individual  in  the  area; 
and  the  health  officer  could  request  an  au- 
topsy. The  health  officer  would  take  over 
from  the  physician  who  first  was  placed  in 
this  dilemma  of  not  knowing  what  to  do 
next. 

Some  points  about  the  death  certificate 
should  be  discussed.  Linder  the  present  law, 
a physician  is  required  to  give  the  justice 
of  the  peace  or  health  officer  such  informa- 
tion as  he  may  have  as  to  the  cause  of  death. 
Because  the  law  requires  that  the  physician 
give  such  information,  I feel  that  he  would 
be  privileged  to  give  it.  He  should,  however, 
avoid  giving  mere  opinions  or  speculations, 
as  opposed  to  medically  supported  probabili- 
ties. If  the  physician  is  in  attendance  at  the 
time  of  death,  he  will  make  out  the  death 
certificate.  If  it  is  a death  without  medical 
attendance,  the  matter  properly  could  be  re- 
ferred to  the  local  justice  of  the  peace  who 
would  make  out  the  certificate. 

Let  us  go  a bit  farther  to  bring  in  the  bat- 
tered child  syndrome.  Scratches  on  the  legs 
of  this  infant  are  noted  in  the  protocol.  If 
all  doctors  are  on  their  toes  as  Dr.  Gilliland 
was,  they  may  well  believe  that  a three- 
month-old  infant  cannot  scratch  himself  se- 
verely on  the  legs.  It  is,  therefore,  possible 
that  the  child  could  have  been  hung  up  by 
the  heels  with  something  prior  to  death  or 
he  could  have  been  abused  otherwise.  If  the 
suspicion  is  reasonable  under  the  circum- 
stances, of  course,  the  doctor  is  going  to 
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wonder  if  the  death  was  not  caused  by  some 
human  agency.  I think  that  the  battered 
child  syndrome  is  rather  new  and  is  a more 
or  less  recent  innovation.  Some  states  have 
specific  laws.  Until  the  last  session  of  the 
Legislature,  Texas  did  not  have  a “battered 
child”  statute,  per  se.  However,  at  that  ses- 
sion, the  Legislature  passed  a law  (Vernon’s 
Ann.  Civ.  St.,  art.  695c-l,  secs.  1-3),  which 
took  effect  on  Aug.  30,  1965,  and  which  pro- 
vides in  pertinent  part  as  follows : 

“Section  1.  Any  physician  who  examines  or  treats 
a child  under  the  age  of  18  years  for  any  injury 
may  report  the  injury  to  the  judge  of  the  juvenile 
court,  district  attorney,  the  county  attorney,  local 
law  enforcement  agency,  or  the  probation  officer 
of  the  county  if  he  believes  that  the  injury  is  other 
than  accidental  and  that  the  injury  is  due  to  mal- 
treatment or  neglect. 

“Sec.  2.  The  physician  may  make  an  immediate 
oral  report  followed  as  soon  as  possible  by  a writ- 
ten report.  The  reports  shall  contain  the  name  and 
address  of  the  child,  the  name  and  address  of  the 
child’s  parent  or  guardian,  the  age  of  the  child, 
the  nature  and  extent  of  the  injury,  and  any  other 
information  pertinent  to  establishing  the  cause  of 
the  injury.  If  any  of  the  information  required  by 
this  Section  is  unknown  to  the  physician  making 
the  report  he  shall  so  state. 

“Sec.  3.  A physician  is  immune  from  civil  and 
criminal  liability  for  reporting  as  defined  by  this 
Act.” 

In  view  of  Sec.  3 of  this  statute,  this  is 
the  preferable  method  for  making  a report 
to  the  authorities. 

Even  prior  to  the  passage  of  this  statute, 
we  had  some  laws  which  are  also  still  in  ef- 
fect and  which  I briefly  will  tell  you  about. 

In  the  criminal  statutes,  Texas  has  laws 
of  assault,  various  degrees  of  assault,  and 
laws  respecting  murder.  A parent,  guardian, 
or  other  person  lawfully  in  charge  of  a child 
has  a right  to  exercise  moderate  physical 
restraint,  including  the  right  to  chastise  or 
correct  a child  in  a moderate  or  normal  fash- 
ion which  I take  to  include  the  ordinary 
spankings  which  you  probably  give  your  own 
children  and  maybe  some  other  forms  of 
corporal  punishment  that  aren’t  extreme  or 
cruel.  A parent,  however,  can  be  guilty  of 
aggravated  assault  on  his  own  child;  and, 
likewise,  a guardian  can  be  guilty  if  any  un- 
usual or  cruel  punishment  or  instrument  is 
used.  Also,  if  death  results  from  such  treat- 
ment, from  a whipping  with  a cruel  instru- 
ment or  an  unusually  cruel  or  severe  punish- 
ment by  the  parent  or  guardian,  then  that 
is  murder  under  the  Texas  law.  So,  we  do 
have  criminal  sanctions  which  are  some  pro- 
tection. 


As  a matter  of  interest,  Texas’  new  Code 
of  Criminal  Procedure,  which  takes  effect 
Jan.  1,  1966,  provides,  for  the  first  time  (in 
art.  38.11),  that  a wife  or  husband  may  vol- 
untarily testify  against  each  other  for  an 
offense  involving  an  assault  against  the  child 
of  either  if  the  child  is  under  age  16. 

Under  civil  laws,  Texas  also  has  the  de- 
pendent and  neglected  child  laws  which 
most  of  you  have  encountered  previously. 
These  are  a series  of  statutes  whereby  a 
child  may  be  taken  from  the  custody  or  home 
of  his  parents  or  custodians  if  in  that  home 
he  is  subjected  to  cruel  treatment  or  other 
conditions  that  are  not  conducive  to  the  well- 
being of  the  child.  In  these  battered  child 
cases,  assuming  for  the  sake  of  discussion 
that  one  could  be  involved  in  this  instance, 
there  are  about  three  courses  of  action  a 
physician  could  follow,  but  they  are  not 
equally  desirable  as  far  as  the  action  I would 
recommend  to  him.  (Recently,  Pascoe  and 
Peterson,  Jr.,^  provided  a brief  synopsis  of 
some  of  Texas’  provisions.  I think  that  the 
article  contains  some  sound  advice  from  a 
legal  standpoint  and  you  might  enjoy  read- 
ing it.) 

The  four  courses  of  action  that  a physi- 
cian can  follow  are: 

1.  Report  the  matter  under  the  new  bat- 
tered child  statute. 

2.  Report  the  matter  to  the  police  just  as 
any  other  civilian  or  citizen  of  your  com- 
munity could  report  a suspected  crime.  If 
the  physician  has  cause  to  believe  that  any 
law  has  been  violated,  he  has  the  right  and 
an  obligation  to  report  it. 

3.  The  physician  could  report  the  case,  if 
the  child  were  still  alive  and  appeared  to 
have  suffered  a beating  in  the  nature  of 
cruel  treatment,  to  the  local  welfare  authori- 
ties. He  would  do  this  in  the  hope  that  they 
would  investigate  and  perhaps,  under  the 
statutes  concerning  dependent  and  neglected 
children,  take  the  child  away  from  the  par- 
ents or  guardian  if  he  was  being  mistreated. 

4.  The  physician  could  file  a petition  him- 
self, just  as  any  other  citizen  could  do,  to 
remove  the  child  from  the  custody  of  the 
parents  under  the  dependent  and  neglected 
child  law. 

Now,  of  the  four  courses  of  action,  I 
think  most  physicians  would  not  want  to  file 
a petition  in  their  own  name.  In  the  first 
place,  they  do  not  have  time  and  they  are 
not  equipped  to  handle  the  nonmedical  re- 
sponsibilities of  children  other  than  their 
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own.  Aside  from  this  aspect,  filing  a peti- 
tion does  have  a gi’eater  risk  of  legal  in- 
volvement— if  there  is  any  legal  risk  at  all. 
Henceforth,  I would  suggest  that  you  report 
the  situation  under  the  new  statute  and  let 
the  authorities  conduct  the  investigation  and 
proceed  with  it  as  they  will.  Perhaps  this  is 
not  always  the  best  approach  from  the  stand- 
point of  the  child;  but,  under  our  present 
law,  it  is  probably  the  best  one  for  the  phy- 
sician. From  the  child’s  standpoint,  certain- 
ly, I would  suggest  that  you  report  the  case 
to  the  welfare  authorities  in  the  hope  that 
they  might  prevent  further  abuse  and  might 
do  some  good  by  working  through  the  fam- 
ily. However,  I don’t  think  that  this  is  the 
wisest  course  for  you  as  a physician. 

DR.  STINSON : In  a case  such  as  the  one 
being  presented,  when  the  child  was  found 
dead  by  a physician  such  as  Dr.  Gilliland, 
could  he  legally  and  without  permission  take 
a blood  sample  from  the  baby  because  he 
knows  that  delay  might  ruin  the  possibility 
of  getting  blood? 

MR.  BURLESON : You  mean  withdraw 
the  blood  from  the  child’s  body  there  at  the 
scene? 

DR.  STINSON : Yes,  without  permission 
of  the  parents  on  the  basis  that  blood  could 
not  be  obtained  later. 

MR.  BURLESON : Ordinarily,  I think  ev- 
ery deceased  body  belongs  to  someone.  Un- 
less you  were  given  a general  consent  by  the 
parents  at  the  time  you  were  called,  I would 
say  that  you  would  need  some  form  of  con- 
sent to  withdraw  blood.  If  they  called  you 
and  said,  “Do  whatever  you  consider  neces- 
sary because  we  want  to  find  out  what  hap- 
pened,” that,  I think,  would  be  a general 
consent  which  would  allow  a physician  to 
withdraw  blood.  If  there  is  hostility  or  if 
consent  is  not  granted,  I recommend  that 
the  physician  withdraw  blood  only  under  the 
order  of  the  justice  of  the  peace.  I think 
that  in  a case  such  as  the  one  being  pre- 
sented, common  sense  would  allow  the  proc- 
esses of  investigation  to  be  delayed  a little 
bit  longer  to  assure  that  everything  is  done 
according  to  the  law.  This  would  protect 
you  as  a physician  and  also  preserve  the  evi- 
dence in  such  a manner  as  to  make  it  legally 
admissible  at  a later  date. 

Briefly,  on  the  possible  liability  of  the 
physician  for  things  he  might  do  if  he  sus- 
l^ects  that  this  is  a case  of  the  battered  child 
syndrome  or  a case  of  abuse  on  the  part  of 


the  parents  of  the  child — if  a lawsuit  is  in- 
volved, that  is,  if  the  parents  sue  the  physi- 
cian, this  is  not  technically  a malpractice 
case.  The  suit  would  not  be  one  based  on 
the  physician’s  negligence,  as  a malpractice 
action  would  have  to  be.  The  suit  is  not 
based  on  any  contract  or  agreement  that  the 
physician  makes  such  as  could  happen  in  an 
instance  where  a physician  agrees  to  cure 
a person.  Probably,  this  would  be  an  action 
under  the  defamation  law;  that  is,  some  ac- 
cusation or  some  charge  that  a physican 
would  make  of  negligence  or  maltreatment 
on  the  part  of  the  parents  which  would  dam- 
age their  reputation.  That  probably  would 
be  what  the  suit  would  involve.  It  might 
involve,  if  you  signed  a complaint  against 
the  parents,  a malicious  prosecution  charge 
which  would  come  to  trial  only  if  the  physi- 
cian “went  off  his  rocker”  and  filed  a charge 
without  any  probable  cause — one  without  any 
reasonable  grounds  for  filing  it.  I don’t 
think  any  ordinarily  intelligent  physician  is 
going  to  be  faced  with  that  problem.  So, 
probably,  it  would  be  just  a lawsuit  brought 
from  a defamation  standpoint,  alleging  that 
something  you  said  or  some  charge  you  might 
have  made  hurt  the  reputation  of  the  par- 
ents. You  would  have  a good  chance  to  win 
the  case.  These  lawsuits  are  tough  for  the 
plaintiff  to  win  in  the  first  place;  and,  in 
the  second  place,  you  have  a certain  legal 
amount  of  leeway  which  I would  recommend 
that  you  take.  The  leeway  is  this;  You  can 
always  record  the  facts.  You  can  always 
record  your  observations;  and,  in  the  case 
of  an  autopsy  or  investigation  by  the  justice 
of  the  peace,  you  are  required  to  cooperate 
with  him  and  give  him  the  benefit  of  your 
observations.  You  are  not  required,  how- 
ever, to  give  your  suspicions.  You  certainly 
are  not  required  to  make  any  charges  against 
any  person,  and  I would  advise  that  you 
don’t  make  charges. 

My  suggestions  to  avoid  any  legal  prob- 
lems would  be; 

1.  Take  an  accurate  and  a detailed  history 
from  the  parents  or  the  persons  calling  your 
attention  to  the  deceased.  This  histoiy  is 
for  your  ovm  protection  as  well  as  for  future 
reference  by  civil  authorities. 

2.  If  you  have  any  questions  as  to  whether 
or  not  it  is  a battered  child  case,  do  not  hesi- 
tote  to  call  in  another  doctor.  For  instance, 
you  have  plenty  of  colleagues  in  the  hospital 
who  could  give  you  the  benefit  of  their  judg- 
ment. 
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3.  If  it  is  a case  where  the  injuries  are 
patent,  one  where  bruises  or  lacerations  on 
the  body  are  observable  by  the  naked  eye, 

I would  suggest  that  you  consider  having 
the  medical  photographer  photograph  them. 
You  might  just  as  well  preserve  the  record 
as  you  saw  it  at  the  time.  Certainly,  how- 
ever, a good  history,  a good  record  of  the 
statements  made  by  the  parents  or  other 
persons,  would  be  of  benefit  to  you  in  the 
event  of  any  lawsuit. 

DR.  STINSON ; Can  photographs  be  made 
without  permission? 

MR.  BURLESON : I don’t  know  of  any 
lawsuit  or  any  decision  in  Texas  which  says 
you  can’t  take  photographs.  I think  that  if 
you  have  a reason,  you  certainly  could  pho- 
tograph someone  brought  to  your  attention 
in  your  office.  For  instance,  if  a child  were 
brought  to  the  hospital  in  a serious  condi- 
tion and  a photograph  would  help  you  in 
your  study  of  the  case,  I see  no  reason  why 
you  couldn’t  photograph  the  child. 

DR.  STINSON : In  a case  like  this  one 
where  the  child  was  found  dead  would  you 
advise  a photograph? 

MR.  BURLESON : No,  I would  not  advise 
that  the  physician  take  a photographer  to 
the  scene  of  an  unattended  death.  It  is  just 
not  your  responsibility.  In  other  words,  if 
it  is  a death  without  medical  attendance, 
you  can  avoid  all  legal  liability  simply  by 
letting  the  justice  of  the  peace  do  his  job. 
It  is  not  your  job  to  do  anything  more  than 
to  give  him  the  information  which  you  have 
available.  He  has  to  sign  everything.  Let 
him  do  it. 

Discussion 

DR.  GILLILAND:  In  the  case  being  dis- 
cussed, an  explanation  for  this  infant’s  sud- 
den and  unexpected  death  cannot  be  more 
than  a supposition.  The  protocol  does  not 
contain  information  regarding  his  condition 
prior  to  the  time  of  death,  and  a statement 
from  the  parents  about  his  health  is  not 
available.  When  the  specific  mechanism  re- 
sponsible for  his  death  is  contemplated,  how- 
ever, two  theories  predominate : ( 1 ) the  bat- 
tered child  syndrome,  and  (2)  the  syndrome 
of  sudden  and  unexpected  death  in  infancy. 

The  Battered  Child  Syndrome. — On  the 
basis  of  the  available  facts,  and  relying 
rather  heavily  on  the  roentgenographic  evi- 
dence, I can  see  no  reason  to  consider  that 


this  child  was  suffering  from  or  actually 
died  from  being  beaten.  There  was  no  evi- 
dence of  bruising  of  the  skin.  The  pathologic 
changes  which  were  demonstrated  in  the 
brain  could  have  been  consistent  with  a num- 
ber of  conditions  which  will  be  discussed 
later.  In  presenting  the  roentgenologic  as- 
pects of  the  case.  Dr.  Dysart  stated  that 
osseous  changes  probably  could  not  be  dem- 
onstrated on  a roentgenogram  until  a week 
or  two  postinjury.  However,  in  the  battered 
child  syndrome  per  se,  the  bone  itself  may 
be  fractured.  More  frequently,  the  perioste- 
um will  be  torn  away  from  the  bone  and 
bleeding  will  have  occurred.  Ultimately  sub- 
periosteal callus  and  new  bone  formation 
can  be  demonstrated  roentgenographically. 
In  my  opinion,  the  battered  child  syndrome 
should  be  excluded  as  a cause  of  death  in 
this  case. 

Sudden  and  Unexpected  Death  in  Infancy. 
— At  the  present  time,  this  syndrome  is  be- 
ing investigated  more  and  more.  In  the  few 
relatively  large  series  which  have  been  re- 
ported, a reasonable  explanation  for  death 
has  not  been  offered  after  gross  and  micro- 
scopic postmortem  examinations  in  approxi- 
mately 84  percent  of  the  cases,  and  a cause 
of  death  has  not  been  demonstrated  by  gross 
postmortem  examination  in  about  95  per- 
cent.2  Hence,  the  investigation  must  be  ex- 
tended much  further  than  the  gross  autopsy 
if  the  cause  is  to  be  determined  in  most  sud- 
den and  unexpected  deaths  in  infancy. 

Years  ago,  cases  of  sudden  death  were 
classified  as  “crib  deaths,”  and  the  children 
were  thought  to  have  suffocated.  Research 
concerning  this  aspect  has  proved  that  it  is 
almost  impossible  for  an  infant  to  suffocate, 
especially  one  three  months  of  age.  In  one 
study  when  babies  were  covered  and  placed 
face  downward  against  the  mattress  and  pil- 
lows, it  was  found  that  they  invariably  could 
turn  their  heads  enough  to  obtain  an  open 
airway.^  In  only  one  instance,  one  in  which 
a rubber  sheet  was  placed  over  an  infant 
and  tied  securely  at  each  corner,  was  there 
even  a decrease  in  the  available  oxygen. 

Accidental  aspiration  of  gastric  contents 
has  been  considered  as  a possible  cause  of 
unexpected  death  in  infancy.  Generally,  this 
theory  has  fallen  into  disrepute  because 
many  infants  who  die  of  recognized  causes 
aspirate  similar  gastric  contents. 

It  is  interesting  to  note  that  most  of  the 
infants  who  die  suddenly  are  well  developed 
and  well  nourished.  Valdes-Dapena^  states 
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that  slightly  more  than  one-third  of  these 
babies  (38  percent)  have  been  born  prema- 
turely and  that  55  to  66  percent  are  boys. 
In  the  case  being  discussed,  the  child  was  a 
well  developed  and  well  nourished  boy.  He 
died  on  a warm  night ; whereas,  sudden  death 
in  infancy  has  been  found  to  occur  more  fre- 
quently during  the  winter  months.  Most  of 
these  sudden  deaths  are  stated  to  occur  early 
in  the  morning.  It  is  questionable,  however, 
whether  the  death  actually  occurs  early  in 
the  morning  hours  or  whether  it  is  just  that 
the  parents  awaken,  as  this  mother  did,  and 
discover  the  dead  child.  In  the  series  from 
Philadelphia,^  sudden  deaths  occurred  four 
times  more  frequently  in  the  nonwhite  than 
in  Caucasian  infants,  tending  to  occur  most 
often  among  families  with  lower  incomes. 
Another  study  indicated  that  at  least  63  per- 
cent of  the  cases  of  sudden  death  concerned 
children  from  families  with  good  socioeco- 
nomic status,  and  the  children  were  consid- 
ered to  be  well  cared  for."* 

Histologic  examination  reveals  some  in- 
flammation of  the  upper  respiratory  tract  in 
many  of  these  infants.  The  infiltrate  usual- 
ly is  described  as  being  subacute,  consisting 
predominately  of  lymphocytes.  Whereas  this 
inflammation  has  been  postulated  to  be  a 
cause  of  sudden  death,  in  no  recorded  in- 
stance has  the  obstruction  of  the  airway  been 
considered  sufficient  to  cause  death.  Also,  it 
has  been  postulated  on  the  basis  of  upper 
respiratory  inflammation  that  some  type  of 
vagovagal  reflex  is  initiated  which  ultimately 
may  cause  pulmonary  edema  and/or  some 
type  of  cardiac  arrhythmia.  Neither  of  these 
causes  has  been  accepted  generally  as  the 
actual  cause  of  sudden  death  in  infants. 

Interstitial  pneumonia  seems  to  be  the  pa- 
thologist’s favorite  diagnosis  at  necropsy. 
Generally,  however,  the  histologic  appear- 
ance which  represents  interstitial  pneumonia 
is  a rather  normal  finding  in  children  of  this 
age  group. 

Bacteremia  has  been  suggested  as  a possi- 
ble cause  of  death.  Even  in  studies  in  which 
pure  cultures  of  pathogens  have  been  found 
(in  our  case  pure  cultures  of  E.  coli  and 
Aerohacter  wei’e  noted),  the  pathologist  has 
to  decide  whether  or  not  the  infant  died  from 
septicemia.  Certainly,  septicemia  can  cause 
death  in  an  infant,  and  the  effects  from  the 
various  toxins  released  by  pathogenic  organ- 
isms usually  can  produce  death  from  shock. 

It  has  been  postulated  that  since  the  peak 


incidence  of  sudden  death  in  infancy  occurs 
at  about  two  months  of  age,  perhaps,  these 
children  are  suffering  from  hypogammaglo- 
bulinemia. Studies  have  been  performed  and 
it  has  been  found  that  the  gamma  globulin 
levels  in  these  infants  dying  suddenly  are  no 
different  from  the  gamma  globulin  levels  of 
living  children  of  similar  ages.®  I don’t  know 
of  any  recorded  study  in  which  gamma  glob- 
ulin was  fractionated  to  determine  if  there 
was  any  dysgammaglobulinemia  or  decrease 
in  a certain  fraction  of  gamma  globulin. 
Certainly,  at  two  or  three  months  of  age,  the 
normal  gamma  globulin  level  is  relatively 
low  and  does  not  return  to  the  adult  level 
until  the  child  reaches  two  years  of  age. 
Generally,  it  is  not  accepted  or  considered 
that  hypogammaglobulinemia,  per  se,  could 
be  the  primary  cause  of  death. 

Another  cause,  popularized  by  Parish  and 
associates®  in  England,  was  that  perhaps  these 
children  were  dying  from  hypersensitivity  to 
milk.  However,  during  the  past  year.  Gold 
and  Adelson’^  of  Western  Reserve  University, 
have  reported  that  in  normal,  well  infants 
who  are  fed  formula,  the  antibody  titer  is 
not  significantly  different  from  that  found 
in  infants  who  have  died  suddenly.  On  the 
basis  of  this  study,  this  theory  of  hypersensi- 
tivity to  milk  cannot  be  supported. 

The  most  recent  observation  is  that,  per- 
haps, these  children  are  dying  from  a viral 
infection.  Probably,  as  time  goes  on  and 
more  and  more  viral  studies  are  performed, 
we  will  find  that  many  of  these  children  are 
dying  from  some  type  of  viral  disease.  Here 
again,  the  significance  of  this  explanation 
varies  from  study  to  study.  In  a study  of 
109  cases  observed  in  Philadelphia,  a study 
in  which  a number  of  different  tissues  of 
the  body  were  studied  rather  thoroughly,  the 
causative  virus  was  isolated  in  only  one  pa- 
tient.® From  tissues  obtained  at  autopsy 
from  48  infants  who  died  suddenly.  Gold 
and  his  associates®  isolated  viral  agents  from 
only  12  subjects.  It  was  interesting  to  note 
that  of  these  isolations,  5 were  from  the  gas- 
trointestinal tract  and  7 were  from  the  cen- 
tral nervous  system.  Of  the  7 isolations  from 
the  central  nervous  system,  Coxsackie  virus 
group  A,  type  4 was  found  in  6 specimens 
and  type  3 poliovirus  in  one.  In  a more  re- 
cent study  from  the  Communicable  Disease 
Center  in  Phoenix,  Ariz.,  Moore  and  cowork- 
ers^®  studied  10  cases  concerning  infants  who 
died  sudden  deaths,  and  in  7 instances  a virus 
was  isolated.  Forty-five  specimens,  includ- 
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Fig.  1.  Microscopical  section  of  tissue  from  the  brain  show- 
ing disruption  of  ganglion  cells  with  loss  of  Nissl's  bodies. 

Fig.  2.  Microscopical  section  of  tissue  from  the  brain  show- 
ing advanced  degeneration  of  ganglion  cells. 


Fig.  3.  Microscopical  section  of  tissue  from  the  brain  show- 
ing ganglion  "ghost"  cells. 


ing  brain,  lung,  liver,  whole  blood,  and  stool 
were  studied,  and  9 of  the  12  isolations  were 
identified  as  ECHO  7 virus.  Two  of  these 
isolations  were  from  tissues  from  the  brain, 
2 from  the  lung,  2 from  the  liver,  and  3 were 
from  the  stool  specimens. 

In  conclusion,  I would  like  to  state  that 
should  I have  been  the  physician  asked  to 
see  the  dead  infant  described  in  the  protocol, 
and  should  I have  been  called  upon  for  a 
medical  opinion  as  to  the  cause  of  his  death 
or  even  to  sign  the  death  certificate,  I could 
classify  this  case  no  more  specifically  than 
sudden  and  unexpected  death  in  infancy. 


ganglion  cells  was  characterized  by  neuro- 
nophagia,  loss  of  Nissl’s  bodies,  and  degen- 
eration of  ganglion  cells  or  “ghost”  cells 
(Figs.  1-3). 
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Speakers  Before  PR  Conference 
Call  for  Planning,  Cooperation 


“We  Must  Not  Quit!” 

With  a stirring  keynote  address 
on  that  theme,  President  David 
Wade  launched  the  Texas  Medical 
Association’s  11th  annual  Public 
Relations  Conference  and  Orienta- 
tion Program. 

A crowd  of  781  — an  all-time 
high — attended  the  meeting  in  the 
Headquarters  building  in  Austin 
on  Saturday,  Sept.  25.  The  attend- 
ance exceeded  the  previous  high 
set  last  year  by  more  than  100. 

Four  other  guest  speakers  fol- 
lowed Dr.  Wade  on  the  program 
which  was  also  highlighted  by  two 
panel  discussions  and  capped  off 
with  a social  hour  in  the  evening 
at  the  Driskill  Hotel  and  attend- 
ance at  the  Texas-Texas  Tech 
football  game  in  Memorial  Sta- 
dium. 

The  four  other  guest  speakers 
were  George  S.  Benson,  LL.D., 
chancellor  of  Oklahoma  Christian 
College,  Oklahoma  City,  and  chair- 
man of  the  Board  and  President, 
National  Education  Program, 
American  Heritage  Center,  at 
Hai'ding  College,  Searcy,  Arkan- 
sas; Samuel  R.  Sherman,  M.D., 
chairman  of  the  AMA  Council  on 
Legislative  Activities;  Edward  W. 
Rice,  professional  management  con- 
sultant and  president  of  the  Doc- 
tors Business  Bureau  in  Boise, 
Idaho;  and  Nicholas  P.  Dallis, 
M.D.,  of  Scottsdale,  Arizona,  who 
writes  three  nationally  syndicated 
comic  strips,  “Rex  Morgan,  M.D.,” 
“.Judge  Parker,”  and  “ApaiTment 
:5-G.” 


Another  panel  session  dealt  with 
“Public  Relations  in  Action”  and 
was  presided  over  by  Dr.  James  D. 
Murphy  of  Fort  Worth,  president- 
elect of  TMA. 

Presiding  over  the  Orientation 
Program  was  Dr.  Wendell  H.  Ham- 
rick of  Houston,  vice  speaker  of 
the  House  of  Delegates. 

Luncheon  served  with  the  com- 
pliments of  TMA  was  catered  by 
Walter  Jetton  of  Fort  Worth.  The 
Charles  O.  Finley  Company  was 
host  for  the  buffet  and  hospitality 
hour  in  the  Crystal  Ballroom  of 
the  Driskill  Hotel  and  the  company 
also  provided  bus  transportation  to 
the  football  stadium. 


"We  have  suffered  □ Dunkirk,  but  not  a 
Waterloo,"  TMA  President  David  Wade 
declared  in  Medicare  discussion. 


Dr.  Wade 

Dr.  Wade,  of  Austin,  100th  pres- 
ident of  TMA,  delivered  what  was 
termed  “a  stimulating  and  fighting 
speech”  by  those  who  heard  him. 

“We  have  suffered  a Dunkirk, 
but  not  a Waterloo,”  Dr.  Wade  de- 
clared with  reference  to  Medicare. 

“The  times  and  circumstances 
call  for  a painstaking  appraisal  of 
our  situation  and  for  intelligent 
planning  for  the  future,”  he  said. 
“We  must  take  a long  range  look 
and  we  must  expect  a tedious  and 
often  tortuous  road  to  lie  ahead  of 
us.  We  must  approach  our  prob- 
lems with  intelligence;  we  must 
plan  wisely  and  we  must  dedicate 
ourselves  to  the  struggle.  If  we 
fail  to  do  these  things  our  situa- 
tion will  become  increasingly  seri- 
ous with  the  passage  of  time.” 

Dr.  Wade  advised  his  colleagues 
to  take  a clue  from  the  welfare 
statists  who,  he  said,  never  gave 
up  despite  defeats. 

“In  fact,”  he  said,  “year  after 
year  we  have  won  battles  and  our 
opponents  have  been  defeated  again 
and  again.  They  did  not  quit  . . . 
Even  in  their  dai'kest  hour  they 
did  not  quit.” 

Physicians  would  do  well  to  adopt 
the  same  simple  strategy  of  their 
opponents,  he  suggested.  This  strat- 
egy includes  three  factors: 

1.  They  always  kept  their  eye  on 
their  primary  objective  and  they 
maintained  a unity  of  purpose. 

2.  They  planned  patiently. 

3.  They  did  not  quit. 
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Dr.  Wade  then  brought  out  the 
question  of  non-participation.  “Par- 
ticipation or  non-participation  is  a 
personal  decision  that  every  man 
must  make  for  himself,”  he  said. 

Significantly,  he  added  that 
“Non-participation  is  not  a goal; 
it  is  a plan  of  action.  If  'we  try 
to  make  such  an  action  plan  a goal 
we  will  not  only  lose  valuable  time 
in  the  pursuit  of  our  real  goal,  but 
we  will  also  damage  the  unity  of 
our  organization  . . . our  opponents 
would  like  nothing  better  than  for 
us  to  go  chasing  off  after  this  tan- 
gential issue.” 

Planning,  he  said,  will  have  to 
be  pursued  energetically  and  vigor- 
ously; it  must  include  the  contin- 
ued development  of  leadership;  it 
must  include  strong  alliances  with 
groups  “who  are  as  interested  as 
we  in  the  preservation  of  individ- 
ual freedom.” 

Finally,  he  said,  “We  must  re- 
cover from  the  bewilderment  en- 
gendered by  our  defeat  and  regain 
our  motivation  and  direction  . . . 
If  we  work  diligently  now  we  can 
ultimately  reverse  our  unfavorable 
tide;  we  can  prevent  our  opponents 
from  achieving  their  long  range 
goal  of  total  socialism  and  control, 
and  we  can  eventually  roll  back 
the  gains  they  have  already  made. 


Dr.  Max  Johnson,  immediate  Past  President  of  Texas  Medical  Association, 
assists  guest  speaker  Dr.  George  S.  Benson,  with  his  registration  badge. 


Dr.  Benson 


In  his  talk.  Dr.  Benson,  a for- 
mer missionary  and  founder  of  a 
Bible  school  in  Canton,  China,  re- 
iterated and  amplified  Dr.  Wade’s 
injunction  for  cooperation  with 
other  groups. 

“We  need  to  stand  together,”  he 
declared.  “There  are  plenty  of 
Americans  who  believe  in  freedom. 
If  we  were  standing  together  we 
wouldn’t  be  running  down  this  road 
to  socialism  today.” 

One  of  our  present  problems,  he 
said,  is  that  doctors  see  the  fight 
against  socialism  as  medicine’s  bat- 
tle, while  industry  sees  the  fight  as 
industry’s  fight.  Instead  of  waging 
separate  battles  we  all  need  to  be 
in  there  fighting,  he  added. 

“Above  everything,”  Dr.  Benson 
concluded,  “we  need  a massive  pro- 
gram of  factual  information.  No- 
body’s judgment  is  any  better  than 
his  information.” 

But  he  implied  that  doctors  have 
not  been  too  concerned  with  giving 
out  information. 

“We  can  back  off  and  be  gentle- 
men and  not  be  controversial — and 
lose,”  he  said.  “Our  medicine  is 
better  than  any  in  the  world.  Why 
shift  it  to  some  system  that  is  not 
as  good?” 


Checking  on  the  badge  of  another  speaker.  Dr.  Samuel  R.  Sherman,  is 
TMA  Past  President  Dr.  Harvey  Renger. 


Dr.  Sherman 

Dr.  Sherman,  a member  of  the 
AMA  Commission  on  the  Costs  of 
Medical  Care,  also  emphasized  that 
doctors  must  plan  for  the  future 
in  fighting  Medicare.  Also  he  added 
that  “we  must  work  with  groups 
dedicated  to  the  same  principles 
we  are.  We  have  lost  a few  bat- 
tles, but  we  have  not  lost  the  war,” 
he  avowed. 

But  Dr.  Sherman’s  central  mes- 


sage was  that  “doctors  should  quit 
being  defensive  about  health  costs. 
He  pointed  out  that  patients  resent 
getting  sick  because  it  is  a condi- 
tion over  which  they  have  no  con- 
trol and  psychologically  their  re- 
sentment focuses  on  the  dollar 
sign.  As  a result,  doctors  often  are 
caught  in  a dilemma. 

Nevertheless,  he  said,  doctors 
must  continue  to  do  all  in  their 
power  to  educate  the  public  about 
the  true  costs  of  medical  care. 
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Past  President  Dr.  Howard  0,  Smith,  left,  and  Vice  President  Dr.  Howard  Dudgeon,  right,  confer  with  guest  speaker 
Edward  W.  Rice,  professional  management  consultant,  who  offered  practical  suggestions  on  doctors'  public  relations. 


Mr.  Rice 

Some  practical  suggestions  for 
doctors  on  correcting  their  public 
image  was  offered  by  Mr.  Rice. 
Never  before,  he  said,  have  pa- 
tients had  so  much  good  care,  been 
so  free  of  disease  and  paid  so  little 
per  unit  of  medical  care.  But  un- 
fortunately, the  physician  has  nev- 
er been  the  subject  of  so  much 
criticism.  Who  has  created  this 
image? 

Much  of  the  blame  rests  with 
individual  physicians  and  people 
associated  with  physicians  because 
of  their  action  or  lack  of  action, 
Mr.  Rice  said.  The  AMA  and  local 
medical  associations  can’t  handle 
the  whole  task  of  public  relations, 
he  added.  The  individual  physician 
must  bear  some  of  the  load. 

Mr.  Rice  offered  some  interest- 
ing statistics:  physicians  daily  con- 
tact one  and  a quarter  million  pa- 
tients. Each  physician  has  or  would 
like  to  have  a close  working  con- 
tact with  each  patient.  If  you  in- 
clude the  patient  contacts  by  medi- 
cally associated  people — nurses,  in- 
surance salesmen,  receptionists, 
pharmacists,  etc.  — the  number  of 
contacts  per  week  rises  to  80  mil- 
lion. By  comparison,  the  Satiirday 
blvcnivg  Pont  goes  before  six  mil- 
lion people  a week.  Life  7.5  million, 
and  Bonanza,  the  television  show, 
21  million.  Altogether,  these  media 
do  not  have  as  many  contacts  as 


the  medical  profession  and  yet  the 
physician  is  the  subject  of  so  much 
criticism. 

“We  can  only  assume,”  said  Mr. 
Rice,  “that  somebody  is  doing  a poor 
job  of  telling  the  medical  story.” 

To  tell  the  story  better  Mr.  Rice 
then  offered  some  practical  sugges- 
tions which  he  said  surprisingly 
enough  often  are  overlooked  by 
practicing  physicians.  One  exam- 
ple was  in  the  area  of  telephone 
manners.  “Get  a friend  to  call  your 
office  sometime  and  let  you  listen 
in  on  the  conversation  with  the 
person  who  answers  the  telephone,” 
he  suggested.  “Maybe  you  won’t 
find  her  talking  to  her  boyfriend, 
but  certain  hours  are  pretty  busy 
and  if  two  telephones  happen  to 
ring  at  once  she  may  answer  one 
and  immediately  push  down  the 
hold  button.  Did  you  ever  have  a 
hold  button  jammed  down  when 
you  were  trying  to  call  someone? 
It’s  pretty  disconcerting.” 

Then  there’s  the  girl  who  may 
work  in  an  office  for  Doctors 
Smith-Brown-Jones  and  Black,  but 
when  she  answers  the  telephone 
she  simply  says,  “Doctors’  Office.” 

“I  want  to  speak  to  the  doctor,” 
says  the  patient. 

“We’ve  got  a lot  of  doctors 
around  here.  Which  one  do  you 
want  to  speak  to?” 

This  guessing  game  could  go  on 
for  quite  awhile,  and  it  certainly 
doesn’t  do  anything  for  doctor-pa- 


tient relationships.  The  whole  prob- 
lem could  be  avoided  if  the  person 
answering  the  telephone  would  give 
the  names  of  the  doctors  to  begin 
with. 

Another  problem  doctors  tend  to 
neglect  is  parking  space  in  front 
of  their  office.  The  patient  might 
be  elderly  and  suffer  from  arthri- 
tis, but  when  he  drives  up  to  find 
three  vacant  parking  places  the 
first  thing  he  sees  is  a sign:  “Re- 
served for  Doctors.”  This  goes  over 
big,  said  Mr.  Rice. 

The  sign  shop  syndrome  also 
manifests  itself  inside  some  doc- 
tors’ offices.  “You  must  pay  cash 
or  make  arrangements,”  is  one  ex- 
ample. 

Mr.  Rice  said  many  doctors  also 
err  in  sending  out  monthly  state- 
ments which  give  a month  by  month 
resume  and  remind  the  patient  how 
many  times  he  hasn’t  paid  his  bill. 
Send  out  statements  on  a good 
grade  of  bond  paper  with  a total  of 
the  amount  due,  he  advised. 

Dr.  Dallis 

A practicing  psychiatrist  until  he 
turned  to  producing  comic  strips. 
Dr.  Dallis  proved  to  be  a capable 
public  relations  expert  in  promot- 
ing “Rex  Morgan,  M.D.”  while  at 
the  same  time  offering  some 
thought- provoking  questions  to 
doctors  on  the  subject  of  public 
relations. 
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tor-patient  relationships.  We  said 
that  under  Medicare  there  would 
not  be  a free  choice  of  doctor  and 
hospitals,  and  then  the  politicians 
slammed  the  door  in  our  face  on 
that. 

“The  fault  lies  in  our  inability 
to  communicate  with  the  public,  es- 
pecially with  politicians,”  Dr.  Dal- 
lis  concluded.  “We  need  good  pub- 
lic relations  people  to  work  with  us 
on  this  problem.” 

Panel  on  Professional 
Responsibilities 

A panel  session  devoted  to  “The 
Professional  Responsibilities  of 
Physicians”  was  presided  over  by 
Dr.  Charles  Max  Cole  of  Dallas, 
Speaker  of  the  House  of  Delegates. 

Four  representatives  of  state  and 
federal  agencies  appeared  on  a 
morning  panel  session:  “The  Pro- 
fessional Responsibilities  of  Phy- 
sicians.” 

Dr.  M.  H.  Crabb,  secretary  of  the 
Texas  State  Board  of  Medical  Ex- 
aminers, discussed  “Major  Areas  of 
Responsibility  of  the  Physician  in 
Complying  With  the  Medical  Prac- 
tice Act.” 

“Since  1953  when  the  Legislature 
gave  the  Board  authority  to  cancel 
a physician’s  license  we  have  had 
better  cooperation  with  the  physi- 
cians in  enforcing  the  Medical 
Practice  Act,”  Dr.  Crabb  said.  “At 
present,  if  we  have  a physician 
who  is  doing  wrong,  we  can  call 
him  and  have  him  come  to  the  State 
Board  office  and  discuss  his  prob- 
lems and  warn  bim.  This  usually 
gets  results.” 

The  most  important  obligation  of 
the  Board  deals  with  attempts  to 
rehabilitate  narcotic  addicts  and 
alcoholics,  he  continued. 

Frank  G.  Pappas,  district  super- 
visor of  the  Bureau  of  Narcotics; 
J.  H.  Arnette,  secretary  of  the  Tex- 
as State  Board  of  Pharmacy;  and 
Sam  D.  Fine,  director  of  the  Dal- 
las District  of  the  Food  and  Drug 
Administration,  briefly  discussed 
historical  background  and  regula- 
tions governing  the  handling  of 
drugs  by  physicians. 

All  emphasized  the  necessity  of 
cooperation  between  pharmacists 
and  physicians,  and  especially  the 
need  of  physicians  to  understand 
the  pharmacist’s  position  when  he 
tries  to  comply  with  the  law  by 
calling  a physician  to  verify  a nar- 
cotics prescription. 


Speaker  of  the  AMA  House  of  Delegates  Dr.  Milford  0.  Rouse  of  Dallas 
converses  with  the  author  of  "Rex  Morgan,  M.D.",  Dr.  Nicholas  P.  Dallis. 


Dr.  Charles  Max  Cole,  standing,  right.  Speaker  of  the  House  of  Delegates, 
presided  over  a panel  discussion  on  physicians'  professional  responsibilities. 
Participants  included,  left  to  right,  seated,  J.  H.  Arnette  and  Sam  D.  Fine; 
standing,  Frank  G.  Pappas  and  Dr.  M.  H.  Crabb. 


“Rex  Morgan  did  not  fail  be- 
cause there  has  been  a tremendous 
interest  in  medicine  in  recent 
years,”  said  Dr.  Dallis. 

“Yet  recently  I have  met  a feel- 
ing of  inevitability  among  doctors” 
(regarding  Medicare).  “Their  at- 
titude is  ‘We  have  done  all  we 
can.’  ” 

Dr.  Dallis  went  on  to  wonder  out 
loud:  “Why  can’t  we  communicate 
to  the  public  our  feeling  about 
medicine?” 


“Why  do  people  like  individual 
doctors,  but  not  doctors  as  a whole 
— especially  the  AMA?” 

The  situation  with  lawyers  and 
the  bar  association  is  just  the  op- 
posite, he  said.  People  despise  law- 
yers as  individuals  but  respect  the 
bar  association. 

What  is  needed,  said  Dr.  Dallis, 
is  a PR  group  to  serve  medicine. 
We  have  never  told  the  public  why 
we  oppose  Medicare,  he  declared. 
We  have  talked  vaguely  about  doc- 
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Dr.  James  Murphy,  at  the  podium,  moderates  a discussion  on  public  relations  in  action.  Left  to  right,  are  participants. 
Dr.  Edwin  Rippy,  Dr.  0.  Brandon  Hull,  James  R.  Hickox,  and  Dr.  L.  E.  Silverthorn. 


Panel  on  Public 
Relations  in  Action 

Public  relations  projects  in  which 
Texas  physicians  have  been  active 
were  discussed  by  a panel  presided 
over  by  TMA  President-Elect  Dr. 
James  D.  Murphy. 

Participants  were  Dr.  Edwin  L. 


Rippy  of  Dallas,  a member  of 
TMA’s  Committee  on  School  Health, 
who  spoke  on  “Keeping  Texas 
School  Children  Healthy”;  Dr.  0. 
Brandon  Hull  of  Lubbock,  presi- 
dent of  the  Lubbock-Crosby-Garza 
Counties  Medical  Society,  who  spoke 
on  “Informing  the  Public  Through 
Health  Columns”;  James  R.  Hickox 
of  Chicago,  director  of  the  AMA’s 


Program  Services  Department, 
Communications  Division,  who 
spoke  on  “Telling  Medicine’s  Story 
with  Exhibits  and  Health  Fairs”; 
and  Dr.  L.  E.  Silverthorn  of  Aus- 
tin, medical  consultant  of  the  Local 
Health  Services  Division,  Texas 
State  Department  of  Health,  who 
spoke  on  “The  Sanderson  Flood — 
Disaster  Aid  With  a PR  Bonus.” 


AAPS  Essay  Contest 


The  20th  annual  essay  contest  for 
high  school  students,  sponsored  by 
the  Association  of  American  Physi- 
cians and  Surgeons  in  cooperation 
with  state  and  county  medical  so- 
cieties, is  now  under  way.  Choice 
of  topics  are  “The  Advantages  of 
Private  Medical  Care”  and  “The 
Advantages  of  the  American  Free 
Enterprise  System.” 

National  prizes  totaling  $2,675 
will  be  given,  in  addition  to  those 
offered  by  medical  societies  at  the 
county  and  state  levels. 

Complete  details  about  how  and 
when  to  appoint  committees,  con- 
tact school  officials,  obtain  material 
for  the  students’  use,  and  submit 
winning  essays  from  local  to  state 
to  national  levels  are  available  from 
Dr.  James  A.  Cosgriff,  Chairman, 
AAPS  Essay  Contest  Committee, 
Suite  320,  185  North  Wabash  Ave- 
nue, Chicago. 


After  a busy  day  of  conferences,  and  committee  and  council  meetings, 
TMA  members  ond  their  families  board  buses  provided  by  Charles  0.  Finley 
Company  to  attend  the  Texas — Texos  Tech  football  game.  Texas  won. 
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Executive  Board  Meets 


Dr.  Rouse's  Nomination  to  AMA  Post, 
Billboard  Campaign,  Topics  of  Board 


The  nomination  of  or.  Mil- 

ford  O.  Rouse  of  Dallas  as  Presi- 
dent-Elect of  the  American  Medical 
Association,  an  outdoor  billboard 
campaign  against  disease,  naming  a 
committee  to  study  area-wide  plan- 
ning of  health  facilities,  selection 
of  future  annual  session  headquar- 
ters, encouragement  of  Texas  as  a 
site  for  a nuclear  facility,  and  op- 
position to  changes  in  the  Taft- 
Hartley  Law  were  among  topics  dis- 
cussed by  the  Executive  Board  of 
Texas  Medical  Association  on  Sept. 
26. 

Meeting  in  Austin,  the  interim 
policymaking  body  studied  reports 
of  councils  and  committees  on  a 
number  of  important  items  current- 
ly affecting  physicians  and  medi- 
cine in  Texas  and  elsewhere. 

Opposition  to  Changes  in  14B 

Following  a motion  by  President- 
Elect  Dr.  James  D.  Murphy  of  Fort 
Worth,  the  Executive  Board  agreed 
that  the  Texas  Medical  Association 
should  go  on  record  opposing 
changes  in  the  Taft-Hartley  Law, 
particularly  the  section  pertaining 
to  14B,  which  presently  allows 
states  to  have  right -to -work  laws. 

The  Board  also  approved  an  ad- 
dendum motion  calling  for  the  ac- 
tion to  be  made  known  to  members 
of  the  Association,  to  other  organi- 
zations, and  to  Congress. 

Fund  Helps  First  Physician 

The  Board  of  Trustees  announced 
the  awarding  of  the  first  grant  of 
assistance  to  a Texas  physician 
with  severe  financial  needs.  The 
physician  is  receiving  $50  per 
month.  Other  grants  are  being  con- 
sidered. 

The  action  of  the  Trustees  fol- 
lowed authorization  by  the  House 
of  Delegates  earlier  this  year  al- 


lowing the  Committee  on  Physi- 
cians Benevolent  Fund  to  use  up  to 
$5,000  to  meet  current  needs  of 
physicians. 

Freshmen  To  Receive  Loans 

The  Trustees  of  the  Sam  Thomp- 
son Fund  have  announced  that  first- 
year  medical  students  will  now  be 
eligible  for  loans  from  the  Dr.  S.  E. 
Thompson  Fund.  The  Fund  in  the 
past  has  been  limited  to  second, 
third,  and  fourth  year  students. 

So  far  this  year  the  Trustees  have 
awarded  44  loans  to  students, 
amounting  to  $21,650.  Since  the 
program  was  started,  383  loans 
have  been  awarded,  totaling  $172,- 
000.  Interest  on  these  loans  now 
amounts  to  more  than  $5,000  each 
year  and  assets  of  the  fund  total 
more  than  $1,000,000. 

Billboards  To  Fight  Disease 

Progress  in  the  plan  to  launch  a 
statewide  educational  campaign 
against  disease  was  reported  to  the 
Board  by  the  Executive  Secretary. 

Eight  to  12  educational  messages 
on  outdoor  billboards  will  be  de- 
voted to  preventive  medicine  on 
subjects  such  as  diabetes,  measles, 
polio,  tuberculosis,  cancer,  heart 
disease,  eye  diseases,  mental  health, 
and  tetanus.  The  Council  on  Public 
Relations  and  Public  Service  will 
coordinate  the  campaign. 

Outdoor  advertising  firms  have 
offered  400  boards  per  month  as  a 
public  service.  Several  volunteer 
health  agencies  in  the  state  will  co- 
operate in  sponsoring  the  messages. 

Dr.  Rouse's  Nomination  Approved 

The  Executive  Board  approved 
the  nomination  of  Dr.  Milford  0. 
Rouse,  Past  President  of  Texas 
Medical  Association  and  current 
Speaker  of  the  House  of  Delegates 
of  the  American  Medical  Associa- 


tion, for  the  office  of  President- 
Elect  of  the  AMA. 

Texas  delegates  to  the  AMA  rec- 
ommended the  nomination  to  the 
Board.  Dr.  Rouse  will  be  nominated 
to  serve  as  President-Elect  for 
1966-1967. 

Annual  Session  Headquarters  Set 

The  Executive  Board  approved 
Annual  Session  headquarters  rec- 
ommended by  the  Council  on  An- 
nual Session  for  the  years  1967, 
1968,  and  1970. 

Headquarters  in  Dallas,  the  1967 
site,  are  the  Adolphus  Hotel  and 
Dallas  Memorial  Auditorium,  scien- 
tific headquarters;  the  Statler  Hil- 
ton Hotel,  House  of  Delegates’  head- 
quarters; and  the  Sheraton-Dallas, 
Auxiliary  headquarters.  Also,  in 
connection  with  the  Dallas  meeting, 
the  Board  named  the  President  to 
appoint  a steering  committee  for 
Centennial  Events  to  develop  and 
coordinate  special  events  for  the 
100th  Annual  Session  scheduled  in 
1967. 

Headquarters  in  Houston,  site  of 
the  1968  meeting,  will  be  the  Sham- 
rock Hilton  Hotel  as  Association 
headquarters  and  the  Warwick 
Hotel,  Auxiliary  headquarters. 

San  Antonio  was  tentatively  ap- 
proved as  the  site  of  the  1970  An- 
nual Session. 

Planning  Group  To  Be  Named 

The  Council  on  Medical  Educa- 
tion and  Hospitals  received  approv- 
al from  the  Executive  Board  for 
two  members  of  the  Council  to  meet 
with  representatives  of  related 
health  groups  to  study  the  problems 
of  area-wide  planning  of  health  fa- 
cilities. The  group  would  include 
representatives  of  the  American 
Medical  Association,  Texas  Hos- 
pital Association,  Texas  Nursing 
Home  Association,  Blue  Cross-Blue 
Shield  of  Texas,  and  the  Health  In- 
surance Council. 
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Members  of  the  Committee  on  Association  Insurance  Programs  participate  in  cutting  the  birthday  cake  honoring  the  10th 
anniversary  of  the  Association's  group  disability  program.  The  Charles  0.  Finley  Company  presented  the  cake  to  guests 
at  the  PR  Conference.  Left  to  right  are  Dr.  Charles  W.  Klanke,  Dr.  Donald  S.  Gibbs,  Chairman  Dr.  Laurence  Mickey,  Dr. 
Joseph  T.  Painter,  Dr.  E.  H.  McVicker,  and  Mr.  Finley. 


Paramedical  Recruitment  Favored 

The  Texas  Hospital  Association’s 
prog-ram  for  recruitment  of  para- 
medical personnel  was  approved  in 
principle  by  the  Executive  Board, 
after  recommendation  by  the  Coun- 
cil on  Medical  Education  and  Hos- 
pitals and  its  Committees  on  Medi- 
cal Careers  and  Nursing. 

The  hospital  association  is  insti- 
tuting a five-year  program  for  com- 
munication with  the  responsible 
groups,  including  the  establishment 
of  regional  offices  for  dissemina- 
tion of  information  pertaining  to 
all  careers  including  nursing.  The 
group  also  is  organizing  a state- 
wide committee  to  raise  funds  for 
a long-range  budget  to  include 
scholarships,  encourage  or  start 
new  schools  of  nursing  or  both,  and 
study  the  problem  of  paramedical 
recruitment. 

Texas  as  Atomic  Site  Encouraged 

The  Executive  Board  approved  a 
resolution  submitted  by  the  Council 
on  Scientific  Advancement  and  the 
Committee  on  Nuclear  Medicine 
calling  for  the  Texas  Medical  Asso- 
ciation to  urge  its  members  to  point 
out  the  advantages  Texas  offers  as 
a site  for  the  200  BEV  accelerator 
facility,  a high  energy  propulsion 


unit.  Members  of  Congress  and 
the  Texas  Senate  are  to  be  notified 
of  the  Association’s  stand.  It  is  felt 
that  the  accelerator  would  have  im- 
pact on  all  forms  of  research,  in- 
cluding biological  and  medical  as- 
pects. 

Resolution  Praises  Texas  65 

A resolution  was  passed  by  the 
Executive  Board  praising  the  co- 
operation of  the  health  insurance 
industry  in  Texas  and  physicians  in 
providing  health  care  service  to  in- 
dividuals over  65.  The  Committee 
on  Health  Insurance  and  the  Coun- 
cil on  Medical  Service  and  Insur- 
ance submitted  the  resolution. 

Appreciation  for  excellent  cover- 
age of  elderly  people  was  extended 
companies  that  made  the  Texas  65 
Insurance  Program  available. 


Disability  Insurance  Program 
Observing  Tenth  Anniversary 

On  Nov.  1,  1955,  the  Texas  Medi- 
cal Association  began  sponsoring 
the  group  disability  insurance  pro- 
gram for  its  members,  underwritten 
by  Lumbermens  Mutual  Casualty 
Company  and  administered  by 
Charles  0.  Finley  and  Company. 
Now,  ten  years  later,  the  Commit- 
tee on  Association  Insurance  Pro- 


grams can  reflect  on  many  addi- 
tional benefits  and  improvements 
that  have  been  made  in  the  pro- 
gram without  an  increase  in  pre- 
mium. 

The  original  plan  provided  10- 
year  sickness  benefits  and  lifetime 
accident  benefits.  In  1956,  an  op- 
tion of  three-year  sickness  benefits 
was  offered.  In  1959,  after  the 
usual  building  and  stabilization 
years,  it  was  possible  to  pay  a 15 
percent  bonus  on  claims  under  this 
plan.  More  work  by  the  Committee 
followed  and,  in  1960,  the  bonus 
was  raised  to  20  percent  and  the 
sickness  benefit  extended  from 
three  to  five  years.  During  1961, 
the  20  percent  bonus  was  continued 
and  a cash  dividend  of  $155,000  was 
paid  pro  rata  to  all  of  the  Associa- 
tion’s insured  members. 

In  1962,  the  Committee  agreed  to 
forego  the  bonus  in  favor  of  long- 
range  improvements  by  the  insur- 
ance company,  and  a dividend  of 
$154,000  was  paid. 

These  improvements  started  the 
next  year  when  long-term  sickness 
benefits  were  added  to  the  five-year 
sickness  plan.  The  dividend  rose  to 
$166,000.  Under  the  long-term  plan, 
sickness  benefits  ai’e  payable  to  age 
65  for  all  disabilities  which  occur 
prior  to  age  60.  For  all  disabilities 
which  occur  between  age  60  and  70, 
benefits  are  payable  for  a maximum 
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of  five  years,  but  not  beyond  age  72. 
Accident  disabilities  remain  payable 
for  “life-time.”  The  plan  was  fur- 
ther improved  in  1964  when  all  pol- 
icies were  amended  to  provide  bene- 
fits for  disability  due  to  private 
flying.  That  year,  insured  members 
received  a pro  rata  dividend  total- 
ing $195,000. 

To  supplement  the  disability  pro- 
gram, an  Accidental  Death  and  Dis- 
memberment Plan  was  added  in 
1958  and  a Major  Medical  Program 
in  1961.  These  are  the  only  pro- 
grams of  this  type  officially  spon- 
sored and  approved  by  the  Texas 
Medical  Association. 


Texas  Physicians  26-35 
May  Expect  Draft  Call 


Sixty-two  Texas  physicians  will 
be  called  by  the  Selective  Service 
System  by  Jan.  15,  although  450 
will  be  ordered  to  take  physical  ex- 
aminations between  now  and  De- 
cember. 

Physicians  affected  by  the  call 
include  those  under  age  35,  with 
those  under  age  26  being  called 
first.  Physicians  who  may  expect 
to  receive  calls  for  physical  -exami- 
nations, unless  they  have  been  ex- 
amined since  April  1, 1965,  are  those 
in  Classes  I-A  (available  for  serv- 
ice) ; I-A-0  (noncombatant  serv- 
ice) ; II-A  (occupational  defer- 
ment) ; II-S  (still  going  to  school)  ; 
and  III-A  (hardship). 

Doctors  in  Texas  who  will  be  pri- 
marily affected  by  the  call  include 
those  classified  I-A  or  II-A.  Phy- 
sicians in  residencies  will  be  af- 
fected although  those  still  serving 
their  internships  will  not  be  subject 
to  call. 

The  draft  call  for  the  nation  will 
include  1,529  physicians,  350  den- 
tists, and  100  veterinarians  sched- 
uled to  enter  active  duty  begin- 
ning in  January. 


Amendment  Would  Affect 
Medical  Welfare  Programs 


Proposition  number  3 on  the  bal- 
lot to  be  voted  upon  Nov.  2 is  an 
amendment  to  the  Texas  Constitu- 
tion which  would  give  the  Legisla- 
ture broad  authority  to  provide  as- 
sistance and  medical  care  on  behalf 
of  needy  persons. 

The  Texas  Medical  Association 
supports  this  amendment. 

Three  sections  of  the  current 


Constitution  would  be  combined  into 
one  new  section  specifically  author- 
izing the  Legislature  to  take  part 
in  joint  federal -state  programs  of 
assistance  for  needy  aged  persons, 
needy  blind  persons,  needy  children, 
permanently  and  totally  disabled 
persons,  and  to  provide  medical  care 
for  all  these  categories.  To  present 
welfare  programs,  it  would  add  re- 
habilitation and  any  other  services 
included  in  federal  legislation  pro- 
viding matching  funds  “to  help  such 
families  and  individuals  attain  or 
retain  capability  for  independence 
or  self  care.” 

The  Legislature  would  have  broad 
discretion  to  determine  qualifica- 
tions and  procedures;  this  was  de- 
signed to  insure  that  Texas  would 
continue  to  be  eligible  for  federal 
matching  funds  to  carry  out  its  wel- 
fare programs,  including  the  Kerr- 
Mills  program  for  medical  and  hos- 
pital care  of  needy  persons. 

The  amendment  would  provide 
that  if  Texas  statutes  were  found 
to  be  in  conflict  with  federal  stat- 
utes to  the  extent  that  federal 
matching  funds  would  not  be  avail- 
able, the  Legislature  would  be  em- 
powered to  enact  laws  necessary  to 
secure  these  funds  for  assistance  or 
medical  care  of  needy  persons. 

The  proposed  amendment  also 
would  allow  some  change  in  resi- 
dence requirements  and  age  quali- 
fications. 

The  immediate  state  cost  of  ex- 
tending medical  assistance  to  recipi- 
ents of  Aid  to  the  Blind.  Permanent- 
ly and  Totally  Disabled,  and  Fami- 
lies with  Dependent  Children  ap- 
parently would  not  be  a problem. 
Currently,  medical  assistance  pay- 
ments go  only  to  recipients  of  Old 
Age  Assistance.  S.B.  405,  adopted 
by  the  Legislature  this  year,  would 
extend  medical  assistance  to  all  four 
welfare  programs,  and  was  to  be  ef- 
fective July  1,  1966,  if  a major  por- 
tion of  hospital  care  costs  for  re- 
cipients of  Old  Age  Assistance  was 
assumed  by  the  federal  government. 
The  effectiveness  of  this  bill  does 
not  depend  on  the  proposed  Consti- 
tutional amendment,  but  continu- 
ance of  the  aid  it  provides  may  de- 
pend on  more  flexibility  than  the 
Texas  Constitution  now  allows. 

Proponents  of  the  amendment  be- 
lieve that  the  Kerr -Mills  type  of 
medical  assistance  to  the  needy  is 
preferable  to  Medicare,  and  also 
that  the  amendments  to  the  federal 
Social  Security  Law  will  require 
more  leeway  than  the  state  Consti- 
tution now  allows.  Many  people  also 
believe  that  the  Legislature  must 
have  broader  powers  to  adjust  to 


federal  requirements  in  order  to 
maintain  Texas’  other  welfare  pro- 
grams based  on  need. 

Opponents  contend  that  this  ap- 
proach surrenders  to  the  federal 
government  control  over  what  wel- 
fare programs  the  state  can  have, 
and  that  if  the  proposed  amendment 
is  adopted,  the  Legislature  would  be 
restricted  only  by  the  limits  of  Con- 
gressional liberality  and  the  Legis- 
lature’s own  definition  of  “need.” 


SMA  Houston  Program  Covers 
Space  Walk,  Public  Talk,  Science 


Outstanding  guest  speakers  have 
been  invited  to  address  the  22  sci- 
entific sections  of  the  Southern 
Medical  Association  at  its  Nov.  1-4 
meeting  in  Houston. 

A special  feature  at  the  Presi- 
dent’s Luncheon  will  be  medical 
news  of  astronauts  and  a showing 
of  the  film  of  the  walk  in  space, 
both  presented  by  Dr.  Charles  Ber- 
ry, medical  officer  for  NASA. 

On  Thursday  morning,  Nov.  4, 
there  will  be  a public  speaking 
clinic  with  intensive  individual  par- 
ticipation and  instruction  in  the 
preparation  and  presentation  of 
speeches,  use  of  visual  aids,  and 
handling  question  and  answer  ses- 
sions. A professional  speech  instruc- 
tor with  extensive  academic  and 
business  teaching  experience  will 
lead  the  clinic,  and  all  physicians 
are  invited  to  attend. 

Meeting  conjointly  with  SMA  will 
be  the  American  College  of  Chest 
Physicians,  Southern  Chapter;  Col- 
lege of  American  Pathologists ; Fly- 
ing Physicians  Association ; Radio- 
logical Society  of  North  America; 
and  the  Southern  Gynecological  and 
Obstetrical  Society. 

Guest  speakers  will  be:  Allergy, 
Dr.  R.  L.  Stubblefield,  Dallas;  anes- 
thesiology, Dr.  Otto  K.  Mayrhofer, 
Vienna,  Austria;  dermatology.  Dr. 
Herman  Beer  man,  Philadelphia; 
gastroenterology.  Dr.  Howard  M. 
Spiro,  New  Haven,  Conn.;  general 
practice,  Dr.  T.  A.  Watters,  New 
Orleans;  gynecology.  Dr.  Warren 
H.  Cole,  Chicago;  industrial  medi- 
cine and  sui'gery,  Dr.  Grosvenor  G. 
Roberts,  Kansas  City,  Mo.;  medi- 
cine, Dr.  William  N.  Valentine,  Los 
Angeles ; 

Also,  neurology  and  psychiatry. 
Dr.  Adolph  L.  Sahs,  Iowa  City;  ob- 
stetrics, Dr.  Charles  A.  Hunter,  Jr., 
Seattle;  ophthalmology.  Dr.  Alger- 
non B.  Reese,  New  York;  orthopedic 
and  traumatic  surgery.  Dr.  Joseph 
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H.  Boyes,  Los  Angeles ; otolaryngol- 
ogy, Dr.  Fletcher  D.  Woodward, 
Charlottesville,  Va. ; pathology.  Dr. 
Robert  J.  Lukes,  Los  Angeles;  pe- 
diatrics, Dr.  Sydney  S.  Gellis,  Bos- 
ton; physical  medicine  and  rehabil- 
itation, Dr.  Hans  Kraus,  New  York; 

Also,  plastic  and  reconstructive 
surgery.  Dr.  Mario  Gonzales-Ulloa, 
Tuxpan,  Mexico;  proctology.  Dr. 
Norman  D.  Nigro,  Detroit;  radiol- 
ogy, Dr.  Philip  Rubin,  Rochester,  N. 
Y. ; surgery.  Dr.  C.  Barber  Mueller, 
Syracuse,  N.  Y. ; urology.  Dr.  Lau- 
rence F.  Greene,  Rochester,  Minn. 

Additional  information  may  be 
obtained  from  SMA  headquarters, 
2601  Highland  Ave.,  Birmingham, 
Ala.  35205. 


UCLA  Faculty  Slated 

For  Southwestern  Medical  Meet 


Meeting  in  El  Paso  Nov.  4-6, 
members  of  the  Southwestern  Med- 
ical Association  will  hear  the  fol- 
lowing men  from  the  University  of 
California  at  Los  Angeles  School 
of  Medicine:  Dr.  Arthur  A.  Clinco, 
associate  clinical  professor  of  psy- 
chiatry; Dr.  Donald  G.  Mulder,  as- 
sociate professor  of  surgei’y;  Dr. 
John  F.  Murray,  associate  profes- 
sor of  medicine  and  physiology;  and 
Dr.  Justin  J.  Stein,  professor  of 
radiology  and  chief  of  the  Radiol- 
ogy Division. 

Topics  will  be  Evaluation  of  Car- 
diopulmonary Symptoms,  Results 
of  Surgical  Treatment  of  Carci- 
noma of  the  Lung,  Results  of  Ir- 
radiation Therapy  in  Carcinoma 
of  the  Lung,  Psychodynamics  of 
Respiratory  Behavior,  Manage- 
ment of  Emphysema  and  Bronchi- 
ectasis, Management  of  Mediastinal 
Tumors,  Management  of  Inflamma- 
tory Pulmonary  Disease,  Current 
Status  of  the  Surgical  Treatment 
of  Congenital  and  Acquired  Heart 
Disease,  Modern  Management  of 
the  Lymphomas,  and  Psychiatry 
for  the  Nonpsychiatrist. 


Mrs.  N.  L.  Barker  Dies 


Mrs.  Lucile  Barker,  Paris,  died 
Sept.  29  following  a long  illness. 
She  was  the  wife  of  Dr.  N.  L. 
Barker,  a member  of  the  Board  of 
Trustees  of  the  Texas  Medical  As- 
sociation. Survivors  include  four 
children,  Nym  L.,  Jr.,  Cynthia  Ann, 
Deborah  Lynn,  and  William  Henry, 
all  of  Paris;  her  mother,  Mrs. 
James  W.  Taylor,  San  Antonio; 
and  a brother,  James  L.  Taylor  of 
Owensville,  Mo. 


Cancer  of  Gastrointestinal  Tract 
Is  Houston  Conference  Topic 


“Cancer  of  the  Gastrointestinal 
Tract”  will  be  the  subject  of  the 
Tenth  Annual  Clinical  Conference 
at  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  In- 
stitute, Houston,  Nov.  5-6.  Out- 
standing scientists  and  physicians 
from  institutions  throughout  the 
United  States  will  join  staff  mem- 
bers from  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tu- 
mor Institute  in  presenting  the 
most  current  information  on  diag- 
nostic procedures  and  treatment 
for  tumors  of  the  liver  and  pan- 
creas, cancer  of  the  stomach  and 
small  bowel,  and  carcinoma  of  the 
colon  and  rectum.  Cosponsor  of 
the  conference  is  the  Division  of 
Continuing  Education  of  The  Uni- 
versity of  Texas  Graduate  School 
of  Biomedical  Sciences  at  Houston. 

The  first  session  will  begin  Fri- 
day morning,  Nov.  5,  with  an  in- 
troduction by  Dr.  R.  Lee  Clark,  di- 
rector and  surgeon-in-chief  of  The 
University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute. 
The  topic  will  be  tumors  of  the 
liver  and  pancreas,  with  Dr.  Rich- 
ard G.  Martin,  associate  general 
surgeon  at  M.  D.  Anderson  Hos- 
pital, presiding.  Papers  to  be  pre- 
sented are  as  follows;  unless  other- 
wise noted,  the  authors  are  with 
M.  D.  Anderson. 

“Segmental  Anatomy  of  the  Liv- 
er with  Special  Reference  to  the 
Blood  Supply  of  Tumors,”  Dr.  John 

E.  Healey,  Jr.,  associate  experi- 
mental surgeon;  “Primary  Carci- 
noma of  the  Liver,”  Dr.  Robert  S. 
Nelson,  internist;  “Management  of 
Primary  and  Metastatic  Cancers  of 
the  Liver,”  Dr.  George  T.  Pack 
of  the  Pack  Medical  Group,  New 
York  City;  “Chemotherapy  of  Liv- 
er Cancer  by  Prolonged  Ambula- 
tory Hepatic  Artery  Infusion,”  Dr. 
Robert  D.  Sullivan,  director.  De- 
partment of  Cancer  Research,  La- 
hey  Clinic  Foundation,  Boston; 
“Practical  and  Developmental  Pro- 
cedures for  the  Diagnosis  of  Pan- 
creatic Neoplasms,”  Dr.  Howard 

F.  Raskin,  associate  professor  and 
head.  Division  of  Gastroenterology, 
University  of  Maryland  School  of 
Medicine,  Baltimore;  “Ulcerogenic 
Tumors  of  the  Pancreas,”  Dr.  Rob- 
ert M.  Zollinger,  professor  and 
chairman.  Department  of  Surgery, 
Ohio  State  University  College  of 


Medicine,  Columbus;  and  “Use  of 
X-Ray  Therapy  in  Treatment  of 
Pancreatic  Carcinoma,”  Dr.  James 
J.  Nickson,  chairman.  Department 
of  Radiation  Therapy,  Memorial 
Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City.  The  ses- 
sion will  be  concluded  with  a dis- 
cussion of  diagnostic  procedures 
and  treatment  methods  for  cancer 
of  the  liver  and  pancreas,  moder- 
ated by  Dr.  Martin. 

The  session  Friday  afternoon 
will  relate  to  diagnosis  and  treat- 
ment for  cancer  of  the  stomach 
and  small  bowel.  Dr.  Robert  S. 
Nelson,  internist,  will  preside. 

Papers  include  “Physiopathology 
of  Esophagogastric  Lesions,”  Dr. 
Nicholas  C.  Hightower,  director. 
Department  of  Clinical  Research, 
Scott  and  White  Clinic,  Temple; 
“Premalignant  Lesions  of  the 
Stomach,”  Dr.  Charles  A.  Flood, 
associate  professor  of  clinical  med- 
icine, Columbia  University  College 
of  Physicians  and  Surgeons,  New 
York  City;  “The  Use  of  Cinegas- 
troscopy  in  the  Differential  Diag- 
nosis of  Gastric  Tumors,”  Dr. 
Henry  Colcher,  associate  clinical 
professor  of  medicine  at  Colum- 
bia; “Radiographic  Diagnosis  of 
Small  Bowel  Lesion,”  Dr  Lois  C. 
Collins,  associate  professor.  De- 
partment of  Radiology,  Baylor 
University  College  of  Medicine, 
Houston;  “X-Ray  Therapy  in  the 
Treatment  of  Esophageal  Carcino- 
ma,” Dr.  Nickson;  and  “Function- 
ing Carcinoid  Tumors,”  Dr.  Harold 
Brown,  professor  of  medicine.  De- 
partment of  Internal  Medicine, 
Baylor,  Houston.  This  session  will 
be  concluded  with  a discussion 
moderated  by  Dr.  Nelson. 

Dr.  Murray  M.  Copeland,  gen- 
eral surgeon  and  associate  director 
for  education  at  M.  D.  Anderson 
Hospital,  will  preside  at  Satur- 
day’s program,  which  will  be  on 
carcinoma  of  the  colon  and  rec- 
tum. Dr.  Martin  will  discuss  “Man- 
agement of  Squamous  Cell  Carci- 
noma of  the  Anus.”  Other  papers 
are  “Roentgenological  Diagnosis  of 
Carcinoma  of  the  Colon,”  Dr. 
Thomas  Carlile,  chairman.  Depart- 
ment of  Radiology,  The  Mason 
Clinic,  Seattle,  Wash.;  “Surgical 
Treatment  for  Carcinoma  of  the 
Colon,”  Dr.  John  S.  Stehlin,  Jr., 
associate  general  surgeon;  “Pre- 
operative X-Ray  Therapy  in  Treat- 
ment of  Carcinoma  of  the  Rec- 
tum,” Dr.  Nickson;  “The  Status  of 
Polypoid  and  Papillary  Adenomas 
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of  the  Large  Intestine,”  Dr.  David 
A.  Wood,  director.  Cancer  Re- 
search Institute,  University  of  Cal- 
ifornia School  of  Medicine,  San 
Francisco;  and  “Systemic  Chemo- 
therapy for  Gastrointestinal  Car- 
cinoma,” Dr.  Anthony  R.  Curreri, 
director.  Division  of  Clinical  On- 
cology and  professor  of  surgery. 
University  Hospitals  of  The  Uni- 
versity of  Wisconsin  in  Madison. 
The  clinical  conference  will  be  con- 
cluded by  a discussion  of  cancer  of 
the  lower  gastrointestinal  tract. 


San  Antonio  Pathologists 
To  Present  Tumor  Seminar 


The  22nd  Annual  Tumor  Semi- 
nar presented  by  the  San  Antonio 
Society  of  Pathologists  will  be 
Dec.  4,  1965,  in  the  Auditorium  of 
Brooke  General  Hospital,  Fort  Sam 
Houston.  The  guest  speaker  is  to 
be  Dr.  Edward  A.  Gall,  Cincinnati 
General  Hospital,  Cincinnati.  In- 
formation about  the  seminar  may 
be  obtained  from  Dr.  M.  W.  Del- 
mer.  Associate  Pathologist,  Bap- 
tist Memorial  Hospital,  215  Cam- 
den Street,  San  Antonio. 


AMA  Sponsors  Conference 
On  Disaster  Medical  Care 


In  disaster,  the  responsibility  for 
medical  care  is  the  physician’s,  but 
the  effectiveness  of  care  depends 
on  the  well  organized  operations 
of  the  disaster  team.  To  help  phy- 
sicians become  aware  of  the  spe- 
cific role  of  each  part  of  the  team, 
the  AMA  will  conduct  the  16th 
National  Conference  on  Disaster 
Medical  Care  Oct.  30-31  in  Chicago 
at  the  Drake  Hotel. 

Symposiums  will  cover  aspects 
of  care  of  the  traumatized  patient, 
radio  communications  in  disaster, 
disaster  planning  in  industry,  and 
disaster  medical  resources.  Work- 
shop sessions  will  be  held  for  the 
doctor,  for  the  allied  health  work- 
er, and  for  the  community. 

The  program  is  approved  for 
IIV2  accredited  hours  by  the  Amer- 
ican Academy  of  General  Practice 
and  for  retirement  point  credits  by 
the  Department  of  the  Army. 

The  Conference  is  sponsored  an- 
nually by  the  Committee  on  Dis- 
aster Medical  Care  of  the  AMA’s 
Council  on  National  Security;  in- 
quiries may  be  sent  to  the  Com- 
mittee at  AMA  Headquarters,  535 
North  Dearborn,  Chicago,  111.  60610. 
Registration  fee  is  $10. 


Auxiliary  Meeting  Stresses 
Effective  Leadership 


Moral  courage,  commitment  be- 
yond one’s  own  pride,  placing  one’s 
country  above  partisanship,  and 
belief  in  the  future  are  principles 
of  dynamic  leadership,  Guy  D. 
Newman,  Th.D.,  told  members  of 
the  Woman’s  Auxiliary  who  at- 
tended the  School  of  Instruction 
Sept.  24  in  Austin.  Newman  is 
president  of  Howard  Payne  Col- 
lege, Brownwood. 

Tools  of  effective  leadership 
were  emphasized  through  exhibits, 
distribution  of  materials,  parlia- 
mentary procedure,  and  group  dis- 
cussions based  on  Auxiliary  size. 
A pageant  entitled,  “Miss  AMA- 
ERF,”  presented  the  committee’s 
fund-raising  projects  in  a unique 
and  clever  manner. 

Preceding  the  School  of  Instruc- 
tion, the  Executive  Board  met  Sep- 
tember 23;  participants  included 
Auxiliary  President,  Mrs.  Russell 
L.  Deter,  El  Paso;  Mrs.  Taylor 
Pickett,  Dallas;  Mrs.  Robert  G. 
Farris,  Austin;  Mrs.  J.  C.  Terrell, 
Stephen ville ; Mrs.  Ramsay  Moore, 
Dallas;  Mrs.  James  A.  Hallmark, 
Fort  Worth;  Dr.  Gray  E.  Carpen- 
ter, El  Paso;  Mr.  C.  Lincoln  Wil- 
liston,  and  Dr.  David  Wade,  Austin. 

Committee  Workshops  were  held 
on  Thursday,  Sept.  23,  for  AMA- 
ERF,  Medicine  and  Religion,  Safe- 
ty, and  Organization. 

A Friendship  Hour,  hosted  by 
Mrs.  Russell  L.  Deter,  and  an  Ex- 
ecutive Board  Dinner  were  plan- 
ned for  members  of  the  Executive 
Board  and  guests  on  Thursday 
evening  at  the  Gondolier  Hotel.  Dr. 
Robert  G.  Umstattd,  an  Austin 
anesthesiologist,  provided  the  en- 
tertainment. 

Mrs.  V.  C.  Smart,  Austin,  Chair- 
man of  School  of  Instruction,  re- 
ported an  attendance  of  131  at  the 
Executive  Board  Meeting  and 
School  of  Instruction. 


Gastroenterologists  To  Study 
Vasoactive  Substances 


Some  vasoactive  substances  and 
the  gut,  or  some  naturally  occur- 
ring pharmacological  substances 
and  the  gut,  will  be  discussed  at  the 
Nov.  5 meeting  of  the  Gastroenter- 
ology Research  Group  in  Chicago. 
Moderating  the  discussions  will  be 
Dr.  Bernard  J.  Haverback,  Los  An- 
geles. Parkhurst  A.  Shore,  Ph.D., 
University  of  Texas  Southwestern 


Medical  School,  Dallas,  will  dis- 
cuss histamine  and  gastric  acid 
secretion;  from  England’s  Birm- 
ingham Medical  School,  Professor 
S.  M.  Hilton  will  be  present  to  talk 
on  the  kinins  and  gastrointestinal 
secretory  activity.  Functioning 
carcinoids  (pathological  secretion 
of  serotonin,  histamine  and  kinins) 
will  be  reviewed  by  Dr.  Albert 
Sjoerdsma,  National  Heart  Insti- 
tute, Bethesda,  Md. 

Interested  persons  may  write  to 
Dr.  Frank  P.  Brooks,  Hospital  of 
the  University  of  Pennsylvania, 
Philadelphia  4,  for  information. 


Multiple  System  Injury,  Hand 
Problems  Emphasized  in  Course 


The  American  Academy  of  Or- 
thopaedic Surgeons,  in  conjunction 
with  the  University  of  Texas 
Southwestern  Medical  School,  of- 
fers a comprehensive  postgraduate 
course  in  the  treatment  of  frac- 
tures and  other  injuries  Nov.  17- 
20  in  Dallas.  Under  the  direction 
of  Dr.  Charles  F.  Gregory,  pro- 
fessor and  chairman  of  the  Di- 
vision of  Orthopaedic  Surgery, 
Southwestern,  the  course  will  be 
held  in  the  Marriott  Motor  Hotel. 
Registration  fee  is  $75,  and  resi- 
dents and  interns  will  be  admitted 
free  by  letter  from  their  chief  of 
service,  and  may  be  registered  in 
advance. 

Address  inquiries  to  Dr.  Gregory, 
c/o  American  Academy  of  Ortho- 
paedic Surgeons,  29  E.  Madison 
Street,  Chicago,  111.  60602. 

Speakers  and  topics  are  as  fol- 
lows; unless  otherwise  indicated, 
the  speakers  are  affiliated  with  the 
University  of  Texas  Southwestern 
Medical  School. 

Wednesday  morning. — “Manage- 
ment of  the  Multiple  System  In- 
jured Patient.” 

Dr.  Fred  C.  Reynolds,  St.  Louis, 
president  of  the  American  Acade- 
my of  Orthopaedic  Surgeons,  and 
Dr.  A.  J.  Gill,  dean  of  Southwest- 
ern Medical  School,  will  welcome 
the  participants  to  the  symposium. 

“Injuries  to  Ligaments  of  the 
Knee,”  Dr.  Don  H.  O’Donoghue, 
professor  and  chairman.  Depart- 
ment of  Orthopaedic  Surgery,  Uni- 
versity of  Oklahoma  Medical 
School,  Oklahoma  City;  “Epiphy- 
seal Injury,”  Dr.  Louis  H.  Para- 
dies,  assistant  professor  of  ortho- 
paedic surgery;  “Malleolar  Frac- 
tures,” Dr.  Louis  J.  Levy,  attend- 
ing orthopaedic  surgeon,  Peter 
Smith  and  Harris  Hospitals,  Fort 
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Worth;  “Complications  from  the 
Use  of  Splints  and  Casts,”  Dr. 
Paul  McCullough,  chief  resident  in 
orthopaedics.  Parkland  Memorial 
Hospital,  Dallas;  “Pitfalls  in  In- 
ternal Derangement  of  the  Knee,” 
Dr.  O’Donoghue. 

Wednesday  afternoon. — “Man- 
agement of  the  Multiple  System 
Injured  Patient — Primary  Treat- 
ment.” 

“Diagnosis  and  Treatment  of 
Airway  Obstruction,”  Dr.  M.  T. 
Jenkins,  professor  of  anesthesiolo- 
gy; “Shock:  Nature  of  the  Prob- 
lem, and  Selection  and  Use  of  Re- 
pair Solutions,”  Dr.  G.  Tom 
Shires,  professor  and  chainnan. 
Department  of  Surgery;  “Diag- 
nosis and  Initial  Care  of  Chest  In- 
jury,” Dr.  Robert  R.  Shaw,  pro- 
fessor and  chairman.  Division  of 
Thoracic  Surgery;  “Diagnostic 
Methods  in  the  Evaluation  of  Blunt 
Trauma  to  the  Abdomen,”  Dr. 
Robert  N.  McClelland,  assistant 
professor.  Department  of  Surgery; 
“Arterial  Injuries:  Diagnosis  and 
Management,”  Dr.  Malcolm  0.  Per- 
ry, assistant  professor.  Department 
of  Surgery;  “Neurological  Evalua- 
tion of  the  Trauma  Patient,”  Dr. 
William  Kemp  Clark,  associate  pro- 
fessor and  chairman.  Division  of 
Neurological  Surgery;  “Evaluation 
and  Management  of  the  Injured 
Genitourinary  Tract,”  Dr.  Harry 
M.  Spence,  clinical  professor  and 
chairman.  Division  of  Urological 
Surgery;  “Summing  Up,”  Dr.  Par- 
adies. 

T hursday  mo-rning. — “Manage- 
ment of  the  Multiple  System  In- 
jured Patient  — Definitive  Treat- 
ment.” 

“Management  of  Open  Frac- 
tures,” Dr.  Gregory;  “Maxillofa- 
cial Injuries,”  Robert  V.  Walker, 
D.D.S.,  associate  professor  and 
chairman.  Division  of  Oral  Sur- 
gery; “Definitive  Care  of  Chest 
Injuries,”  Dr.  Shaw;  “Definitive 
Care  of  Blunt  Trauma  to  the  Ab- 
domen,” Dr.  McClelland;  “Renal 
Problems  Related  to  Trauma,”  Dr. 
Charles  R.  Baxter,  assistant  pro- 
fessor, Department  of  Surgery; 
“Plastic  Surgery  Related  to  Trau- 
ma,” Dr.  Dean  C.  Kipp,  clinical 
assistant  professor  of  plastic  sur- 
gery; “Tetanus  and  Gas  Gangrene: 
Present  Attitudes,”  Dr.  Ronald  C. 
Jones,  instructor.  Department  of 
Surgery. 

Thursday  afternoon. — “Primary 
Care  of  the  Injured  Hand,”  Dr. 
Daniel  C.  Riordan,  associate  pro- 
fessor of  orthopaedic  surgery,  Tu- 
lane  University  School  of  Medi- 
cine, New  Orleans;  “Fractures  of 
the  Hand,”  Dr.  Livius  L.  Lankford, 


clinical  associate  professor  of  or- 
thopaedic surgery;  “Injury  to  the 
Extensor  Tendons,”  Dr.  Riordan; 
“Fractures  of  the  Elbow  in  Adults,” 
Dr.  Robert  A.  Murray,  chief  of  or- 
thopaedic surgery,  Scott  and  White 
Clinic,  Temple;  “Fractures  of  the 
Elbow  in  Children,”  Dr.  Paradies; 
“Injury  of  the  Flexor  Tendons,” 
Dr.  Riordan;  “Carpal  Bone  In- 
juries,” Dr.  Lankford. 

Friday  morning. — “Non-Union,” 
Dr.  Harold  B.  Boyd,  head  of  the 
Campbell  Clinic  and  professor  and 
chairman.  Division  of  Orthopaedic 
Surgery,  University  of  Tennessee 
School  of  Medicine,  Memphis; 
“Treatment  of  Femoral  Neck  Frac- 
tures by  Reduction  and  Internal 
Fixation,”  Dr.  John  J.  Hinchey, 
chief  of  orthopaedic  surgery,  San- 
ta Rosa  and  Robert  Greene  Hos- 
pitals, San  Antonio;  “Fractures  of 
the  Calcaneus  and  Talus,”  Dr. 
George  N.  Aldredge,  clinical  as- 
sistant professor  of  orthopaedic 
surgery;  “Fractures  of  the  Tibial 
Plateau,”  Dr.  Murray;  “Disruption 
of  Major  Tendons  (Except  the 
Hand  and  Wrist),”  Dr.  William  H. 
Bickel,  Section  of  Orthopaedic 
Surgery,  Mayo  Clinic,  Rochester, 
Minn.;  “Endoprosthesis  in  the 
Treatment  of  Femoral  Neck  Frac- 
tures,” Dr.  Hinchey. 

Friday  afternoon.  — “Special 
Panel  on  Problem  Cases.”  All  reg- 
istrants are  invited  to  submit  prob- 
lem cases  involving  the  musculo- 
skeletal system  to  the  program 
committee.  Those  selected  will  be 
presented  to  the  panel  for  analysis 
and  recommendations  for  treat- 
ment. Cases  should  be  documented 
with  x-rays  and,  if  possible,  clini- 
cal photographs.  Material  should 
be  sent  before  Nov.  1 to  Dr.  Charles 
F.  Gregory,  5323  Harry  Hines 
Blvd.,  Dallas  35.  Panelists  will  be 
Dr.  Bickel,  Dr.  Boyd,  Dr.  Hinchey, 
and  Dr.  Larson. 

Saturday  morning.  — “Disloca- 
tions and  Fracture  Dislocations  of 
Hip,”  Dr.  Carroll  B.  Larson,  pres- 
ident-elect, American  Academy  of 
Orthopaedic  Surgeons  and  profes- 
sor of  orthopaedic  surgery.  State 
University  of  Iowa  Medical  School, 
Iowa  City.  “Some  Pitfalls  in  the 
Interpretation  of  X-Rays  of  the 
Hand  and  Wrist,”  Dr.  J.  E.  Miller, 
clinical  professor  of  radiology. 
Southwestern,  and  chief.  Depart- 
ment of  Radiology,  Baylor  Univer- 
sity Medical  Center,  Dallas;  “Trau- 
ma in  the  Ai’thritic  Joint,”  Dr. 
David  J.  Henry,  clinical  assistant 
professor  of  orthopaedic  surgery; 
“Posterior  Dislocation  of  the  Shoul- 
der,” Maj.  Charles  Rockwood,  Lack- 
land  Air  Force  Base  Hospital,  San 


Antonio;  “Central  Fracture  Dislo- 
cations of  the  Hip,”  Dr.  Larson; 
“Peripheral  Nerve  Injury,”  Dr. 
Robert  G.  Grossman,  assistant  pro- 
fessor of  neurological  surgery. 


ICS  Regional  Meet 
Scheduled  for  Las  Vegas 

The  Fourth  Western  Regional 
Meeting  of  the  International  Col- 
lege of  Surgeons  will  be  held  Nov. 
21-24  in  Las  Vegas,  Nev.,  and  will 
be  sponsored  by  the  Southern  Cali- 
fornia Division.  Programs  and  ex- 
hibits encompass  topics  ranging 
from  “Vascular  Wounds  by  Bull’s 
Horn  at  Mexico’s  Bullfight  Ring” 
to  “Medical  Aspects  of  Space 
Flight.” 

A program  and  other  information 
may  be  obtained  from  Dr.  F.  M. 
Turnbull,  Jr.,  Secretary,  1127  Wil- 
shire  Boulevard,  Los  Angeles  90017. 


AMA  Clinical  Convention 
Offers  New  Features 


A comprehensive  scientific  pro- 
gram, a new  postgraduate  course, 
and  special  clinical  workshops  are 
some  of  the  features  of  the  Ameri- 
can Medical  Association’s  19th  Clin- 
ical Convention,  Nov.  28-Dec.  1,  in 
Philadelphia. 

More  than  300  physicians  will 
participate  in  giving  the  four-day 
program  of  lectures,  exhibits,  mo- 
tion pictures,  color  television,  fire- 
side conferences,  and  breakfast 
roundtables. 

An  outstanding  scientific  pro- 
gram of  special  interest  for  the 
practitioner  covers  ulcerative  coli- 
tis, gram-negative  bacterial  infec- 
tions, a medical-surgical  review  of 
cardiovascular  surgery,  drug  ther- 
apy in  rheumatology,  and  cancer 
chemotherapy  and  preventive  sur- 
gery. 

Doctors  may  participate  in  one  of 
the  convention’s  new  clinical  work- 
shops on  diabetes,  examination  of 
the  heart,  or  management  of  com- 
mon eye  problems. 

Also  new  will  be  a postgraduate 
course  in  cardiovascular  therapeu- 
tics. It  will  be  offered  in  addition 
to  the  popular  course  on  gynecology 
and  obstetrics  begun  at  the  clinical 
convention  last  year  in  Miami. 

The  annual  AMA  conference  on 
the  Medical  Aspects  of  Sports  will 
be  held  the  first  day  of  the  meeting, 
Nov.  28,  in  the  Benjamin  Franklin 
Hotel.  It  will  be  of  special  interest 
to  high  school  and  college  team  phy- 
sicians. 
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There  will  be  approximately  100 
scientific  exhibits,  and  30  medical 
motion  pictures. 

Color  television  will  be  presented 
on  the  stage  of  the  Civic  Center  in 
cooperation  with  the  Hospital  of 
the  University  of  Pennsylvania. 
The  subjects  of  six  programs,  to  be 
followed  by  discussion,  are  “Lym- 
phocytes, Cellular  Immunities  and 
Tissue  Transplantation,”  “Renal 
Hypertension,”  “Pulmonary  Resec- 
tion,” “Pulmonary  Function  Stud- 
ies,” “Surgical  Aspects  of  Thyroid 
Diseases,”  and  “Medical  Aspects  of 
Thyroid  Diseases.” 

Twelve  fireside  conferences  will 
be  held  Sunday  evening,  Nov.  28, 
at  the  Warwick  Hotel.  They  will 
be  joint  sessions  of  the  American 
College  of  Chest  Physicians  and  the 
AMA. 


Texas  Leads  Large  Societies 
In  Annual  Session  Attendance 


While  large  state  medical  socie- 
ties have  had  difficulty  in  attract- 
ing physician  attendance  at  their 
annual  meetings,  the  Texas  Medi- 
cal Association  continues  to  lead 
those  societies  with  7,000  or  more 
physician  members. 

The  Arizona  Medical  Association, 
after  surveying  all  state  medical  so- 
cieties in  the  nation,  reports  the 
following  percentage  of  each  asso- 
ciation’s membership  attending  the 


annual  session. 

State 

% 

Texas 

23 

Michigan 

18 

Massachusetts 

15 

Illinois 

14 

New  Jersey 

12 

Ohio 

12 

California 

9 

New  York 

8 

Pennsylvania 

8 

Most  large  state  societies  have  re- 
ported losses  in  the  percentage  of 
attendance  at  annual  meetings  in 
recent  years.  However,  TMA  has 
resisted  and  even  reversed  the 
downward  trend.  Since  adoption  of 
the  present  format  in  1955,  attend- 
ance has  averaged  21.5  percent. 

The  quality  of  the  scientific  pro- 
gram is  primarily  responsible  for 
the  growth.  Association  officers 
and  the  Council  on  Annual  Session 
have  made  a significant  contribu- 
tion through  critical  evaluation  of 
each  meeting  and  judicious  experi- 
mentation designed  to  create  an 
ever-widening  circle  of  interest. 


Utilization  Review  To  Be  Topic 
Of  Medical  Services  Conference 


The  dynamics  of  hospital  utiliza- 
tion review  programs  will  be  dis- 
cussed in  depth  at  the  Seventh  An- 
nual Medical  Services  Conference, 
“Medical  Staff  in  Action  — 1965, 
Utilization  Review.” 

The  Nov.  27  meeting  sponsored 
by  the  AMA  Council  on  Medical 
Service  and  its  Committee  on  Medi- 
cal Facilities  will  be  held  in  the 
Bellevue-Stratford  Hotel,  Philadel- 
phia, and  will  immediately  precede 
the  AMA’s  Clinical  Convention. 

Arthur  E.  Hess,  Washington,  D. 
C.,  director  of  the  Bureau  of  Dis- 
ability and  Health  Insurance  of  the 
Social  Security  Administration, 
representing  the  Department  of 
Health,  Education  and  Welfare, 
will  discuss  statutory  responsibili- 
ties specifically  assigned  to  HEW 
and  the  responsibilities  delegated  to 
state  agencies,  providers  of  serv- 
ices, and  inteiTnediaries. 

Current  utilization  review  pro- 
grams of  hospitals,  medical  socie- 
ties and  third  parties  will  be  de- 
scribed by  Dr.  .1.  Everett  McClena- 
han,  McKeesport,  Pa.,  medical  di- 
rector of  McKeesport  Hospital; 
Howard  Hassard,  San  Francisco, 
executive  director,  California  Med- 
ical Association;  and  James  M.  En- 
sign, Chicago,  director  of  profes- 
sional relations.  Blue  Cross  Associ- 
ation. 

The  total  organizational  struc- 
ture needed  for  an  effective  hos- 
pital utilization  program  will  be 
outlined  by  John  M.  Danielson,  ex- 
ecutive vice  president,  Evanston 
Hospital,  Evanston,  111. 

Vergil  N.  Slee,  Ann  Arbor,  Mich., 
director  of  the  Commission  on  Pro- 
fessional and  Hospital  Activities, 
will  describe  systematic  methods  of 
data  gathering  and  the  need  for 
measurement  tools. 

Three  ways  to  appraise  utiliza- 
tion — relating  use  to  the  expert 
opinions  of  physician  - surveyors ; 
relating  use  to  pre-established  cri- 
teria; and  relating  use  to  group 
norms  or  profiles,  will  be  given  by 
Dr.  Carmen  Cristo,  Rochester,  N. 
Y.,  and  Dr.  Beverly  C.  Payne,  Ann 
Arbor,  Mich. 

Dr.  Frederick  C.  Swartz,  Lans- 
ing, Mich.,  and  Dr.  Pierre  Salmon, 
San  Mateo,  Calif.,  will  examine 
gaps  in  current  survey  programs 
and  discuss  proposed  courses  of  ac- 
tion especially  in  the  area  of  nurs- 
ing homes. 

Unified  standards  in  accredita- 
tion of  health  facilities  will  be  dis- 


cussed by  Dr.  John  D.  Porterfield, 
Chicago. 

For  preregistration  write  to  the 
AMA,  Department  of  Hospitals  and 
Medical  Facilities,  535  North  Dear- 
born, Chicago  60610. 


Top  Speakers,  Saturday  Dance 
At  1966  Annual  Session 


Among  the  29  guest  speakers  for 
the  1966  Annual  Session  of  the 
Texas  Medical  Association,  April 
14-17  in  Austin,  will  be  Dr.  William 
A.  Altemeier,  professor  and  chair- 
man of  the  Department  of  Surgery, 
University  of  Cincinnati  College  of 
Medicine,  and  Dr.  Conrad  G.  Col- 
lins, professor  and  chairman  of 
the  Department  of  Obstetrics  and 
Gynecology  at  Tulane  University 
School  of  Medicine,  New  Orleans. 
They  are  being  sponsored  by  the 
Texas  Division,  American  Cancer 
Society. 

Physicians  interested  in  heart 
and  respiratory  disorders  will  have 
the  opportunity  to  hear  Dr.  Mau- 
rice S.  Segal  of  Boston.  A guest  of 
the  Texas  Heart  Association,  Dr. 
Segal  is  clinical  professor  of  medi- 
cine at  Tufts  University  School  of 
Medicine. 

Orthopedists  and  all  physicians 
who  treat  injured  athletes  may  at- 
tend lectures  by  Dr.  Don  H.  O’Don- 
oghue,  professor  and  chairman  of 
the  Department  of  Orthopaedic 
Surgery,  University  of  Oklahoma 
School  of  Medicine,  Oklahoma  City. 

This  year,  the  newly-created  Sec- 
tion on  Nervous  and  Mental  Dis- 
eases will  present  its  first  scientific 
section  program,  and  two  closed-cir- 
cuit television  presentations  are  be- 
ing arranged  for  general  meetings 
on  Friday  and  Saturday,  April  15- 
16. 

New  on  the  social  scene  is  a Sat- 
urday night  dance  for  the  entire 
membership,  where  informality  and 
relaxation  are  to  be  the  only  items 
on  the  agenda.  There  will  be  no 
speeches,  no  head  tables,  and  no  re- 
ception lines ; the  dance  will  be  held 
after  the  alumni  events  and  fra- 
ternity parties  which  are  scheduled 
earlier  in  the  evening. 

Golf  and  tennis  tournaments  will 
be  held  at  the  Austin  Country  Club. 
Physicians  who  are  interested  in 
sailing  may  write  to  Dr.  P.  Clift 
Price,  108  West  30th,  Austin,  and 
those  who  would  enter  skeet  shoot- 
ing events  may  write  to  Dr.  H.  L. 
Williams,  7 Medical  Arts  Square, 
Austin.  Sailing  and  skeet  events 
will  be  arranged  if  there  is  suf- 
ficient interest. 
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BOARD  OF  MEDICAL  EXAMINERS 


Vigilance  Protects  Public,  Serves  Physicians 


What  is  the  Texas  State  Board 
of  Medical  Examiners  doing  for 
you?  I shall  not  bore  you  with  ex- 
tensive history,  but  I believe  you 
should  know  that  the  Board  was  es- 
tablished in  1907,  combining  allo- 
pathic (or  regular),  osteopathic, 
eclectic,  and  homeopathic  physi- 
cians under  one  Board.  The  Medical 
Practice  Act  of  1907  made  no  pro- 
vision for  doctors  to  register  and 
pay  an  annual  registration  fee. 
The  Board  had  little  authority  oth- 
er than  licensing  physicians. 

In  1919  the  law  was  amended  to 
provide  for  revocation  of  a physi- 
cian’s license  upon  his  conviction  in 
the  State  or  Federal  Courts  of  a fel- 
ony, or  a crime  involving  moral  tur- 
pitude, or  for  aiding,  abetting  or 
procuring  an  abortion,  and  provid- 
ed practitioners  could  not  prescribe 
narcotic  drugs  to  habitual  users, 
except  in  the  course  of  their  pro- 
fessional practice. 

In  1931  another  amendment  re- 
quired doctors  to  record  their  li- 
censes in  the  district  clerk’s  office 
in  the  county  in  which  they  re- 
sided, and  to  register  with  the 
Texas  State  Board  of  Medical  Ex- 
aminers and  pay  a fee  of  $2  an- 
nually. This  money  was  to  be  used 
for  the  enforcement  of  the  Medi- 
cal Practice  Act.  In  1932  there 
were  about  5,800  physicians  regis- 
tered with  the  Board.  However, 
due  to  lack  of  funds  it  was  impos- 
sible to  enforce  the  Medical  Prac- 
tice Act  as  it  should  have  been.  At 
times  we  had  no  investigators,  and 
sometimes  we  had  one  investiga- 
tor, part-time,  to  cover  the  State 
of  Texas. 

From  1907  to  1953  there  were 
no  physicians’  licenses  canceled. 
The  workload  of  our  understaffed 
Board  Office  steadily  increased, 
and  it  was  impossible  to  keep  ade- 
quate records.  Our  funds  were  in- 
sufficient for  proper  functioning. 

In  1953  the  Medical  Practice  Act 
was  amended  and  the  annual  reg- 
istration fee  was  raised  to  $5,  ex- 
amination fees  were  raised  from 
$25  to  $50,  and  reciprocity  fees  in- 
creased from  $50  to  $100.  H.  B. 
254  gave  your  Board  the  authority 
to  cancel,  revoke,  or  suspend  a doc- 
tor’s license  for  unprofessional  con- 
duct; prior  to  this  time  your  Board 
did  not  have  this  power.  With  the 
increase  in  revenue,  your  Board 


had  adequate  finances  to  move  for- 
ward. Immediately,  three  full-time 
investigators  were  hired  and  we 
began  to  file  suits  on  quacks,  and 
to  cite  physicians  who  were  violat- 
ing the  Medical  Practice  Act  to 
appear  before  the  Board.  Many 
were  reprimanded  or  their  licenses 
were  suspended  or  canceled. 

Since  October,  1963,  we  have  had 
four  investigators.  In  the  past  four 
years  2,006  complaints  have  been 
filed;  3,155  investigations  made; 
183  cases  filed  in  the  court;  63 
cases  filed  with  the  Board;  55  con- 
victions by  the  court;  54  convic- 
tions by  the  Board;  and  59  injunc- 
tions filed  on  quacks.  During  meet- 
ings from  1956  through  December, 
1964,  the  Board  has  held  311  hear- 
ings, and  in  addition  72  Board  ac- 
tions have  been  taken  without  hear- 
ings. The  following  is  a break- 
down of  these  actions  taken  during 
this  period  of  years,  1956  to  1964; 
63  licenses  revoked;  8 licenses  sus- 
pended; 17  doctors  reprimanded; 
11  cases  dismissed;  17  narcotic  per- 
mits suspended;  16  no-actions  taken 
on  the  doctors;  18  licenses  restored ; 
20  narcotic  permits  restored; 
27  requests  for  narcotic  permits 
denied;  35  reinstatement  of  licenses 
denied;  22  physicians  requested  by 
the  Board  to  be  cited  or  appear  be- 
fore the  Board;  8 licenses  restored 
which  had  been  canceled  for  non- 
payment of  fee  and  because  ques- 
tionable information  had  been  re- 
ceived during  the  processing  of 
their  applications;  80  personal  pro- 
bationary reports  to  the  Board,  in 
accordance  with  the  terms  of  pro- 
bation; 2 decisions  on  hearings 
postponed;  7 licenses  restored  by 
the  Board  and  the  doctors  put  on 
probation;  2 doctors’  probationary 
terms  changed  due  to  excellent  re- 
habilitation; 1 probationary  report 
to  the  Board  waived  due  to  the 
doctor’s  excellent  progress  of  re- 
habilitation; and  no  action  taken 
on  1 application  for  reinstatement 
of  license. 

In  1955  Remington  Rand  was 
hired  to  install  the  best  filing  sys- 
tem available  for  our  office.  The 
records  had  never  been  revised 
since  1908.  This  was  a tremendous 
undertaking.  At  that  time  we  had 
in  our  “unable  to  locate”  file  the 
names  of  hundreds  of  doctors  who 
had  never  registered  with  the  Board 


and  paid  their  annual  registration 
fee  in  accordance  with  the  law. 
Registered  letters  were  sent  to 
them  at  their  last  known  address 
notifying  them  that  their  license 
would  be  canceled.  We  canceled  450 
licenses.  Today  this  procedure  is 
followed  on  March  1st  of  each  year 
in  accordance  with  the  law.  During 
the  revision  of  our  files  we  found 
hundreds  of  files  on  physicians  who 
were  deceased.  These  were  sepa- 
rated from  the  current  ones.  To- 
day this  is  done  on  a monthly  basis. 

We  have  a medical  register  card 
file  giving  all  pertinent  informa- 
tion on  16,580  practitioners  licensed 
in  Texas.  All  investigation  infor- 
mation compiled  is  cross-referenced 
to  the  individual’s  permanent  rec- 
ord card  so  that  we  may  know  at 
a glance  whether  we  have  ques- 
tionable information  on  that  par- 
ticular doctor. 

About  ten  years  ago  Dr.  Casberg 
from  the  University  of  Texas  wrote 
us  for  statistical  information  about 
the  migration  of  doctors  to  and 
from  Texas,  the  number  of  physi- 
cians licensed  from  Texas  and  out- 
of-state  schools,  etc.  It  required 
three  girls  working  approximately 
three  weeks  to  compile  this  infor- 
mation. Today,  this  information 
could  be  given  by  return  mail,  as 
we  have  statistical  information  on 
every  phase  of  our  work,  which  is 
kept  on  a perpetual  and  yearly 
basis.  We  are  very  proud  of  our 
Statistical  Department. 

In  1960  the  Board  instituted  a 
program  requiring  all  physicians 
not  licensed  in  Texas  to  apply  for 
institutional  permits  to  seiwe  an 
internship  or  residency,  or  work  in 
a Texas  hospital.  All  foreign  grad- 
uates were  required  to  be  certified 
by  the  Educational  Council  for 
Foreign  Medical  Graduates.  The 
hospitals  cooperate  with  us  in  this 
program.  In  1964,  we  issued  in- 
stitutional permits  to  245  US  grad- 
uates and  47  foreign  medical  grad- 
uates for  internships,  and  to  250 
US  graduates  and  247  foreign 
graduates  for  residencies.  In  addi- 
tion, 647  residents  and  149  interns 
were  licensed  in  Texas,  making  a 
total  of  1,585. 

The  number  of  reciprocity  appli- 
cants has  increased  from  197  in 
1954  to  354  in  1964,  and  foreign 
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medical  graduate  applicants  from 
11  to  145  for  the  same  years. 

All  foreign  medical  graduates 
are  required  to  appear  for  a per- 
sonal interview  when  their  appli- 
cations are  considered  for  admit- 
tance to  the  examination  or  for  a 
permanent  license  by  reciprocity. 
Today,  all  applicants  are  thorough- 
ly checked  not  only  as  to  medical 
qualifications,  but  also  as  to  moral 
character.  Physicians  on  whom 
questionable  information  is  received 
during  the  processing  of  their  ap- 
plications are  required  to  appear 
for  a personal  interview  before  the 
Board  when  their  applications  are 
considered.  Physicians  who  allow 
their  licenses  to  be  canceled  for 
nonpayment  of  fee  and  request  re- 
instatement must  reapply  to  the 
Board  and  file  an  application.  They 
are  also  investigated  thoroughly. 

From  1960  through  1964,  251,709 
pieces  of  mail  were  sent  out  by  the 
office. 

We  issue  a directory  of  physi- 
cians who  are  licensed  as  of  March 
15  of  each  year;  about  2,000  com- 
plimentary copies  of  this  directory 
are  mailed  each  year. 

Our  staff  has  increased  from  3 
to  14,  including  an  attorney  for 
the  Board  in  conjunction  with  the 
Attorney  General’s  Department. 

Due  to  the  increased  workload 
and  rising  operating  costs,  we  have 
found  it  necessary  to  raise  your 
annual  registration  fee  from  $5  to 
$10.  This  additional  revenue  will 
insure  the  proper  functioning  of 
your  Board,  afford  increasing  vig- 
ilance for  the  protection  of  the 
public,  and  serve  you  better  in  the 
coming  years. 

— M.  H.  Crabb,  M.D.,  Secretary, 
Texas  State  Board  of  Medical 
Examiners. 


Postgraduate  Courses 


Symposium  on  Arthritis  and  Re- 
lated Diseases,  New  Orleans,  Nov. 
15-16.  Basic  and  current  knowledge 
of  rheumatic  diseases  will  be  pre- 
sented ; lecturers  include  Dr.  Charles 
H.  Slocumb,  Mayo  Clinic;  Dr.  John 
L.  Decker,  National  Institutes  of 
Health;  and  Dr.  Charley  J.  Smyth, 
University  of  Colorado  Medical 
Center.  Sponsors  are  the  Louisiana 
Chapter,  Arthritis  Foundation, 
Louisiana  State  University  School 
of  Medicine  and  Tulane  University 
Medical  School.  Address  inquiries 
to  Arthritis  Foundation,  531  God- 


chaux  Building,  New  Orleans  70130. 
Registration  fee,  $10. 

Pulmonary  Function  in  Health 
and  Disease,  New  Orleans,  Nov.  29- 
Dec.  2.  While  primarily  aimed  at 
the  specialist,  the  course  will  in- 
clude a special  section  on  pediatric 
problems.  Complete  details  are 
available  from  Findley  Raymond, 
Executive  Director,  Louisiana  Tho- 
racic Society,  Suite  407,  305  Ba- 
ronne  Street,  New  Orleans  70112. 
Tuition,  $100  ($75  for  members  of 
the  American  Thoracic  Society). 

Fractures  and  Joint  Injuries , 
Denver,  Nov.  10-12.  Registrants  are 
invited  to  bring  roentgenograms  of 
difficult  and  interesting  fracture 
problems  for  discussion  each  after- 
noon. AAGP  credit  will  be  given. 
Write  Office  of  Postgraduate  Med- 
ical Education,  University  of  Colo- 
rado School  of  Medicine,  4200  East 
Ninth  Ave.,  Denver  80220,  for  in- 
formation. Tuition,  $45. 

Psychiatry  for  the  Internist,  Den- 
ver, Nov.  1-5.  Seminars  on  person- 
ality development,  psychiatric  in- 
terviewing and  diagnostic  evalua- 
tion, psychotherapeutic  techniques 
for  the  internist  and  use  of  drugs 
in  management  of  psychiatric  pa- 
tients will  alternate  with  oppor- 
tunities for  clinical  application.  Dr. 
Edward  C.  Rosenow,  Jr.,  American 
College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104,  will  pro- 
vide information.  Fee,  $60  for  ACP 
members  and  $100  for  nonmembers. 

Cerebral  Palsy : Modern  Concepts 
— Allied  Disorders,  Rehabilitation, 
St.  Petersburg,  Fla.,  Nov.  11-13. 
Sponsored  by  the  Mound  Park  Hos- 
pital Foundation,  Inc.,  701  Sixth 
Street  South,  St.  Petersburg  33701. 
18  hours  AAGP  credit.  Registra- 
tion, $5. 


Social  Security  Pamphlet 
Available  for  Physicians 


The  1965  amendments  to  the  So- 
cial Security  Act  bring  all  self- 
employed  doctors  under  social  se- 
curity. This  is  effective  for  taxa- 
ble years  ending  on  or  after  Dec. 
31,  1965.  Most  physicians  will  file 
their  first  self-employment  report 
and  make  social  security  tax  pay- 
ment when  they  file  1965  returns. 

A special  pamphlet  “Social  Se- 
curity for  Physicians’’  explains  in 
detail  how  the  new  law  affects  phy- 
sicians, and  is  available  from  any 
social  security  office. 


Planning  Guides  Available 
For  Community  Health  Week 


A complete  kit  of  promotional 
aids  and  planning  guides  has  been 
sent  to  every  county  medical  society 
by  the  AMA  in  order  to  help  the 
society  give  full  participation  and 
support  to  Community  Health  Week 
Nov.  7-13. 

The  primary  goal  is  to  focus  pub- 
lic attention,  at  the  community  lev- 
el, on  health  progress  and  medical 
advances  that  have  been  made;  the 
continuing  theme  is  “Teaming  Up 
for  Better  Health.” 

Special  emphasis  is  being  placed 
on  use  of  television  spots  and  slides ; 
these  are  included  in  the  kit,  along 
with  full  information  about  how  to 
make  arrangements  for  their  use. 
Further  information  is  available 
from  Mr.  James  R.  Hickox,  Pro- 
gram Seiwices  Department,  AMA, 
535  North  Dearborn  Street,  Chi- 
cago 60610. 


Two  Texas  Doctors  Serve 
South  Vietnamese  Civilians 


Dr.  J.  V.  Connolly,  Ingleside,  Dr. 
Kurt  Lekisch,  Midland,  and  Dr. 
Gene  Schulze,  Flatonia,  have  been 
accepted  as  volunteers  for  Project 
Viet-Nam,  a program  to  provide 
American  physicians  to  help  the 
200  civilian  South  Vietnamese  doc- 
tors care  for  a population  of 
16,000,000. 

Drs.  Connolly  and  Lekisch  are 
among  many  American  medical 
men  who  have  volunteered  to  spend 
two  months  or  more  in  a war-tom 
country  where  the  life  expectancy 
is  35,  and  safe  water,  adequate  nu- 
trition, and  good  sanitation  facili- 
ties are  rare.  Half  the  children 
never  reach  their  fifth  birthday, 
and  the  war  has  left  100,000  or- 
phans, many  of  whom  are  serious- 
ly disabled.  Added  to  the  problems 
of  disease  and  intestinal  parasitism 
encountered  in  most  developing 
countries  is  the  fact  that  many 
civilians  have  sustained  injuries  as 
a result  of  war;  some  10,000  are 
amputees. 

With  the  active  support  of  the 
AMA,  Project  Viet-Nam  is  spon- 
sored by  The  People-to-People 
Health  Foundation,  Inc. ; the  Agen- 
cy for  International  Development 
also  assists. 

American  doctors  work  in  one  or 
another  of  the  provincial  hospitals, 
which  are  severely  overloaded. 
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Recent 

Deaths 


DR.  R.  0.  PETERS 

Dr.  Roland  0.  Peters,  60,  of 
Sweetwater  died  in  a Galveston 
hospital  on  July  11,  after  a two- 
weeks  illness. 

He  was  born  in  Galveston,  May 
20,  1905,  the  son  of  Dr.  Otto  Kark 
Peters  and  Elsa  Hagen.  He  at- 
tended Galveston  schools  and  was 
graduated  from  Rice  Institute  in 
Houston  in  1925.  He  received  his 
medical  degree  from  the  Univer- 
sity of  Texas  Medical  Branch  in 
1930,  and  following  this,  interned 
at  the  Lubbock  Sanitarium.  He 
began  practice  after  this  in  Sweet- 
water and  stayed  there  the  rest  of 
his  life. 

Dr.  Peters  was  a star  football 
player  for  Ball  High  School  in  Gal- 
veston and  was  guard  for  the  Rice 
Owls. 

During  World  War  II,  he  was  a 
captain  in  the  Army. 

He  was  a former  mayor  and 
commissioner  of  Sweetwater. 

He  was  a member  of  the  Colo- 
rado Basin  Medical  Society,  Texas 
Medical  Association,  American 
Medical  Association,  American 
Academy  of  General  Practice,  and 
was  chief  of  staff  of  Simmons 
Memorial  Hospital. 

He  was  a Presbyterian,  a Shrin- 
er.  Mason,  Lion,  Elk,  and  member 
of  the  Abilene  Country  Club  and 
and  Elmwood  West  Club,  and  was 
a director  of  the  Sweetwater  Coun- 
try Club. 

His  hobbies  were  golf,  bowling, 
hunting  and  fishing. 

He  was  married  to  Virginia  Mae 
Driver,  a nurse,  in  1929. 

She  suiwives  as  do  a son,  Roland 
O.  Peters,  Jr.,  of  Sulphur  Springs; 
a daughter,  Mrs.  Morton  P.  Sher- 
zer  of  Huntsville,  Ala.;  five  grand- 
children; a sister  Mrs.  Thord  Dock- 
ray,  and  a nephew.  Dr.  Karl  Dock- 
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ray,  of  Lubbock,  and  a niece,  Mrs. 
Michael  Sahath. 

DR.  J.  G.  HART 

Dr.  John  Garrett  Hart,  61,  of 
Tyler  died  in  a Houston  hospital 
Aug.  6 following  a long  illness. 

He  was  born  April  29,  1904,  in 
Athens,  the  son  of  Samuel  Meek 
Hart  and  Alice  Barnes  Hart.  After 
attending  the  University  of  Ten- 
nessee in  Knoxville  he  entered  the 
Tulane  University  in  New  Orleans 
where  he  received  his  M.D.  degree 
in  1934.  He  interned  at  Greenville 
General  Hospital,  Greenville,  S.  C. 

Dr.  Hart  first  practiced  in  Lau- 
rens, S.  C.,  from  1935  until  1946 
when  he  moved  to  Tyler.  He  was 
a surgeon  and  general  practitioner. 

He  was  a member  of  the  Smith 
County  Medical  Society,  Texas 
Medical  Association,  and  the  Amer- 
ican Medical  Association. 

Dr.  Hart  belonged  to  the  Luth- 
eran Church  in  America. 

Survivors  include  his  widow, 
Mrs.  Ruth  Hart  of  Tyler;  one 
daughter,  Mrs.  Charles  Walker  of 
Riverside,  Conn.;  one  sister,  Mrs. 
William  Gardner  of  Tyler,  and  two 
grandchildren. 

DR.  H.  N.  LEOPOLD 

Dr.  Henry  Nathan  Leopold  of 
San  Antonio  died  May  29  of  coro- 
nary occlusion  and  arteriosclerotic 
coronary  artery  disease.  He  was  61. 

He  was  founder  of  the  San  Pe- 
dro Medical  Clinic  and  on  the 
staffs  of  the  Nix,  Baptist,  Meth- 
odist, and  Southwest  Texas  Hos- 
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pitals.  He  was  a past  president  of 
the  medical  staff  of  Santa  Rosa 
Medical  Center  and  had  been  a 
member  of  that  staff  since  1926. 
He  was  also  past  chairman  of  its 
department  of  medicine. 

Dr.  Leopold  was  born  in  New 
Orleans  on  June  25,  1903.  He  was 
a graduate  of  Tulane  University 
and  interned  at  Touro  Infirmary 
in  New  Orleans. 

He  was  a member  of  Bexar  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  American  Medical  As- 
sociation, Southern  Medical  Associ- 
ation, fellow  of  the  American  Col- 
lege of  Physicians,  and  the  Ameri- 
can College  of  Chest  Physicians. 
He  was  certified  by  the  American 
Board  of  Internal  Medicine  and  was 
a former  president  of  the  Bexar 
County  Unit  of  the  American  Heart 
Association. 

Dr.  Leopold  is  survived  by  his 
wife,  Kathryn;  two  daughters, 
Marie  Leopold  and  Mrs.  Jean  Lea- 
vitt; two  sons,  Henry  B.  Leopold 
and  John  C.  Leopold;  and  his 
mother,  Mrs.  Beulah  Leopold,  all 
of  San  Antonio. 

DR.  A.  J.  POPE 

Dr.  Andrew  J.  Pope,  who  was 
elected  to  inactive  membership  in 
TMA  in  1960,  died  July  7 in  an 
Abilene  hospital  after  a cerebral 
hemorrhage.  He  w'as  84. 

Dr.  Pope  was  born  in  Leon  Coun- 
ty Dec.  13,  1880,  and  attended  pub- 
lic school  there.  Higher  education 
was  obtained  at  Southwestern  Uni- 
versity at  Georgetown  and  at  Fort 
Worth  University.  He  was  gradu- 
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ated  in  medicine  from  the  Univer- 
sity of  Texas  Medical  Branch  in 
1906  and  interned  at  John  Sealy 
Hospital  in  Galveston. 

He  came  to  Abilene  in  1907  and 
was  the  physician  for  the  Texas 
and  Pacific  Railroad  until  he  re- 
tired in  1958.  He  served  as  presi- 
dent of  the  Taylor-Jones  Counties 
Medical  Society  from  1917  through 
1919. 

Mrs.  Pope  died  in  1957. 

Dr.  Pope  was  a member  of  the 
Church  of  Christ. 

Survivors  include  one  daughter, 
Mrs.  Bill  Horton  of  Abilene;  three 
sons,  Supreme  Court  Justice  Jack 
Pope  of  Austin,  Baylis  Pope  of  San 
Angelo,  and  Bill  Pope  of  Cross 
Plains;  19  grandchildren;  and  four 
great  grandchildren. 

DR.  F.  J.  BEYT 

Dr.  Frank  J.  Beyt  of  Port  Ar- 
thur died  at  his  home  Aug.  4.  Be- 
fore illness  forced  his  retirement 
two  years  ago,  he  had  been  in  the 
practice  of  obstetrics  and  general 
practice. 

Born  in  Moreauville,  La.,  Nov. 
23, 1898,  Dr.  Beyt  was  a 1925  grad- 
uate of  Tulane  University  School 
of  Medicine,  New  Orleans.  He 
served  his  internship  at  Touro  In- 
firmary in  New  Orleans  where  he 
was  one  time  chief  resident. 

He  was  formerly  with  the  Medi- 
cal Field  Service  School  at  Carlyle 
Barracks  in  Pennsylvania,  an  Army 
induction  center. 

Dr.  Beyt  had  served  in  the  Navy 
during  World  War  I and  was  an 
Army  major  during  World  War  II. 
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He  was  Port  Arthur  city  health 
officer  from  1932  to  1942. 

A Roman  Catholic,  Dr.  Beyt  was 
a member  of  St.  James  Catholic 
Church  in  Port  Arthur.  His  hobby 
was  gardening. 

He  is  survived  by  his  wife,  Mrs. 
Ella  Beyt,  Port  Arthur;  a daugh- 
ter, Mrs.  Art  Barkis,  Liberty;  a 
son,  Frank  Beyt,  Houston;  five  sis- 
ters, Azema  and  Bernadette  Beyt 
and  Mrs..  Ivan  Powers,  all  of  New 
Orleans,  Mrs.  E.  A.  Resweber,  De- 
troit, Mich.,  and  Mrs.  Robert  Ray, 
Kosciusko,  Miss.;  a brother,  Mor- 
ris Beyt,  St.  Martinville,  La.,  and 
three  grandchildren. 

DR.  F.  S.  LITTLEJOHN 

Dr.  Frank  Starr  Littlejohn,  82, 
of  Marshall  died  Aug.  7. 

Dr.  Littlejohn  had  been  ill  for 
several  months.  Except  for  a four- 
year  period  when  he  was  recover- 
ing from  tuberculosis,  he  had  prac- 
ticed medicine  since  1906,  40  years 
in  Marshall. 

Bom  in  Marshall  on  July  4, 1883, 
he  was  the  son  of  Robert  Paine 
Littlejohn  and  Anna  Poag  Little- 
john. His  father,  a member  of  one 
of  the  oldest  families  in  Harrison 
County,  owned  and  operated  an  in- 
surance agency  in  Marshall. 

Dr.  Littlejohn  was  a graduate  of 
the  University  of  Texas  Medical 
Branch  and  intei’ned  at  John  Sealy 
Hospital  at  Galveston.  He  practiced 
for  a time  in  Palestine  at  the  IG&N 
Railway  Hospital.  He  was  in  the 
medical  corps  during  World  War  I. 

He  was  a deacon  in  the  First 
Presbyterian  Church  in  Marshall. 


He  had  been  a Mason  and  a Ro- 
tarian. 

One  of  his  favorite  hobbies  for 
many  years  was  sending  birthday 
cards  to  all  the  people  he  delivered 
as  babies. 

In  June,  1955,  Dr.  Littlejohn  was 
one  of  five  members  of  the  Class 
of  1905  at  the  University  of  Texas 
Medical  Branch  who  were  honored 
at  a class  reunion  and  presented 
with  the  “Golden  T”  for  50  years’ 
medical  practice. 

He  was  an  honorary  member  of 
the  Harrison  County  Medical  So- 
ciety and  Texas  Medical  Associa- 
tion. He  was  affiliated  with  the 
American  Medical  Association  and 
was  a charter  member  of  the  Amer- 
ican Academy  of  General  Practice. 
He  belonged  to  Alpha  Omega  Al- 
pha medical  fraternity. 

His  first  wife  was  Miss  Lucille 
Crouch  whom  he  married  in  1925 
and  who  died  in  1939.  In  1941,  he 
and  Miss  Louise  Young  were  mar- 
ried. 

Mrs.  Littlejohn  survives  as  do 
two  sons.  Dr.  Orin  Littlejohn  and 
Frank  S.  Littlejohn,  Jr.;  one  broth- 
er, Lake  Littlejohn,  Sr.;  and  two 
grandchildren,  all  of  Marshall. 

DR.  R.  T.  WILSON 

Dr.  Rabun  Thomas  Wilson  of 
Houston  died  July  4 at  the  age  of 
80.  A former  member  of  the  TMA 
Board  of  Councilors,  he  retired 
from  his  Austin  radiology  practice 
in  1954  and  moved  to  Houston. 

Dr.  Wilson  spent  many  years  in 
practice  in  Temple  as  a radiologist 
for  Scott  and  White  and  Santa  Fe 
hospitals  before  moving  to  Austin 
in  1936. 

He  was  well  known  as  a Baptist 
layman.  While  in  Temple,  he  served 
as  superintendent  of  the  Sunday 
School  at  the  First  Baptist  Church. 
He  was  a deacon  of  the  church  for 
50  years,  and  he  belonged  to  the 
Tallowood  Baptist  Church,  Spring 
Branch,  at  the  time  of  his  death. 
He  was  a trustee  of  Baptist-owned 
Mary  Hardin-Baylor  College,  Bel- 
ton, for  35  years  and  served  as 
chairman  of  the  board  for  several 
years. 

Dr.  Wilson  was  born  Aug.  26, 
1884,  in  Belton,  the  son  of  James 
Jefferson  and  Mila  Barefield  Wil- 
son. He  was  educated  in  the  Bel- 
ton Public  Schools  and  Wedemeyer 
Academy  in  Belton  and  received 
his  medical  degree  from  the  Univer- 
sity of  Texas  Medical  Branch  in 
1911.  He  interned  at  the  state  hos- 
pital in  Abilene  and  served  resi- 
dencies at  Santa  Fe  and  Scott  and 
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White  hospitals  in  Temple.  He  was 
certified  by  the  American  Board 
of  Radiology  in  1923. 

Dr.  Wilson  was  the  author  of 
many  published  medical  papers. 

He  was  interested  in  the  YMCA 
and  was  trustee  and  chairman  of 
the  board  of  the  Temple  YMCA  for 
several  years.  He  was  a director 
of  the  Texas  YMCA  board. 

He  married  Metta  Andrews  of 
Abilene  on  Nov.  5,  1913. 

He  was  a charter  member  of  the 
Texas  Radiological  Society  and  was 
the  Texas  representative  of  the  Ra- 
diological Society  of  North  Amer- 
ica. He  was  an  honorary  member 
of  the  Texas  Medical  Association 
through  the  Harris  County  Medi- 
cal Society  and  belonged  to  the 
American  Medical  Association. 

He  is  survived  by  his  wife;  twm 
daughters,  Mrs.  W.  I.  Cole,  Dallas, 
and  Mrs.  Weldon  Shudde,  Houston; 
two  sons,  R.  T.  Wilson,  Jr.,  Austin, 
and  J.  C.  Wilson,  Dallas;  12  grand- 
children; and  four  great  grand- 
children. 

DR.  E.  H.  NEWTON 

Dr.  Earl  H.  Newton,  79,  retired 
physician  and  surgeon,  died  in 
Waco  July  20.  Elected  to  honorary 
membership  in  TM.\  in  1960,  Dr. 
Newton  had  practiced  for  many 
years  in  Corsicana. 

He  was  born  Dec.  3,  1885,  in 
Yancey,  Tex.  His  parents  were 
William  E.  Newton  and  Jacksie 
Randle  Newton.  He  received  a B.A. 
degree  from  Southwestern  Univer- 
sity and  his  M.D.  degree  from  the 
University  of  Texas  Medical  Branch 
in  1912.  He  inteimed  at  John  Sealy 
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Hospital  in  Galveston  from  July  1, 
1912,  to  Aug.  1,  1913. 

He  served  as  a first  lieutenant  in 
the  Medical  Corps  during  World 
War  I. 

Dr.  Newton  came  to  Corsicana 
in  1913.  He  was  one  of  the  owners 
and  organizers  of  Navarro  Clinic 
in  1927  and  remained  with  the 
clinic  until  his  retirement  in  1960. 

In  1954,  Dr.  Newton  was  honored 
by  the  Corsicana  Chamber  of  Com- 
merce, which  bestowed  upon  him  its 
Distinguished  Service  Award.  He 
was  a charter  member  of  the  Corsi- 
cana Rotary  Club. 

A former  president  of  the  Na- 
varro County  Medical  Society,  Dr. 
Newton  was  a member  of  the 
American  Medical  Association. 

He  was  a member  of  the  Meth- 
odist church. 

Dr.  Newton  is  survived  by  his 
wife,  the  former  Myrtle  Thomp- 
son, and  two  sons,  Earl  H.  Newton, 
Jr.,  Kerrville,  and  Dr.  Bill  New- 
ton associate  professor  of  surgery, 
Washington  University  School  of 
Medicine,  St.  Louis,  Mo.;  and  two 
sisters,  Mrs.  Pearl  Bradley,  Kerr- 
ville, and  Mrs.  Nettie  May  Wools, 
Hondo. 

DR.  A.  J.  SCHWENKENBERG 

Dr.  Arthur  John  Schwenkenberg, 
former  Dallas  neuropsychiatrist, 
died  July  16  in  Fort  Lauderdale, 
Fla.,  where  he  had  lived  in  semi- 
retirement  since  1962.  He  was  70. 

Elected  to  honorary  membership 
in  TMA  in  1962  through  Dallas 
County  Medical  Society,  Dr.  Sch- 
wenkenbei'g  w'as  a member  of  the 
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American  Medical  Association,  the 
American  Psychiatric  Association, 
Dallas  Neuropsychiatric  Society, 
Southern  Psychiatric  Association, 
and  National  Association  for  Pri- 
vate Psychiatric  Hospitals. 

At  the  time  of  his  death  he  was 
chairman  of  the  board  and  presi- 
dent of  the  Beverly  Hills  Hospital, 
a Dallas  neuropsychiatric  hospital 
which  Dr.  Schwenkenberg  founded 
in  1929. 

The  doctor  was  born  Jan.  30, 
1895,  in  Fort  Assinniboine,  Mont. 
In  1919  he  was  graduated  from  the 
University  of  Texas  Medical  Branch 
and  following  this,  he  interned  at 
Brooklyn  State  Hospital  and  New 
York  City  Hospital  and  took  his 
residency  in  neurology  at  New 
York  Neurological  Institute. 

He  came  to  Dallas  in  1924.  He 
had  held  the  position  of  Dallas 
County  psychiatrist  in  the  early 
1930’s,  and  fi’om  1939  to  1941  he 
was  president  of  the  Southern  Psy- 
chiatric Association.  He  was  a 
consultant  to  the  Austin  State 
School  from  1941  to  1950.  For 
many  years.  Dr.  Schwenkenberg 
was  associate  clinical  professor  of 
neuropsychiati’y  at  the  University 
of  Texas  Southwestern  Medical 
School  in  Dallas.  He  was  a staff 
member  at  St.  Paul  and  IMethodist 
hospitals. 

An  Episcopalian,  he  was  a char- 
ter member  of  the  Dallas  Histori- 
cal Society,  a 32nd  degree  Mason, 
and  Rotarian. 

He  is  survived  by  his  wdfe,  Kath- 
leen, and  two  sisters,  Mrs.  R.  F. 
Kayser  of  Shreveport,  La.,  and 
Mrs.  Murrell  M.  Camp  of  Thorn- 
dale. 
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American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1966.  Annual  Meeting,  Chicago,  June  26- 
30,  1966.  Dr.  F.  J.  L.  Blasingame,  635 
Dearborn,  Chicago  10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Austin,  Annual 
Session,  April  14-17,  1966  ; Austin,  Con- 
ference for  County  Medical  Society  Offi- 
cials, Jan.  22-23,  1966.  C.  Lincoln  Willis- 
ton,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


OCTOBER 

American  Academy  of  General  Practice, 
Boston,  Oct.  7-14,  1966.  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Pediatrics,  Chicago, 
Oct.  23-28,  1965.  Dr.  E.  H.  Christopher- 
son.  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Cancer  Society,  Inc.,  New  York, 
Oct.  26-29,  1966.  Mr.  G.  Whittlesey,  219 

E.  42nd  St.,  New  York,  Sec. 

American  College  of  Gastroenterology,  Bal 
Harbour,  Fla.,  Oct.  24-27,  1965.  Mr.  D. 
Weiss.  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition,  New  York 
City,  Oct.  10,  1965.  Dr.  Robert  A.  Peter- 
man, 3 Craig  Court,  Totowa  Borough, 
N.  J..  Sec. 

American  College  of  Physicians,  Miami 
Beach,  Fla.,  Oct.  7-9,  1965.  Dr.  E.  C. 
Rosenow,  Jr..  4200  Pine,  Philadelphia  4, 
Exec.  Dir. 

American  College  of  Surgeons,  Atlantic 
City,  Oct.  18-22,  1965.  Dr.  Samuel  P.  Har- 
bison,  230  Lothrop  St.,  Pittsburgh,  Sec. 

American  Heart  Association,  Bal  Harbour, 
Fla.,  Oct.  15-19,  1965.  Mr.  Rome  A.  Betts, 
44  E.  23rd,  New  York  10,  Exec.  Dir. 

American  Public  Health  Association,  Inc., 

Chicago,  Oct.  18-22,  1966.  Dr.  B.  F.  Mat- 
tison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists.  Den- 
ver, Oct.  23-27,  1966.  Mr.  J.  W.  Andes, 
616  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists, 
Chicago,  Oct.  15-23,  1965.  Miss  Eleanor 

F.  Larson,  446  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

Association  of  American  Physicians  and 
Surgeons,  Inc.,  Columbus,  Ohio,  Oct.  7-9, 
1966.  Mr.  H.  E.  Northara,  185  N.  Wa- 
bash, Chicago  1,  Exec.  Dir. 


Southern  Psychiatric  Association,  Ponte 
Vedra,  Fla.,  Oct.  3-6,  1966.  Dr.  Mark  A. 
Griffin.  Jr.,  Appalachian  Hall,  Ashe- 
ville, N.  C.,  Sec. 

Texas  Academy  of  General  Practice,  Dallas, 
Oct.  4-6,  1966.  Mr.  D.  C.  Jackson,  1906 
N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Association  for  Mental  Health,  Fort 
Worth,  Oct.  21-22,  1965.  R.  W.  Shafer, 
Jr.,  4004  N.  Lamar  Blv.,  Austin,  Exec. 
Dir. 

Texas  Dermatological  Society,  Houston,  Oct. 
31,  1965.  Dr.  A.  C.  Ressmann,  714  Medi- 
cal Arts  Bldg.,  San  Antonio,  Sec. 

Texas  Surgical  Society,  Galveston.  Oct.  3-5, 
1966  Dr.  W.  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Third  District  Society,  Lubbock,  Oct.  9. 
1965.  Dr.  Louis  Devanney,  2209  W.  7th, 
Amarillo,  Sec. 

Oklahoma  City  Clinical  Conference,  Okla- 
homa City,  Oct.  26-27,  1965.  Miss  Alma 
F.  O’Donnell.  603  Medical  Arts  Bldg., 
Oklahoma  City  2,  Exec.  Sec. 

NOVEMBER 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Nov.  14-19,  1965. 
Dr.  W.  L.  Benedict,  16  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Medical  Women’s  Association, 
Chicago.  Nov.  10-14,  1966.  Dr.  Mary  A. 
Sears,  M.  D.  Anderson  Hospital,  Hous- 
ton, Sec. 

Gastrointestinal  Research  Forum,  Chicago, 
Nov.  5,  1965.  Dr.  George  A.  Hallenbeck, 
Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Medical  Society  of  United  States  & Mexico, 
Hermosillo,  Sonora,  Mexico,  Nov.  18-20, 
1965.  Dr.  James  Nauman,  1603  N.  Tucson 
Blvd.,  Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago. Nov.  28-Dec.  3,  1965.  Mr.  M.  D. 
Frazer,  1744  S.  68th  St.,  Lincoln,  Neb., 
See. 

Southern  Medical  Association,  Houston, 
Nov.  1-4,  1965.  Mr.  R.  F.  Butts,  2601 
Highland,  Birmingham  5,  Exec.  Sec. 

Southwestern  Medical  Association,  El  Paso, 
Nov.  4-6,  1965.  Dr.  Sol  Heinemann,  1900 
N.  Oregon  St.,  El  Paso,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
766  N.  Milwaukee  St..  Milwaukee  2,  Exec. 
Sec. 


American  Academy  of  Dermatology,  Inc., 
Chicago,  Dec.  4-9,  1965.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic.  Rochester,  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Dr.  C.  L.  Randall,  100 
Meadow  Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons, 
Cleveland,  Ohio.  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery, 
Vancouver,  B.  C.,  May  16-18,  1966,  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Mr. 

M.  Komfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Chicago,  May  2-5,  1966.  Mr.  D. 
F.  Richardson,  79  W.  Monroe,  Chicago  3, 
Exec.  Sec. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker.  Chicago  6,  Exec. 
Dir. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  San  Francisco,  Aug.  28- 
Sept.  2,  1966.  Mr.  Creston  C.  Herold,  30 

N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va.,  April  14- 

19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Gastroenterological  Association, 
Chicago,  May  26-28,  1966.  Dr.  David 

Gayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society,  Hot 
Springs,  Va.,  June  2-4,  1966.  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 

20,  N.  Y.,  Sec. 

American  Hospital  Association,  Chicago, 
Aug.  29-Sept.  1,  1966.  Dr.  Edwin  L.  Cros- 
by, 840  North  Lake  Shore  Dr.,  Chicago 
11,  Sec. 

American  Neurological  Association,  Wash- 
ington, D C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th.  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio.  June  20-23,  1966.  Dr.  James  A. 
Ferguson,  320  W.  Lafayette,  Detroit 
48226. 

American  Surgical  Association,  Boca  Eaton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 
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American  Thoracic  Society,  San  Francisco, 
May  23-25,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Gastrointestinal  Research  Group,  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-5,  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago,  Sec. 

South  Central  Association  of  Blood  Banks, 
San  Antonio.  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge.  La.,  Sec. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  December,  1965.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22.  Ga.,  Sec. 

South  Texas  District,  American  College  of 
Surgeons,  Dr.  August  Herff,  Jr.,  1526  Nix 
Professional  Bldg.,  San  Antonio,  Sec. 

Southwest  Allergy  Forum,  El  Paso,  April. 
1966.  Dr.  W.  P.  Coleman,  1828  Calhoun 
St..  New  Orleans,  La.,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 
Dr.  J.  R.  Maxfield,  Jr..  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966.  Dr.  Jorge  Jimenez- 

Gandica,  501  U.  S.  Court  House.  El 
Paso.  Sec. 

State 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton, Dec.  4,  1965.  Dr.  Warren  W.  Moor- 
man. 901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966.  Dr.  C.  F.  Miller,  Box  1338. 
Waco,  Sec. 

Texas  Association  of  Obstetricians  and 

Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin.  April  14,  1966.  Dr.  Fran- 
cine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  16,  1966.  Dr.  G.  K. 
Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 

Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Diabetes  Association,  Austin,  April 

17.  1966.  Dr.  Leonard  R.  Robbins.  3618 
Yoakum,  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 

Mr.  C.  W.  Reimann,  5014  Bull  Creek 
Rd.,  Austin  3,  Exec.  Sec. 

Texas  Heart  Association,  Houston,  Sept.  16- 

18,  1966.  Mr.  K.  T.  Guy.  2480  Times  Hlvd., 
Houston  5,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas,  May  14- 
18.  1966.  O.  Ruy  Hurst.  6226  U.  S.  High- 
way 290  E..  Austin.  Exec.  Dir. 


Texas  Industrial  Medical  Association,  Aus- 
tin, April  14,  1966.  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont.  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin. April  14-17,  1966.  Dr.  Jake  Peden, 
4645  Samuel  Blvd.,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr.  J.  L.  Mims,  Jr.. 
730  N.  Main.  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16.  1966.  Dr.  Margaret  Watkins, 
3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright.  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept. 
29-Oct.  1.  1966.  Dr.  C.  E.  Gilmore.  811 
Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T,  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr.,  P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested. 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sej. 

Texas  Rheumatism  Association,  Houston, 
Dec,  3,  1965.  Dr.  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, San  Antonio,  Dec.  3-4,  1965. 
Dr.  Jack  B.  Lee,  409  Camden  St.,  San 
Antonio,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  San 

Antonio,  Jan.  30,  1966.  Dr.  Jack  L. 
Smith,  3165  Stagg  Drive.  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk.  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners, 

P'ort  Worth.  Dec.  4-8,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 


Texas  State  Division,  International  College 
of  Surgeons,  Austin,  April  14,  1966.  Dr. 
D.  H.  Smith,  1501-A  N.  De  Leon.  Vic- 
toria. 

Texas  Traumatic  Surgical  Society,  Austin. 
April  14,  1966.  Dr.  J.  C.  Long,  805  W. 
8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

Texas  Urological  Society,  Shreveport,  La., 
January,  1966.  Dr.  Grant  Begley,  1415 
Pennsylvania,  Fort  Worth.  Sec. 


District 

First  District  Society,  El  Paso,  Feb.  6,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton.  El 
Paso,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  602 
W.  13th,  Austin.  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 
1966.  Dr.  Bobby  Jones,  218  Main  Street, 
Houston,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler.  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring,  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Dr.  Fred  W. 
Shelton,  600  N.  Highland  Ave.,  Sherman, 
Chm. 

Dallas  Southern  Clinical  Society  Conference, 

Dallas,  March  21-23,  1966,  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas,  Dir. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio,  Jan.  24-26, 
1966.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 

New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D,  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 

Texas,  Houston,  July  18-20.  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas.  Dec. 
10-11.  1965.  Harry  H.  Miller,  Gulf  Coast 
Hospital,  Baytown,  Sec. 

Southwest  Regional  Cancer  Conference, 

Tony  W.  Halbert.  905  5th  Ave.,  Fort 
Worth,  Sec. 
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The  Fine  Lines  in  Traffic  Violence 

The  modern  American  is  born,  lives,  and  dies 
within  a framework  of  law.  This  framework  is  not 
limited  to  the  physical  laws  which  control  him,  but 
includes  the  positive,  protective  laws  enacted  by 
society.  Each  year  more  Americans  live  in  pain  or 
die  in  violence  because  traffic  laws  are  inadequate 
or  violated. 

The  traffic  problem  involves  the  road,  the  vehicle, 
and  the  driver,  and  in  dealing  with  the  problem,  the 
law  must  attempt  to  achieve  an  appropriate  balance 
between  the  rights  of  the  individual  and  the  rights 
of  society.  This  is  the  heart  of  the  traffic  problem, 
the  most  important  legal  aspect  with  which  traffic 
courts  must  deal,  and  it  must  be  a vital  concern  of 
physicians  and  attorneys. 

There  is  growing  importance  of  the  driving  priv- 
ilege and  the  trend  to  regard  driving  less  as  a priv- 
ilege than  as  a right.  It  is  important  that  this  be 
understood. 

Last  year  47,700  Americans  lost  their  lives,  and 
in  most  cases  the  deprivation  of  this  right  resulted 
from  the  misuse  of  the  privilege,  or  right,  to  drive. 
Somewhere,  the  fine  balance  of  right  against  right 
has  been  lost  when  such  tragic  destruction  is  re- 
corded. Today,  all  over  this  country,  men  who  have 
worked  to  make  our  streets  and  highways  safer 
wonder  where  we  have  failed.  After  years  in  which 
the  mileage  death  rate  crept  downward,  it  has  in- 
creased in  the  past  three  years  from  5.2  in  1961  to 
5.7  in  1964.  Those  who  tended  to  be  complacent 
during  the  downward  trend  have  been  undergoing 
an  intensive  examination  of  conscience.  The  law 
cannot  escape  this  examination. 

At  the  same  time,  however,  the  law  must  continue 
to  be  the  guardian  of  those  rights  without  which  life 
has  little  meaning.  The  legal  profession  must  still 
cautiously  approach  the  restriction  of  liberty  in 
spite  of  the  high  price  tag  attached  to  that  liberty. 
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It  is  too  easy  to  call  for  changes  in  our  laws 
and  too  difficult  to  change  them  for  the  bet- 
ter. It  is  too  easy  to  call  for  cracking  dow 
on  law  breakers  and  too  difficult  to  produce 
lasting  improvement  through  such  crack- 
downs. Speed  and  wisdom,  however,  must 
be  combined  if  drastic  increases  in  motorized 
death  are  not  to  equal  those  of  the  past  three 
years. 

Traffic  Digest  and  Review  recently  noted 
that  we  have  laws  which,  if  made  effective, 
would  solve  many  problems. 

To  be  made  effective,  the  law  must  first  be 
made  intelligible.  The  Uniform  Vehicle  Code 
embodies  the  best  current  thinking  on  the 
traffic  problem.  The  Code  was  drafted  by  the 
National  Committee  on  Uniform  Traffic  Laws 
and  Ordinances,  a group  which  included  rep- 
resentatives of  federal,  state,  and  local  gov- 
ernment and  organizations  working  in  the 
field  of  traffic  safety,  and  the  American  Bar 
Association.  The  Code  will  be  revised  when 
necessaiy.  Many  legislatures  have  used  the 
Code  as  the  basis  for  revision  of  traffic  codes, 
but  the  introduction  of  the  exception,  the 
condition,  and  the  “gimmick,”  has  made  the 
meaning  of  the  law  less  clear.  We  have  re- 
sponsibility to  eliminate  these. 

Some  laws  have  necessarily  been  stated  in 
terms  which  require  individual  application 
by  drivers.  Among  them  are  leading  causes 
of  traffic  accidents : failure  to  yield  the  right 
of  way,  following  too  closely,  and  speed  too 
fast  for  conditions.  These  offenses  are  nor- 
mally prosecuted  only  when  they  result  in 
an  accident.  Who  has  the  right  of  way?  How 
fast  is  “too  fast  for  conditions?”  How  close 
is  “too  close?”  Can  objective  criteria  be  es- 
tablished for  the  driver  in  these  conditions, 
and  can  these  same  criteria  be  applied  by  law 
enforcement  officers  and  courts? 

Difficult  though  it  is  to  answer,  the  law 
must  deal  with  the  traffic  problems  which 
exist  and  which  are  causing  accidents,  not 
just  with  those  which  may  be  dealt  with 
easily.  The  law  is  blindfolded  in  dealing  with 
these  problems  until  more  facts  are  known, 
but  we  must  deal  today  with  today’s  prob- 
lems on  the  basis  of  today’s  knowledge.  The 
Uniform  Vehicle  Code  is  the  best  legal  in- 
strument for  dealing  with  today’s  traffic 
problems. 

The  Code  prohibits  any  person  who  is  un- 
dei’  the  influence  of  intoxicating  beverages 
from  driving  a motor  vehicle.  It  provides 
that  the  concentration  of  alcohol  in  the  blood 
shall  create  a presumption  that  the  person 


is,  or  is  not,  under  the  influence  of  intoxi- 
cating beverages,  and  that  the  concentration 
may  be  established  by  tests  of  the  blood, 
breath,  urine,  or  other  bodily  substances. 

The  Code  requires  that  if  a blood  sample 
is  to  be  withdrawn  for  examination,  the  sam- 
ple must  be  taken  by  a physician,  registered 
nurse,  or  other  qualified  person.  It  provides 
that  chemical  analyses  of  blood,  breath,  urine, 
or  other  bodily  substances  must  be  made  in 
accordance  with  standards  set  by  the  State 
Department  of  Health  and  by  a person  li- 
censed to  do  so  by  the  State  Department  of 
Health. 

The  Code  now  also  includes  the  implied 
consent  law.  Any  person  who  drives  a car 
on  a public  highway  is  presumed  to  agree 
that  he  will  submit  to  a chemical  test  should 
a law  enforcement  officer  have  reasonable 
grounds  to  believe  that  the  driver  is  under 
the  influence  of  intoxicating  beverages.  The 
driver’s  consent  is  implied  from  his  act  of 
driving  on  a public  highway.  Should  he  re- 
fuse to  submit  to  a chemical  test  in  such  a 
situation,  his  license  to  drive  may  be  revoked 
and  he  may  not  apply  for  a new  license  for 
six  months.  Neither  the  American  Bar  Asso- 
ciation or  the  National  Conference  of  Com- 
missioners on  Uniform  State  Laws  think  that 
such  a revocation  of  the  driving  privilege 
constitutes  an  unwarranted  invasion  of  the 
driver’s  rights  as  a citizen. 

Laws  providing  chemical  tests  for  intoxi- 
cation are  hamstrung  if  they  do  not  include 
the  implied  consent  feature  because  many 
drinking  drivers  refuse  to  take  a test  and 
there  are  then  only  two  alternative  or  cor- 
roborating sources  of  information  concern- 
ing the  driver’s  condition:  law  enforcement 
officers  or  physicians  who  are  available  to 
the  police  to  examine  and  observe  the  driv- 
er’s condition. 

Therefore,  the  only  practical  solution  to 
the  legal  problem  arising  out  of  the  drink- 
ing driver  is  a properly  administered  chemi- 
cal testing  program.  Through  such  a pro- 
gram, the  innocent  may  be  separated  from 
the  guilty,  and  the  drinking  driver  may  be 
removed  from  the  road.  This  beneficial  re- 
sult can  come  only  if  an  implied  consent  fea- 
ture puts  teeth  into  the  chemical  test  law. 
Here  medicine  and  law  should  unite  to  sup- 
port such  legislation. 

The  second  legal  traffic  problem  is  the  de- 
termination of  physical  and  mental  compe- 
tence. The  Uniform  Vehicle  Code  provides 
that  the  commissioner  of  motor  vehicles  shall 
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not  grant  a driver’s  license  to,  or  may  reex- 
amine, any  person  when  he  has  good  grounds 
to  believe  that  the  person  would  not  be  able 
to  operate  a motor  vehicle  safely  because  of 
physical  or  mental  disability.  Understand- 
ably such  powers  should  be  given  to  a com- 
missioner of  motor  vehicles,  but  how  is  he  to 
draw  the  line  between  the  fit  and  the  unfit? 
All  persons  who  are  incapable,  physically  or 
mentally,  of  driving  a car  safely  must  be 
identified. 

Informed  people  are  studying  these  prob- 
lems. Last  November,  representatives  of  the 
American  Medical  Association,  the  American 
Association  of  Motor  Vehicle  Administrators, 
and  the  United  States  Public  Health  Service 
discussed  the  physical  and  mental  require- 
ments for  safe  driving  and  laid  the  ground- 
work for  further  study. 

In  December,  1964,  the  Committee  on 
Health,  Medical  Care,  and  Transportation  of 
the  Injured  made  the  following  recommenda- 
tions to  the  Advisory  Council  of  the  Presi- 
dent’s Committee  on  Traffic  Safety,  calling 
for : 

1.  Further  research  to: 

a.  Determine  the  nature  and  extent  of  relation- 
ships between  driving  mishaps  and  physical, 
psychological,  and  sociological  factors; 

b.  Further  elaborate  the  contributions  of  alco- 
hol and  other  drugs  as  causes  of  accidents  . . . 
and 

c.  Establish  whether  there  are  categories  of 
drugs,  the  use  of  which  should  serve  as  a 
criterion  for  the  denial  of  license. 

2.  A modern  medical  examiner  system. 

3.  Establishment  of: 

a.  Pre-  and  post-sentencing  psychiatrically-ori- 
ented  advisory  clinics  to  operate  along  with 
enforcement  and  judiciary  personnel. 

b.  Medical  advisory  boards,  under  the  auspices 
of  state  health  agencies,  with  the  assistance 
of  state  medical  societies  to  consider  and 
adopt  specific  recommendations  and  proce- 
dures controlling  the  denial  or  revocation  of 
a driving  license  based  on  medical  reasons; 

c.  Procedures  whereby  questions  relating  to 
health  aspects  of  the  driver  would  be  evalu- 
ated by  appropriately  qualified  representa- 
tives of  medical  societies  and  boards  of  health, 
working  with  licensing,  enforcement,  and  ju- 
dicial agencies. 

Another  legal  aspect  of  the  traffic  problem 
is  the  Good  Samaritan  law.  Texas  has  such 
legislation.  Physicians  and  attorneys  have 
expressed  some  doubt  of  the  need  for  Good 
Samaritan  legislation  since  it  is  difficult  to 
find  reported  cases  in  which  a physician  was 
subjected  to  civil  liability  for  actions  per- 
formed during  a roadside  emergency.  How- 
ever, if  one  person’s  life  is  saved  or  his  suf- 
fering reduced  because  of  physician’s  aid. 


and  if  that  aid  is  rendered  because  the  physi- 
cian knows  that  no  civil  liability  will  attach 
to  his  actions,  then  the  enactment  of  the  leg- 
islation is  worthwhile. 

The  death  and  suffering  on  our  streets  and 
highways  should  be  a pressing  concern  of  all 
citizens,  drivers  or  pedestrians.  Physicians 
and  attorneys  have  a special  responsibility 
to  seek  good  traffic  laws.  We  also  have  a 
special  responsibility  to  respect  and  obey  the 
laws  which  have  been  enacted.  We  should 
not  seek  unnecessary  immunity.  If  we  who 
know  the  law  and  we  who  see  firsthand  the 
results  of  infringement  of  the  law  will  not 
obey  it,  then  to  whom  should  it  apply? 

— James  P.  Economos,  Chicago, 

Director,  American  Bar  Association 
Traffic  Court  Program. 


The  Question  oi  Medicare 

Texas  physicians,  and  certainly  Texas 
physicians  in  a position  of  leadership  in  the 
Texas  Medical  Association,  should  study  care- 
fully the  Medicare  bill  which  has  now  be- 
come law. 

I would  like  to  call  attention  to  two  stipu- 
lations. One,  if  a hospital  is  to  be  approved 
by  the  government  for  participation  in  the 
nonvoluntary  portion  of  the  bill,  it  must  have 
a physician-sponsored  utilization  review  com- 
mittee. Two,  the  voluntary  portion  of  the 
bill,  to  provide  for  payment  of  medical  serv- 
ice will  be,  at  least  in  the  beginning,  an  ar- 
rangement whereby  the  selected  insurance 
carrier  will  pay  for  professional  services  ren- 
dered on  the  basis  of  a “usual  and  custo- 
mary” fee  for  a given  locality. 

We  must  ask  ourselves : 

Are  Texas  physicians  going  to  assume 
leadership,  set  the  rules,  and  establish  utili- 
zation review  committees  in  hospitals,  or  are 
they  going  to  wait  for  the  government  to 
establish  the  committees  and  make  the  rules  ? 

Are  physicians  going  to  participate  in  the 
establishment  of  “usual  and  customary”  fees 
by  means  of  relative  value  schedules,  or  are 
they  going  to  let  the  government  say  what 
“usual  and  customary”  fees  are  with  no  re- 
course, or  appeal  to  a proper  committee  as 
is  now  the  case  with  Medicare  for  dependents 
of  service  personnel? 

— C.  D.  Bussey,  M.D.,  Dallas. 
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Epidemic  of  Lost  Tranquility 

Several  years  ago  it  was  reported  that 
over  ten  million  people  had  taken  chlorpro- 
mazine  in  this  country,  and  whenever  ten 
million  people  have  any  illness,  it  presumes 
an  epidemic  of  some  sort  and  a market  of 
equal  proportions. 

Consequently,  the  tranquilizers  have  multi- 
plied until  there  are  33  available.  Unfor- 
tunately, wonder  drugs  are  like  children,  the 
first  one  is  a big  event  but  after  you  have  a 
dozen  or  more  which  look  alike,  act  alike,  and 
cause  the  same  problems,  your  enthusiasm 
tends  to  wane. 

There  are  two  features  of  this  therapeutic 
landslide  that  should  be  noted.  First,  these 
research  efforts  and  the  development  of  these 
compounds  have  not  occurred  in  a university 
setting,  but  as  a commercial  endeavor;  and, 
second,  the  volume  of  prescriptions  written 
makes  it  unlikely  that  most  of  the  tranquil- 
izers are  given  by  psychiatrists.  As  a corol- 
lary, one  might  wonder  if  most  of  the  emo- 
tionally ill  are  ever  even  seen  by  psychiatrists. 

In  spite  of  the  theory  that  the  situation  is 
changing,  in  the  recent  past  a patient  could 
be  committed  to  a state  hospital,  treated,  im- 
proved, and  released  without  any  undue  haz- 
ard of  encountering  a formally  trained  psy- 
chiatrist. 

One  must  conclude  that  most  persons  who 
are  most  disturbed  are  not  cared  for  by  those 
with  the  most  training,  but,  frequently,  by 
those  with  the  least. 

In  fact,  the  changes  that  have  occurred  in 
psychiatric  treatment  since  the  introduction 
of  the  phenothiazines  could  cause  one  to  won- 
der who  will  have  the  greater  influence  on 
the  direction  of  the  treatment  of  the  mental- 
ly ill  in  the  future — the  psychiatrist  or  the 
representative  of  the  pharmaceutical  firm. 
There  seems  little  question  as  to  who  has  had 
the  greater  influence  during  the  past  decade. 

We  should  consider  this  quality  the  patient 
loses  and  regains  with  the  help  of  tranquil- 
izers. 


Tranquility  is  a state  of  serene  composure, 
free  from  disturbance,  and  accompanied  by 
wakefulness;  it  is  a state  certainly  desired 
in  self  but  not  nearly  so  appealing  in  one’s 
employees.  We  hope  tranquility  rather  than 
confusion  will  be  our  lot  as  we  become  aged ; 
this  same  tranquility  is  not  regularly  admired 
in  the  younger,  rather  they  are  taught  to  be 
anxious,  competitive,  and  concerned.  The  only 
people  who  stress  tranquility  in  children  as 
a virtue  are  the  next-door  neighbors. 

This  is  more  an  anxious  than  a tranquil 
age.  The  tranquility  of  the  first  50  years  of 
life  may  be  continuously  interrupted  by  con- 
cern over  the  last  15.  We  seek  sufficient  se- 
curity to  anticipate  any  unforeseen  misfor- 
tune from  sickness  to  our  own  demise. 

Since  no  one  has  produced  a plan  that  of- 
fers physical  immortality,  the  next  best  solu- 
tion in  the  search  for  security  is  to  make 
death  less  a material  loss  by  being  adequate- 
ly insured ; too,  the  anxiety  over  the  event  is 
improved  when  shared.  It  is  of  interest  that 
insurance  companies  apparently  consider  an 
individual  in  less  danger  from  others  than 
from  himself,  since  the  only  financial  penalty 
for  dying  is  for  doing  yourself  in. 

Since  the  unfortunate  moment  when  man 
realized  that  the  satisfactions  of  the  day 
were  so  temporary  that  he  would  have  to  re- 
peat the  entire  procedure  the  following  morn- 
ing, he  has  been  attempting  to  regain  the 
composure  this  foresight  destroyed. 

Of  course,  man  had  tranquilizers  several 
centuries  before  he  realized  the  phenothia- 
zines had  derivatives;  he  found  that  alcohol 
made  him  unconcerned,  calm,  and  serene,  to 
the  point  of  stupor. 

It  has  been  stated  that  “.  . . primitive  man 
experimented  with  every  root,  leaf,  flower, 
and  fungus  in  his  environment”  and  that 
phaimiacology  preceded  agriculture.  It  seems 
that  by  the  late  Stone  Age  primitive  man  was 
poisoning  himself  in  a systematic  fashion  and 
that  there  were  addicts  before  there  were 
farmers.  With  the  first  society  there  ap- 
peared the  first  sociopath  (and  perhaps  the 
first  community  approach  to  the  problem). 

The  quality  which  produces  an  uncomfort- 
able nontranquil  state  is  said  to  be  anxiety. 
Anxiety  has  been  called  everything  from  a 
pensive  sadness  to  a harmful  menbil  state 
concerned  with  harm  to  come.  But,  para- 
doxically, as  anxiety  has  been  subdivided  and 
fragmented  at  the  pleasure  of  many  disci- 
plines, its  medical  clarity  has  faded.  For  ex- 
ample, anxiety  may  elevate  blood  pressure. 
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precipitate  or  aggravate  ulcers  or  provoke 
allergy,  but  in  the  next  patient  it  may  do 
none  of  these  things. 

Anxiety  may  be  conscious  or  unconscious, 
converted,  repressed,  or  displaced.  It  is  ex- 
plained and  described  as  often  by  philoso- 
phers, ministers,  and  parapsychologists  as  by 
psychiatrists.  Any  concept  so  vigorously 
studied  could  be  expected  to  get  a little  lost 
in  the  findings,  and  this  one  has. 

Diffusion  in  the  meaning  of  anxiety  has 
caused  one  dictionary  to  caution  that  an  au- 
thor’s particular  use  of  the  word  must  be 
kept  in  mind  to  understand  his  meaning. 
This  seems  to  be  asking  far  too  much  of 
the  ordinary  disinterested  reader  who,  more 
likely,  gives  his  own  meaning  to  the  word 
and  interprets  the  article  accordingly — so 
the  confusion  is  gently  compounded. 

But,  anxiety  in  some  form  accounts  for 
most  of  the  epidemic  of  lost  tranquility  and 
the  sustained  market  for  the  drugs  to  relieve 
it.  The  lack  of  clarity  regarding  the  term 
results  in  some  odd  efforts  to  advertise  the 
33  available  products. 

Some  companies  stress  the  veterinary  as- 
pects of  these  drugs ; one  product,  for  exam- 
ple, quiets  wild  dogs  and  another  calms  the 
patient’s  frightened  animal  brain.  In  addi- 
tion, quotations  from  Shakespeare  and  pic- 
tures of  butterflies  are  used,  but,  undoubted- 
ly, the  clearest  message  is  the  advertisement 
which  offers  tranquility  at  both  ends  with  the 
proclamation,  “Peace  for  the  troubled  gut.” 

I recently  read  that  meprobamate  has  been 
struck  from  the  pharmacopoeia.  This  is  a 
more  massive  loss  than  one  might  first  think 
because  this  drug  can  be  prescribed  “straight” 
under  either  of  two  trade  names  for  13  con- 
ditions. It  has  the  added  convenience  of 
being  available  under  different  titles  in  a 
longer-acting  variety  for  the  same  13  condi- 
tions. This  deletion  was  hardly  precipitous; 
because,  in  one  form  or  another,  this  quiet- 
provoking  drug  has  been  around  for  several 
profitable  years. 

A patient  may  be  given  tranquilizers  be- 
cause he  seeks  relief  for  his  own  discomfort 
or  these  drugs  may  be  prescribed  in  despera- 
tion for  patients  with  atypical  chronic  com- 
plaints who  fail  to  respond  to  other  treat- 
ment methods.  And,  finally,  a patient  may 
so  disturb  others  that  they  insist  he  take  a 
medication  to  restore  their  own  tranquility. 

First,  there  is  the  uncomfortable  individ- 
ual, who  seeks  a medicinal  calm  for  enduring 


internal  reasons  not  immediately  related  to 
his  environment.  Some  may  achieve  a tem- 
porary state  of  calm  only  when  successfully 
preparing  for  anticipated  troubles  to  come. 
Others  find  comfort  in  anger  and  open  con- 
flict, and,  finally,  persons  in  a third  group 
tolerate  conflict  extremely  poorly  and  seek 
tranquility  at  any  cost. 

In  addition,  a person’s  tranquility  may  be 
shattered  externally,  and  two  of  the  more 
common  causes  are  the  illness,  or  death,  of 
a peer  or  a failure  to  express  hostility  for 
conscious  reasons.  To  illustrate  these  possi- 
bilities, in  youth  the  death  of  a contemporary 
is  unusual;  with  age,  it  becomes  common- 
place. The  frequent,  sudden  and  unexpected 
occurrence  of  a coronary  occlusion  in  the 
middle-aged  male  causes  this  group  to  develop 
an  increasing  cardiac  awareness.  In  the 
menopausal  woman,  a fear  of  the  possibility 
of  developing  cancer  is  no  less  concerning. 

Although  it  is  healthy  to  vent  one’s  emo- 
tions, one  can  only  express  anger  with  due 
regard  for  his  mundane  but  prevailing  need 
for  food  and  shelter.  A new  supervisor  may 
be  inconsiderate,  he  may  even  humiliate  those 
who  work  for  him;  but  seniority,  family  re- 
sponsibility, debts,  and  age  may  cause  one  to 
forego  the  pleasure  of  “speaking  his  piece.” 

Most  of  those  who  have  lost  their  tran- 
quility are  anxious.  The  prevalence  of  anx- 
iety will  probably  increase  rather  than  be 
alleviated  by  the  rising  amount  of  leisure 
time.  But  before  becoming  discouraged  over 
the  future  prospects  of  this  epidemic  of  anx- 
iety, one  should  recall  that  less  than  40  years 
ago,  we  had  several  million  “bilious”  people 
in  this  country  troubled  with  coated  tongues 
and  constipation. 

The  bilious  were  given  epsom  salts  which 
was  perhaps  the  first  psychic  energizer  be- 
cause it  made  the  patient  more  aware  of  his 
surroundings  and  quickened  his  stride.  Now, 
biliousness  is  practically  extinct  and  even  if 
a patient  could  manage  a coated  tongue  he 
would  be  hard  pressed  to  find  a doctor  who 
would  notice  it. 

However,  it  may  well  be  that  the  symptoms 
for  which  many  were  being  purged  40  years 
ago  are  similar  to  those  for  which  they  are 
being  tranquilized  today. 

— Jackson  A.  Smith,  M.D.,  Chairman, 
Department  of  Psychiatry  and  Neu- 
rology, Stritch  School  of  Medicine, 
Loyola  University,  Chicago. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  thi, 
gamut  of  home  remedies  without  succes:f^ 
pleasant-tasting  CREMOMYCiN  can  answd;: 
the  call  for  help.  It  can  be  counted  on  t:; 
consolidate  fluid  stools,  soothe  intestinc'k 
inflammation,  inhibit  enteric  pathogen:|;': 
and  detoxify  putrefactive  materials— usi| 
ally  within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostati'' 
agents,  succinylsulfathiazole  and  neom;^ 
cin,  with  the  adsorbent  and  protective  d(  f,’ 
mulcents,  kaolin  and  pectin,  for  compn  ; 
hensive  control  of  diarrhea.  ; 


Indications:  Diarrhea.  Contraindications:  Kaolik 
Withhold  if  diverticulosis  is  present  or  suspecte  il 
Precautions:  Sulfonamide:  Continued  use  requirji, 
supplementary  administration  of  thiamine  and  vil 
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promptly  relieves  diarrheal  distress 

TGl^OlTiy  Clll 

fjNTIDIARRHEAL  ^ 

<mposition:  Each  30  cc.  contains  neomycin  sulfate 
')0  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
liccinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
m.,  pectin  0.27  Gm. 

bMEICK  SHMP&DQHME  [ 


■ Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


lere  today’s  theory  is  tomorrow’s  therapy 


ein  K.  Neomycin:  Patient  should  be  observed  for 

Iw  infections  due  to  bacteria  or  fungi.  Side  Effects: 
ilfonamide:  Sensitivity  reactions  may  occur  (e.g., 
in  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
tosis  with  a fatal  outcome  has  been  reported), 
eduction  of  thiamine  output  in  the  feces  and  of 
:amin  K synthesis  has  been  observed.  Neomycin: 
Ibusea,  loose  stools  possible. 

, store  prescribing  or  administering,  read  product 
•'cuiar  with  package  or  available  on  request. 


your  for 
Cremomycin 
can  provide  relief 
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BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


in  U.R.I. 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  . 


ACHROGIDIN 

^^"Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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Thank  You  to  The 


Woman’s  Auxiliary 


The  Thanksgiving  season  seems  to  be  an  appropriate  time 
to  pay  my  respects  to  the  Woman's  Auxiliary  to  the  Texas  Medi- 
cal Association.  This  fine  organization  has  a long  and  hon- 
orable history.  Through  the  years  the  Auxiliary  has  supported 
the  Association  in  a vigorous  and  effective  manner.  Its  mem- 
bers have  augmented  our  undertakings  and  have  traditionally 
sponsored  constructive  action  programs  independent  of  our  ef- 
forts. These  programs  have  been  highly  beneficial  to  the  vari- 
ous communities  of  our  state  and  have  added  stature  and  pres- 
tige to  the  image  of  medicine  in  Texas. 

Mrs.  Russell  Deter  of  El  Paso,  President  of  the  Auxiliary, 
has  chosen  "Effective  Leadership"  as  her  theme  for  the  year. 
At  the  recent  fall  meeting  held  in  Austin,  she  and  her  admin- 
istrative officers  conducted  a workshop  for  county  society  Aux- 
iliary members.  During  this  workshop,  an  inspiring  and  in- 
formative program  was  presented,  delineating  plans  for  trans- 
lating their  theme  into  action  at  the  community  level. 

It  is  more  than  coincidental  that  the  Auxiliary  should 
choose  to  stress  leadership  at  a time  when  the  Association  is 
announcing  a policy  of  firm  resolution  and  is  intent  on  fight- 
ing, even  more  forcefully,  for  the  principles  which  have  guided 
us  throughout  the  years. 

The  theme  our  wives  have  chosen  for  this  year  is  uniquely 
appropriate  for  our  trying  times.  Its  implementation  will  gain 
public  understanding  and  goodwill  for  both  our  organizations, 
and  will  identify  the  Auxiliary  as  a group  vitally  interested 
in  the  total  welfare  of  the  community.  Action  in  this  area  will 
emphasize  the  many  points  of  common  interest  between  the  medi- 
cal profession  and  the  general  public.  Through  their  efforts, 
the  Auxiliary  will  bring  about  a better  understanding  of  the 
problems  inherent  in  medicine  today,  and  they,  in  turn,  will 
be  able  to  better  understand  the  social  forces  peculiar  to  our 
times. 

I know  they  will  be  as  energetic  in  the  pursuit  of  their 
goals  as  they  have  been  in  the  past.  They  will  prove  themselves 
to  be  effective  leaders  and  their  success  will  contribute  to 
my  efforts  as  your  President.  I am  thankful  for  the  Woman's 
Auxiliary  to  the  Texas  Medical  Association. 


President 
Texas  Medical  Association 
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Both  Have  Had  Many 
Improvements  in  the 
Last  10  Years... 


10th 

ANNIVERSARY 


Medical  Association 

GROUP 

DISABILITY 

INSURANCE 

PROGRAM 


...  But  Only  the  Cost  of 
the  Car 


The  10  year  improvement  record  of  your  T.M.A.  Group  Plan 

'59  15%  bonus  paid  on  claims  under  the  3 year  sickness  plan 
'60  3 year  sickness  plan  extended  to  a 5 year  sickness  plan 
'60  20%  bonus  paid  on  claims  under  the  5 year  sickness  plan 

'61  Cash  dividend  of  $155,000  distributed  pro  rata  to  all  Insured 
Members 

'61  20%  bonus  on  claims  under  the  5 year  sickness  plan 

'62  Cash  dividend  of  $ 1 54,000  distributed  pro  rata  to  all  Insured 
Members 

'63  Long-term  sickness  benefits  added  to  the  5 year  sickness  plan 

'63  Cash  dividend  of  $166,000  distributed  pro  rata  to  all  Insured 
Members 

'64  Coverage  for  private  flying  added  to  all  policies 

'64  Cash  dividend  of  $195,000  distributed  pro  rata  to  all  Insured 
Members 

'65  Cash  dividend  of  $170,000  distributed  pro  rata  to  all  Insured 
Members 


ALL  THIS  AT  NO  INCREASE  IN  PREMIUM! 

Investigate  This  Proven  Plan  . . . Broad,  Dependable  Coverage  . . . Low  Group  Rates 


ADMINISTERED  BY 

\ Charles  0.  Finley  & Company 

\ ITO.S  N.  LAMAR  BLVD.  AUSTIN,  TEXAS 




UNDERWRITTEN  BY 

Lumbermens  Mutual  Casualty  Co. 

CHICAGO,  ILLINOIS 
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W.  W.  SUTOW  and  his  coau- 
thor, M.  P.  SULLIVAN,  are 
with  the  M.  D.  Anderson  Hos- 
pital and  Tumor  Clinic,  Hous- 
ton. Vincristine  in  Primary 
Treatment  of  Wilms’  Tumor, 
p.  794. 


MARGARET  P.  SULLIVAN, 

Houston,  is  an  associate  pe- 
diatrician at  the  University  of 
Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute. 

Curable  Metastatic  Tumors  of 
Childhood,  p.  800. 


WILLIAM  H.  ReMINE  is  as 

sistant  professor  of  surgery, 
Mayo  Foundation,  Rochester, 
Minn.  JOAQUIN  S.  ALDRETE 
is  a resident  in  surgery  at 
the  Mayo  Graduate  School  of 
Medicine.  Prognosis  and  Sur- 
gical Treatment  of  Cancer  of 
the  Stomach,  p.  806. 
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GEORGE  T.  PACK,  New  York, 
edited  the  current  volumes  of 
“Treatment  of  Cancer  and 
Allied  Diseases;”  he  special- 
izes in  neoplastic  surgery. 
Tumors  of  the  Stomach,  p. 
811. 


JAMES  D.  McMURREY  and 
WILLIAM  T.  HILL  are  with 
the  Departments  of  Surgery 
and  Pathology,  respectively, 
of  Baylor  University  College 
of  Medicine,  Houston.  A New 
Look  at  Villous  Adenomas,  p. 
817. 


T.  T.  WALTON,  JR.,  E.  A. 
ELMENDORF,  and  S.  W.  KO- 
WIERSCHKE,  diplomates  of 
the  American  Boards  of  In- 
ternal Medicine,  Radiology, 
and  Pathology,  respectively, 
practice  in  Bryan.  Tubercu- 
lous Enterocolitis:  A Case 
Report,  p.  830. 


MARVIN  C.  OVERTON,  III, 
and  JOHN  E.  COE  are  resi- 
dents in  neurological  surgery 
at  the  University  of  Texas 
Medical  Branch,  Galveston. 
S.  R.  SNODGRASS  is  chief  of 
neurosurgery.  Echoencephal- 
ography:  A Clinical  Appraisal, 
p.  823. 


R.  F.  ZEGARRA,  former  resi- 
dent at  Baptist  Memorial  Hos- 
pital, San  Antonio,  presided 
over  this  month’s  Clinico- 
pathologic  Conference,  p. 
835. 
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You  can  move  mountains 

(of  information) 


in  minutes! 


For  doctors,  clinics,  hospitals,  administrators, 
laboratories,  libraries — any  phase  of  the  medical 
profession  — Southwestern  Bell’s  Data-Phone* 
Service  answers  the  need  for  transmitting  large 
volumes  of  information. 

Billing  information,  medical  records,  overdue 
accounts,  or  any  kind  of  reports  can  be  sent 
quickly,  easily  over  regular  telephone  lines.  Data- 


Phone  Service  can  also  transmit  charges,  graphs 
and  handwriting. 

For  details  on  how  Data-Phone  Service  can  work 
for  you,  call  your  telephone  company  business 
office.  Ask  to  speak  with  a Communications 
Consultant.  He’ll  be  glad  to  help  you.  And  there’s 

no  obligation.  *Service  mark  of  the  Bell  System. 


Southwestern  Bell 
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pOR  YOUR 
ELDERLY 
kRTHRITIC 
PATIENTS-. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
I^abauate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
jients—even  \when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
bardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
• ic  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
lot  contribute  to  sodium  retention ..  .the  enteric  coating  assures 
pstric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
lion  does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  saUcylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  in  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


H.  ROBINS  CO.,  INC.,  RICHMOND  2Q,  VIRGINIA 


In  each  persian-ross  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0,3  Gm.,  ascorbic  acid  50.0  mg. 

— ffte  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Vincristine  in  Primary  Treatment 
Of  Wilms'  Tumor 


j"-  ~ MANAGEMENT  OF  cancer  in 

CASE  REPORTS  children  demands  the  mobilization 
of  all  available  means  to  control 
and  eradicate  the  disease.  The  ad- 
ministration of  a recently  developed  anti- 
tumor agent,  vincristine, as  an  integral  part 
of  primary  treatment  of  children  with  Wilms’ 
tumor  has  been  associated  with  unusually 
encouraging  results.  In  this  report,  the  cases 
so  treated  are  described  and  the  implications 
of  the  results  are  discussed. 


kg.  of  body  weight  (approximately  1.5  mg. 
per  M^  surface  area  in  these  children)  was 
started  and  continued  until  12  injections  had 
been  given.  Each  calculated  dose  was  given 
in  100  to  150  ml.  of  saline  solution  during  a 
60-minute  period.  One  child  received  the 
weekly  doses  without  a priming  course.  In 
five  children,  the  administration  of  the  drug 
was  begun  immediately  after  completion  of 
radiotherapy.  In  two,  vincristine  treatments 
were  initiated  two  weeks  and  one  month 
after  radiation  was  finished. 


Patients  and  Treatment  Outline 

Between  May  11,  1962,  and  Jan.  10,  1964, 
seven  children  with  Wilms’  tumor  were  treat- 
ed in  the  Pediatric  Section,  M.  D.  Anderson 
Hospital,  in  the  adjunctive  chemotherapy 
study.  None  of  the  children  had  any  evi- 
dence of  metastatic  disease  at  time  of  initial 
evaluation.  One  (case  5)  had  nephrectomy 
before  her  referral  to  this  hospital,  and  an- 
other (case  6)  had  both  nephrectomy  and 
radiotherapy  before  admission  to  this  hos- 
pital. Definitive  therapy  for  each  child  con- 
sisted of  surgical  removal  of  the  involved 
kidney,  postoperative  irradiation  of  the  tu- 
mor bed,  and  a subsequent  three -months 
course  of  vincristine.  The  basic  clinical  data 
as  well  as  the  temporal  relationships  among 
the  three  modalities  of  therapy  are  outlined 
in  Table  1.  A brief  summary  of  each  case 
is  given  in  a later  section  of  the  report. 

Six  of  the  seven  children  received  “pi’im- 
ing”  courses  of  vincristine  in  the  dose  of  0.02 
mg.  per  kg.  of  body  weight  intravenously 
daily  for  five  consecutive  days.  After  one 
day  of  rest,  tlie  weekly  dose  of  0.05  mg.  per 


Results 

Six  patients  are  living  with  no  signs  of 
recurrent  or  metastatic  disease,  11  months  to 
35  months  from  time  of  surgical  therapy 
(Table  1).  In  one  child  (case  2),  pulmonary 
metastases  developed  2 months  after  com- 
pletion of  chemotherapy  and  7 months  after 
nephrectomy.  Death  from  generalized  dis- 
ease eventually  occurred,  14  months  after 
initial  surgical  treatment. 

Because  the  drug  was  being  used  as  an  ad- 
junctive measure,  special  attention  was  paid 
to  the  early  signs  and  symptoms  of  serious 
side  effects  from  vincristine.  In  one  (case 
6),  numbness  and  tingling  of  the  lips  and 
extremities  were  reported;  when  the  dose  of 
the  drug  was  reduced  from  0.05  to  0.03  mg. 
per  kg.  weekly,  the  symptoms  cleared.  In 
another  child  (case  3),  thrombocytopenia 
(platelet  count  of  48,000  per  cu.  mm.)  oc- 
curred midway  during  drug  therapy.  Platelet 
levels  returned  to  normal  without  change  in 
drug  dosage.  A mild  leukopenia,  white  blood 
cells  (WBC)  of  2,150  per  cu.  mm.  was  seen 
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In  seven  children  with  Wilms'  tumor,  defini- 
tive primary  therapy  with  nephrectomy  and 
postoperative  irradiation  was  supplemented  by 
the  adjunctive  administration  of  vincristine. 
Six  of  the  children  show  no  evidence  of  dis- 
ease 11  to  35  months  after  nephrectomy. 
Since  factors  of  unfavorable  prognostic  sig- 
nificance were  present  in  each  child,  the  re- 
sults suggest  an  unusually  good  survival  rate 
following  this  treatment  regimen. 


W.  W.  SUTOW,  M.D. 
M.  P.  SULLIVAN,  M.D. 


in  the  same  child  on  one  occasion.  Lowered 
level  of  hemoglobin  (6.3  gm.  per  100  ml.), 
which  may  have  been  related  to  invasion  of 
bone  marrow  by  tumor  cells,  developed  in  the 
third  week  of  drug  treatment  in  one  patient 
(case  1).  None  of  these  developments  was 
considered  serious  or  intolerable.  Severe  ob- 
stipation, acute  abdominal  pain,  and  severe 
neurological  abnormalities  were  not  encoun- 
tered. Each  child  in  the  series  completed  his 
course  of  chemotherapy  satisfactorily.  No 
persistent  or  delayed  ill  effects  occurred. 

Case  Summaries 

Case  1. — A 16-month-old  Negro  girl  was  first  ad- 
mitted to  the  M.  D.  Anderson  Hospital  on  May  2, 
1962,  with  a history  of  a mass  in  the  right  abdomen 
of  six  weeks’  to  two  months’  duration.  Fever  and 
weight  loss  had  occurred  in  the  two  to  three  weeks 
prior  to  admission.  The  initial  physical  examination 
revealed  a 12  cm.  mass  on  the  right  side  of  the  ab- 
domen, extending  down  into  the  pelvis. 

Blood  count  at  this  time  gave  the  following  val- 
ues: hemoglobin  6.0  gm.  per  100  ml.;  WBC  13,150 
(segmented  cells  42,  lymphocytes  51,  monocytes  3, 
eosinophils  3,  basophils  1);  platelets  154,000;  and 


reticulocytes  2 percent  red  blood  cells  (RBC)  per 
cu.  ml.  Erythrocytes  showed  marked  hypochromia, 
anisocytosis,  and  poikilocytosis.  Smears  of  bone  mar- 
row aspirate  revealed  a basically  normal  pattern; 
tumor  cells  were  not  identified.  Urinalysis  of  a 
clean  voided  specimen  showed  a 1+  reaction  for  pro- 
tein, 20  to  25  RBC  per  high  power  field,  numerous 
WBC  per  high  power  field,  and  4 to  5 coarsely  gran- 
ular casts  per  high  power  field.  Roentgenogram  of 
the  chest  was  normal.  Intravenous  pyelogram  dem- 
onstrated a large  soft  tissue  mass  with  a thin  rim 
of  calcification  in  the  right  abdomen.  The  collecting 
system  of  the  right  kidney  was  grossly  distorted  and 
the  calyces  were  dilated.  No  evidence  of  metastatic 
disease  was  seen  in  the  full  skeletal  survey. 

Exploratory  laparotomy  was  done  on  May  8,  1962, 
and  a large  tumor  arising  from  the  right  kidney 
was  found.  The  tumor  was  loosely  adherent  to  the 
transverse  colon  which  was  displaced  anteriorly. 
Many  hyperplastic  lymph  nodes  were  noted  in  the 
retroperitoneal  area.  After  ligation  of  the  ureter 
and  renal  pedicle,  the  tumor  was  removed.  On 
frozen  section  the  veins  were  found  to  be  free  of 
tumor.  The  histologic  diagnosis  on  the  surgical 
specimen  was  Wilms’  tumor  of  kidney.  No  tumor 
was  found  in  the  mesenteric  lymph  node  examined 
or  in  the  stump  of  the  ureter. 

X-ray  therapy  was  given  to  the  tumor  bed  from 
May  15,  1962,  through  June  7,  1962,  using  the  cobalt 
60  irradiator;  tumor  dose  was  3,600  rads. 


Table  1. — Summary  Data  of  Patients  with  Wilms’  Tumor  Treated  with  Adjunctive  Vincristine. 


Case 

Sex 

Age  at 
Diagnosis 

Date  of 
Nephrectomy 

^ j 1 

Vincristine 

Dates 

Present 

Status 

Dose  Dates 

Yr. 

Mo. 

1 

F 

1 

5 

5/  8/62 

3,600  R 

5/15/62-6/  7/62 

6/11/62-  9/25/62 

NED*  (35) 

2 

F 

2 

11 

5/11/62 

4,030  R 

5/23/62  - 6/26/62 

6/21/62  - 9/25/62 

dead 

3 

F 

1 

11 

10/12/62 

3,500  R 

10/18/62  - 11/9/62 

11/  9/62-2/  1/63 

NED  (30) 

4 

F 

2 

10 

11/29/62 

3,294  R 

12/  4/62-1/  4/63 

1/  4/63-4/  4/63 

NED  (29) 

5 

F 

2 

2/13/63 

3,000  R 

3/  7/63-4/  3/63 

4/  4/63-7/  3/63 

NED  (26) 

6 

M 

1 

9 

1/10/64 

3,000  R 

1/18/64  - 2/19/64 

4/15/64-7/  8/64 

NED  (15) 

7 

F 

3 

8 

5/11/64 

4,070  Rf 

5/  4/64-6/15/64 

6/30/64  - 9/21/64 

NED  (11) 

*NED — No  evidence  of  disease,  time  interval  (in  months)  from  date  of  nephrectomy  shown  in  parentheses. 
fPatient  7 received  both  pre-  and  postoperative  radiation. 
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VINCRISTINE — Sutow  and  Sullivan — continued 


Prophylactic  chemotherapy  using  vincristine  was 
started  on  June  11,  1962,  using  a series  of  five 
priming  doses  followed  by  weekly  intravenous  in- 
fusions. In  early  July,  hepatomegaly  (liver  edge  pal- 
pable 4 to  5 cm.  below  the  costal  margin),  severe 
anemia  (hemoglobin  6.3  gm.  per  100  ml.),  and  im- 
mature myeloid  and  erythroid  cells  in  the  peripheral 
blood  developed.  Bone  marrow  aspiration  was  done 
and  the  smeai's  were  interpreted  as  showing  an  in- 
filtrate of  atypical  cells  believed  to  represent  meta- 
static neoplasm.  The  hemoglobin  deficiency  was  cor- 
rected with  whole  blood  transfusions  and  weekly 
vincristine  therapy  was  continued.  Bone  marrow 
aspirates  obtained  in  late  July,  August,  and  Sep- 
tember, 1962,  showed  no  evidence  of  metastatic  tu- 
mor. Vincristine  therapy  was  completed  on  Sept.  25, 
1962.  The  liver  was  no  longer  palpable  and  the 
peripheral  blood  count  was  normal  except  for  a 
mild  anemia. 

The  patient  has  been  examined  in  the  Pediatric 
Clinic  at  regular  intervals.  Mild  anemia  has  been  a 
frequent  finding.  Physical  examination  and  roent- 
genogram of  the  chest  on  Jan.  15,  1965,  showed  no 
evidence  of  neoplastic  disease. 

Case  2. — A white  girl,  2 years  and  11  months  old, 
was  first  seen  at  M.  D.  Anderson  Hospital  on  May 
7,  1962,  because  of  hematuria  of  three  weeks’  dura- 
tion. Treatment  for  urinary  tract  infection  had 
been  instituted  and  intravenous  pyelography  had 
been  done.  Her  blood  pressure  was  130/88  mm.  of 
mercury.  The  liver  edge  was  palpable  3 cm.  below 
the  right  costal  margin.  The  left  kidney  was  en- 
larged, measuring  approximately  6 cm.  in  length; 
lateral  to  the  kidney,  the  spleen  could  be  felt  4 cm. 
below  the  left  costal  margin.  On  admission  the  blood 
count  was  as  follows:  hemoglobin  11  g-m.  per  100 
ml.;  WBC  9,550  (segrmented  cells  16,  stabs  3,  normal 
lymphocytes  78,  monocytes  1,  eosinophils  1,  basophils 
1)  ; and  platelets  586,000.  Urinalysis  showed  a 1+  re- 
action for  protein  and  35  to  40  BBC  per  high  power 
field.  The  roentgenogram  of  the  chest  was  nonnal. 
Intravenous  pyelogram  was  interpreted  as  showing 
considerable  calyectasis  on  the  left  with  compression 
of  the  infundibular  portion  of  the  collecting  system 
by  an  intrarenal  tumor  mass.  A portion  of  the  mass 
was  thought  to  extend  beyond  the  renal  margin. 

At  operation  on  May  11,  1962,  the  patient  was 
found  to  have  a very  lai’ge,  irregular  tumor  of  the 
left  kidney.  The  left  renal  vein  was  extremely  di- 
lated, and  the  renal  artery  could  not  be  identified 
immediately.  The  renal  vein  was,  therefore,  ligated 
and  divided,  making  the  renal  artery  accessible  for 
ligation.  The  ureter  was  isolated  and  ligated,  and 
the  kidney  was  delivered  from  the  retroperitoneal 
space.  The  renal  vein  appeared  distended,  but  no 
tumor  was  positively  identified  in  vascular  struc- 
tures. The  histologic  report  on  the  surgical  speci- 
men was  embryoma  of  the  kidney  (Wilms’  tumor). 
Metastatic  tumor  was  identified  in  one  of  the  lymph 
nodes  from  the  hilar  region ; no  tumor  was  seen  in 
the  renal  vein  or  in  the  right  para-aortic  node.  Radi- 
ation therapy  was  given  to  the  tumor  bed  from 
May  23  through  .lune  26,  1962,  using  the  cobalt  60 
irradiator  (tumor  dose  4,030  rads).  Vincristine 
therapy  was  given  from  June  21,  1962,  through 
Sept.  25,  1962. 

Periodic  examinations  showed  no  abnormalities 
until  Dec.  5,  lt»62,  when  a chest  film  showed  medi- 


astinal and  bilateral  pulmonary  metastases.  The  pa- 
tient was  given  combination  therapy  using  actinomy- 
cin  D and  total  thorax  irradiation.  A cumulative 
dose  of  1,050  gamma  actinomycin  D (75  gamma  per 
kg.)  was  given  in  a five-day  period.  Radiation 
therapy  was  completed  on  Jan.  7,  1963,  with  a tumor 
dose  of  2,000  rads.  Complete  regression  of  the  me- 
tastases occurred. 

On  May  6,  1963,  the  patient  had  nodular  enlarge- 
ment of  both  the  right  and  the  left  lobes  of  the  liver 
(edge  palpable  8 cm.  below  the  right  costal  mar- 
gin). A chest  film  at  this  time  showed  recurrent 
pulmonary  metastases.  Chemotherapy  using  Cytoxan 
and,  later,  hydroxyurea  was  ineffective,  and  the 
patient  died  July  5,  1963. 

Case  3.- — A white  girl,  age  1 year,  11  months,  was 
first  seen  on  Oct.  8,  1962,  after  hematuria  of  two 
weeks’  duration.  A right  abdominal  mass  had  been 
palpated  by  the  family  physician,  and  studies  in- 
cluding intravenous  pyelogram  had  indicated  a tu- 
mor involving  the  right  kidney. 

Physical  examination  showed  a visible  mass  in 
the  right  flank.  On  superficial  palpation,  a finn, 
fixed  mass  approximately  10  cm.  in  diameter  was 
noted.  The  peripheral  blood  count  was  normal. 
Urinalysis  showed  a 1+  reaction  for  protein,  20  to 
35  RBC  per  high  power  field,  and  numerous  WBC 
per  high  power  field.  Escherichia  coli  was  cultured 
from  the  urine.  Intravenous  pyelogram  showed  du- 
plication of  the  left  renal  collecting  system,  and  a 
large  mass  on  the  right  side  of  the  abdomen  with 
no  visualization  of  the  right  kidney.  Retrograde 
pyelography  demonstrated  distortion  and  obstruc- 
tion of  the  right  renal  collecting  system.  The  tumor 
mass  appeared  to  involve  primarily  the  lower  half 
of  the  right  kidney,  and  the  right  ureter  was  dis- 
placed to  the  left  across  the  midline.  The  chest  film 
was  normal. 

Laparotomy  was  done  on  Oct.  12,  1962.  A 15  cm. 
solid  tumor  mass  arose  from  the  lower  portion  of 
the  right  kidney.  The  right  colon,  which  was  ad- 
herent to  the  tumor,  was  displaced  medially  and 
interiorly.  As  the  mass  was  mobilized,  the  sur- 
rounding capsule  was  opened.  Following  ligation 
and  division  of  the  vessels  of  the  renal  pedicle,  the 
kidney  and  the  associated  mass  were  removed.  Tu- 
mor invaded  the  renal  pelvis  and,  in  this  area, 
formed  a 3 by  2%  by  2 cm.  mass  which  extended 
into  the  proximal  portion  of  the  ureter.  The  renal 
vein  was  free  of  tumor.  The  histologic  diagnosis 
was  Wilms’  tumor;  acute  pyelonephritis  was  also 
noted. 

Using  the  cobalt  60  irradiator,  x-ray  therapy  was 
given  to  the  tumor  bed  from  Oct.  18  through  Nov.  9. 
1962;  tumor  dose  was  3,500  rads.  Vincristine  ther- 
apy was  given  from  Nov.  9,  1962,  through  Feb.  1. 
1963.  At  the  time  of  the  most  recent  periodic  fol- 
low-up examination,  including  roentgenogram  of  the 
chest  on  April  16,  1965,  the  patient  showed  no  evi- 
dence of  intra-abdominal  recurrence  or  of  metastatic 
disease. 

Case  J. — A white  girl  2 years  and  9 months  of 
age,  was  first  seen  on  Nov.  19,  1962,  with  a history 
of  a palpable  abdominal  mass  of  one  week’s  dura- 
tion. Her  temperature  was  102.8  F.,  and  her  tonsils 
were  red.  A lobulated,  firm,  nontender,  fixed  mass, 
approximately  13  by  8 cm.,  was  palpable  in  the  left 
lower  abdomen.  The  liver  edge  was  felt  2 cm.  below 
the  right  costal  margin. 
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Leukocytosis  (16,400  per  cu.  mm.  with  62  percent 
polymorphonuclear  neutrophils)  was  present.  Uri- 
nalysis showed  4 to  5 RBC  per  high  power  field, 
and  10  to  12  WBC  per  high  power  field.  Esche- 
richia coli  was  cultured  from  the  urine.  No  patho- 
gens were  found  in  the  throat  culture.  A roentgeno- 
gram of  the  chest  showed  no  abnormalities.  Intra- 
venous pyelography  showed  a large  mass  arising 
from  the  lower  pole  of  the  left  kidney  and  extend- 
ing into  the  pelvis  and  across  the  midline.  There 
was  a moderate  degree  of  hydro-ureter  and  hydro- 
nephrosis on  the  left.  On  the  right,  bifid  pelvis  with 
incomplete  filling  of  the  calyceal  system  was  noted. 

At  operation  on  Nov.  29,  1962,  a bluish-red  mass 
measuring  approximately  10  cm.  in  diameter  which 
arose  from  the  lower  pole  of  the  left  kidney  was 
noted.  The  mass  was  well  encapsulated  and  was 
not  attached  to  adjacent  structures.  The  renal  pedi- 
cle was  ligated  prior  to  removal  of  the  tumor  and 
kidney.  The  histologic  diagnosis  on  the  surgical 
specimen  was  embryoma  of  the  kidney.  There  was 
no  microscopic  evidence  of  invasion  of  the  ureter 
or  of  the  renal  vein.  A node  from  the  renal  pedicle 
was  free  of  tumor. 

X-ray  therapy  was  given  to  the  tumor  bed  from 
Dec.  4,  1962,  through  Jan.  4,  1963;  tumor  dose  was 
3,294  rads.  Vincristine  therapy  was  started  on  Jan. 
4,  1963,  and  was  completed  April  4,  1963.  When  last 
seen  for  periodic  physical  examination  and  roent- 
genogram of  the  chest  on  April  5,  1965,  the  child 
showed  no  evidence  of  neoplastic  disease. 

Case  5. — A white  girl  eight  weeks  old  was  first 
seen  on  March  4,  1963,  with  a history  of  left  ne- 
phrectomy for  Wilms’  tumor  on  Feb.  13,  1963.  Pre- 
operatively,  the  tumor  mass  was  described  as  filling 
the  left  side  of  the  abdomen.  At  the  time  of  opera- 
tion, the  tumor,  which  arose  from  the  kidney,  was 
found  to  be  adherent  to,  but  separable  from,  the 
colon.  Following  ligation  of  the  renal  pedicle,  ne- 
phrectomy and  adrenalectomy  were  done.  The  surgi- 
cal specimen,  which  measured  11  by  8.5  cm.,  ac- 
counted for  15  percent  of  the  infant’s  weight.  Vas- 
cular structures  were  free  of  tumor  as  were  lymph 
nodes  from  the  renal  pedicle.  The  histologic  diag- 
noses of  the  surgical  specimens  were  embryoma  of 
the  kidney  (Wilms’  tumor)  and  normal  adrenal 
gland.  Tubular  structures  occurred  rarely  in  the 
tumor. 

Radiation  therapy  was  given  to  the  tumor  bed 
from  March  7,  1963,  through  April  3,  1963;  tumor 
dose  was  3,000  rads.  Vincristine  therapy  was  given 
from  April  4,  1963,  through  July  3,  1963.  At  the 
last  periodic  examination  on  April  9,  1965,  the  pa- 
tient showed  no  evidence  of  recurrent  disease  in  the 
abdomen  or  of  pulmonary  metastases. 

Case  6. — A 21-month-old  white  boy,  first  seen  on 
April  13,  1964,  had  had  a right  nephrectomy  for 
Wilms’  tumor  on  Jan.  10,  1964.  The  surgeon  had 
found  no  gross  evidence  of  extension  of  the  tumor 
through  the  renal  capsule  or  to  the  surrounding 
structures.  The  surgical  specimen  consisted  of  a 
tumor  mass  measuring  9.5  cm.  in  diameter,  and  in- 
timately associated  with  the  kidney.  In  one  area, 
neoplastic  tissue  extended  into  the  medullary  zone 
and  partially  lined  the  renal  pelvis.  In  several  areas 
there  was  invasion  of  blood  vessels  with  replace- 
ment of  endothelium  by  neoplastic  cells.  The  his- 
tologic diagnosis  was  embryoma  of  the  kidney 
(Wilms’  tumor).  The  four  lymph  nodes  included  in 


the  surgical  specimen  were  free  of  tumor.  Prior  to 
referral,  x-ray  therapy  also  had  been  given  to  the 
tumor  bed  from  Jan.  18,  1964,  through  Feb.  19, 
1964;  tumor  dose  was  3,000  roentgens. 

Vincristine  therapy  was  given  from  April  15 
through  July  8,  1964.  Chemotherapy  was  compli- 
cated by  nausea,  vomiting,  dehydration,  and  pain 
in  the  jaws  and  extremities.  At  the  last  periodic 
physical  examination  with  roentgenogram  of  the 
chest  on  April  7,  1965,  15  months  after  nephrec- 
tomy, the  boy  showed  no  evidence  of  disease. 

Case  7. — A white  girl,  three  years  and  eight 
months  of  age,  had  a mass  in  her  right  flank,  noted 
April  24,  1964.  Physical  examination  showed  blood 
pressure,  149/100  mm.  of  mercury,  prominence  of 
the  right  flank  with  local  venous  engorgement,  and 
a palpable,  nontender,  melon-shaped  mass  on  the 
right  side  of  the  abdomen.  Hemoglobin  was  8.4  gm. 
per  100  ml.  Urinalysis  showed  a l-f  reaction  for 
protein,  4 to  8 RBC’s  and  5 to  10  WBC’s  per  high 
power  field,  and  an  occasional  granular  cast.  Blood 
urea  nitrogen  was  9 mg.  per  100  ml.  A chest  film 
showed  no  abnormalities.  Intravenous  pyelogram 
and  retrograde  pyelogram  showed  a large  mass  on 
the  right  side,  with  filling  of  a distorted  calyceal 
system  and  medial  displacement  of  the  right  ureter. 
The  left  renal  collecting  system  appeared  normal. 
Inferior  vena  cavagram  demonstrated  moderate  dis- 
placement of  the  medial  part  of  the  inferior  vena 
cava  to  the  left  side  due  to  extrinsic  pressure  from 
tumor  mass  in  the  right  renal  area. 

Using  the  cobalt  60  source,  the  right  kidney  was 
radiated  from  May  4,  1964,  through  May  8,  1964; 
tumor  dose  was  1,030  rads.  Laparotomy  was  done 
on  May  11,  1964,  and  the  large  cystic  mass  was 
found  filling  the  right  abdomen  and  obliterating  the 
space  usually  occupied  by  the  right  kidney.  The 
mass  was  adherent  to  the  inferior  vena  cava  from 
the  right  iliac  vein  to  the  diaphrag:m.  There  was, 
however,  no  actual  invasion  of  the  inferior  vena 
cava.  The  right  renal  vein  was  compressed  ante- 
riorly by  the  tumor  mass  without  invasion  of  the 
renal  pedicle.  Tumor  was  also  adhei’ent  to  the  right 
leaf  of  the  diaphragm  and  a small  portion  of  dia- 
phragm was  removed  in  continuity  with  the  tumor. 
Right  nephrectomy  was  done  following  ligation  of 
the  right  renal  vein.  The  histologic  diagnosis  on  the 
surgical  material  was  embryoma  of  the  kidney 
(Wilms’  tumor).  Metastatic  tumor  was  noted  in 
one  of  three  lymph  nodes  from  the  renal  pedicle  and 
in  lymphatic  vessels  adjacent  to  the  lymph  nodes. 
Tumor  was  also  present  in  the  radicles  of  the  renal 
vein  within  the  kidney.  No  gross  or  microscopic  tu- 
mor was  found  in  the  pelvis  or  extrarenal  portions 
of  the  vein. 

Radiation  therapy  using  the  cobalt  60  source  was 
given  to  the  tumor  bed  from  May  19,  1964,  through 
June  15,  1964;  tumor  dose  was  3,040  rads.  Vincris- 
tine was  given  from  June  30,  1964,  through  Sept. 
21,  1964.  Periodic  examination,  including  roentgeno- 
grams of  the  chest,  have  shown  no  evidence  of  ab- 
dominal recurrence  or  pulmonary  metastases.  The 
patient  was  last  seen  on  April  19,  1965. 

Discussion 

While  the  principles  of  adjunctive  or  pro- 
phylactic chemotherapy  in  conjunction  with 
surgical  and/or  radiation  therapy  have  been 
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tested  in  experimental  animal  models-'®  and 
in  surgical  adjuvant  studies,  the  clinical  ex- 
ploitation of  such  approaches  in  children 
with  cancer  is  yet  to  be  firmly  established.®-  ® 

The  inclusion  of  drugs  in  the  primary  de- 
finitive therapeutic  regimen  for  patients 
with  Wilms’  tumor  is  based  on  several  funda- 
mental points : 

1.  Wilms’  tumor  in  many  children  is  a 
cui’able  malignant  neoplasm.^®'^^ 

2.  In  a significant  number  of  cases,  Wilms’ 
tumor  is  relatively  sensitive  to  antitumor  ac- 
tion of  several  drugs. 

3.  At  least  two  chemotherapeutic  agents, 
actinomycin  D and  vincristine,  have  demon- 
strated a high  degree  of  effectiveness  against 
Wilms’  tumor  in  children.®- 

4.  Regardless  of  how  uncomplicated  the 
case  may  appear,  there  is  at  present  the  sta- 
tistical certainty  that  a definite  fraction  of 
such  patients  will  not  survive.^®- 

5.  Drugs  alone  are  not  curative. 

The  primary  objective  of  drug  adminis- 
tration would  be  the  effort  to  achieve  a total 
kill  of  tumor  cells  by  supplementing  with 
cytocidal  drug  effects  the  ablative  results  of 
surgical  modalities  and  the  destructive  ac- 
tion of  irradiation.  A secondary  purpose  in 
some  cases  would  be  the  control  of  residual 
neoplastic  disease  so  that  additional  curative 
therapy  with  surgery  or  radiation,  or  both, 
might  be  attempted  later. 

The  survival  rate  of  85  percent  (six  out  of 
seven)  in  this  series  is  higher  than  that  usu- 
ally reported,  even  among  children  with  op- 
timal clinical  findings.  Because  of  the  pres- 
ence of  unfavorable  factors  at  institution  of 
therapy  (Table  2),  five  of  the  seven  patients 
would  be  considered  “poor  risks”  prognosti- 
cally.  This  further  emphasizes  the  good  re- 
sults in  this  series. 

In  one  of  the  other  two  children  (case  1), 
the  bone  marrow  was  infiltrated  by  tumor 
cells.  As  described  in  the  previous  section, 
the  bone  marrow  responded  to  treatment 
with  vincristine,  and  the  child  is  living  and 
well  34  months  after  the  spread  of  tumor  to 
the  bone  marrow  had  been  detected.  Delta 
and  PinkeP®  were  not  able  to  find  any  re- 
ports of  marrow  infiltration  in  children  with 
Wilms’  tumor.  Our  experience  indicates  that 
marrow  infiltration  can  occur  in  a patient 
with  Wilms’  tumor  and  that  the  finding  of 
tumor  cells  in  the  bone  marrow  of  children 
witli  abdominal  tumor  does  not  exclude  the 
diagnosis  of  Wilms’  tumor  as  has  been  sug- 


Table  2. — Presence  of  Unfavorable 
Prognostic  Factors 


Patient 

Unfavorable 

Factors 

Present 

Definition  of  Factors 

1 

H 

A. 

Age  over  2 years 

2 

A,D 

B. 

Invasion  (microscopic  or 

3 

B,  C 

gross)  of  vasculature 

4 

A 

C. 

Invasion  of  adjacent 

5 

D 

nonresectable  organs  or 

6 

B 

structures 

7 

A,  B,D 

D. 

Metastases  to  lymph  node 

or  in  lymphatic  channels 

E. 

Invasion  of  renal  pelvis 

and/or  ureter 

F. 

Rupture  of  tumor  “cap- 

sule” 

G. 

Invasion  of  adjacent 

resectable  organs 

H. 

Extrinsic  cells  in  bone 

marrow 

gested.^®  The  point  is  also  made  that  vin- 
cristine therapy  was  successful  in  eradicat- 
ing the  neoplastic  tumor  cells  that  had  in- 
vaded the  bone  marrow. 

The  follow-up  period  exceeds  the  “period 
of  risk”  as  defined  by  Collins^^  in  only  two 
of  the  six  living  children  reported  here,  but 
large  clinical  experiences®®-  have  indicated 
that  fixed-interval  yardsticks  may  be  equally 
valid  in  predicting  end  results  from  short 
observations  on  children  with  Wilms’  tumor. 
Thus,  tumor  recurrences  or  metastases  were 
evident  within  12  months  of  diagnosis  in  83 
to  90  percent  of  the  cases  in  whom  eventual 
dissemination  occurred.®®-  ®^  Twelve  months 
of  disease- free,  post -treatment  existence, 
therefore,  would  seem  to  justify  an  optimis- 
tic prognosis,  regardless  of  age,  in  a child 
with  Wilms’  tumor. 

Vincristine  was  administered  after  ne- 
phrectomy and  radiation  therapy.  This  was 
done  to  avoid  superimposing  the  possible 
gastrointestinal  and  bone  marrow  toxicity  of 
vincristine  upon  the  stress  of  other  treat- 
ment modalities.  Drug  administration  was 
discontinued  at,  or  shortly  after,  12  weeks. 
This  time  period  was  selected  on  the  basis  of 
experience  with  patients  with  metastatic  dis- 
ease in  whom  the  maximum  antitumor  action 
seemed  to  occur  by  the  eighth  to  the  tenth 
week  of  drug  administration.®®  Prolonging 
chemotherapy  beyond  this  time  was  thought 
to  increase  unnecessarily  the  danger  of  drug 
toxicity  without  achieving  any  further  bene- 
ficial responses. 

Although  actinomycin  D has  shown  note- 
worthy effectiveness  in  the  treatment  of 
children  with  Wilms’  tumor,®- 1®-  ^®-  ®^-  ®®  we 
have  found  vincristine  to  be  equally,  if  not 
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more,  effective  in  comparable  clinical  situ- 
ations.2® 

A logical  extension  of  the  use  of  drugs  as 
adjunctive  measures  in  the  initial  definitive 
attack  on  Wilms’  tumor  is  the  consideration 
of  preoperative  chemotherapy.  That  vincris- 
tine is  capable  of  reducing  the  volume  of  tu- 
mor masses  has  been  demonstrated  in  pa- 
tients with  metastatic  lesions.^®  The  same 
arguments  mustered  for  preoperative  irradi- 
ation^®'  can  be  used  to  build  the  case  for 
preoperative  chemotherapy.  There  are  the 
added  advantages  that  systemic  drug  therapy 
will  hit  larger  target  areas  and  render  vari- 
ous tissues  inhospitable  for  colonization  by 
tumor  emboli  released  during  surgical  ma- 
nipulation. The  full  therapeutic  potentiali- 
ties of  simultaneous  or  sequential  use  of  both 
actinomycin  D and  vincristine  remain  to  be 
explored. 

The  experience  with  vincristine  reported 
here  justifies  further  evaluation  of  this  type 
of  therapy  program,  with  cautious  anticipa- 
tion of  improvements  in  the  results  of  treat- 
ment of  children  with  Wilms’  tumor. 
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Fog,  rain,  and  snow  were  NOT  major  causes  of  highway  acci- 
dents in  1964  that  claimed  48,000  lives.  About  90  percent  of  the 
crashes  occurred  in  clear  weather  on  dry  roads,  according  to  an  in- 
surance company’s  survey. 
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Curable  Metastatic  Tumors 
Of  Childhood 

MARGARET  P.  SULLIVAN,  M.D. 


j 1 THE  TIME-HONORED  concept 

CASE  REPORTS  hoMs  Hietastatic  disease  to  be  in- 
curable. A fatal  prognosis  is  thus 
conferred  upon  most  children  in 
whom  a diagnosis  of  malignancy  is  made. 
In  neuroblastoma,  the  most  frequently  seen 
solid  tumor  of  childhood,  metastases  are  pres- 
ent in  73  percent  of  children  at  the  time  of 
diagnosis.  Approximately  half  of  all  chil- 
dren with  Wilms’  tumor  develop  metastatic 
disease  within  one  year  of  diagnosis.  In  the 
same  number  of  months,  an  even  greater 
percentage  of  children  with  osteogenic  sar- 
coma will  show  dissemination  of  their  dis- 
ease. Extreme  measures,  such  as  the  follow- 
ing, have  been  used  to  prevent  seeding  in  the 
brief  time  interval  between  detection  of  the 
tumor  and  its  primary  therapy. 

1.  Prohibitions  against  palpation  of  the 
tumor  mass. 

2.  Workup  and  primary  therapy  on  an 
emergency  basis  with  definitive  surgery  less 
than  24  hours  after  hospital  admission. 

3.  X-ray  therapy  to  the  primary  tumor  en 
route  to  the  surgical  suite. 

4.  X-ray  therapy  to  the  tumor  bed  imme- 
diately following  closure  of  the  surgical 
wound. 

While  the  institutions  originating  these 
pi'inciples  of  patient  management  report  a 
resultant  improvement  in  survival  rates,  gen- 
eral acceptance  of  such  principles  has  not 
produced  significant  changes  in  results.  The 
circumstantial  evidence  suggests  that  meta- 
static disease  is  well  established,  though  not 
demonstrable,  in  most  children  at  the  time 
tlie  malignancy  is  first  detected.  Therefore, 
any  substantial  increase  in  the  salvage  of 


children  with  malignancies  will  require  the 
successful  treatment  of  the  metastatic  dis- 
ease. 

There  is  now  general  acceptance  of  sur- 
gery as  the  therapy  of  choice  for  solitary 
metastases  in  lung  or  other  surgically  treat- 
able organs  such  as  liver.  This  principle  of 
management  has  been  expanded  to  include 
multiple  metastatic  nodules  restricted  to  a 
single  resectable,  anatomic  segment  of  an  or- 
gan. Such  metastatic  patterns  are,  however, 
extremely  rare.  Often  tomography  of  the 
chest  will  demonstrate  bilaterality  of  meta- 
static lesions  when  conventional  films  show 
a solitary  lesion  or  restriction  of  metastases 
to  a single  anatomical  segment.  Even  more 
disappointing  is  the  finding  of  additional 
metastatic  nodules  at  the  time  of  operation 
when  diagnostic  studies  have  given  assur- 
ances of  a solitary  lesion.  Surgical  cure  of 
the  single  lesion  may  also  be  frustrated  by 
the  appearance  of  a succession  of  solitary 
nodules.  For  these  reasons,  it  is  rare  that 
surgery  alone  can  cure  metastatic  disease. 
In  our  ten-year  experience  at  the  M.  D.  An- 
derson Hospital  we  had  only  one  child  with 
metastatic  disease  (pulmonaiy)  who  was 
treated  successfully  with  surgery  alone. 

Case  1. — A white  boy,  age  6 years,  10  months, 
was  injured  while  playing  in  Sept.,  1954,  and  devel- 
oped hematuria.  A genitourinary  specialist  found 
a renal  tumor.  Right  nephrectomy  was  done  on 
Oct.  2,  1954,  and  the  histologic  diagnosis  was  Wilms’ 
tumor.  Postoperative  x-ray  therapy  was  given  to 
the  tumor  bed.  On  April  7,  1956,  at  one  of  his  rou- 
tine follow-up  studies,  the  patient  was  found  to  have 
metastatic  tumor  in  the  left  upper  lobe  of  the  lung 
(Fig.  1).  He  was  referred  to  M.  D.  Anderson  Hos- 
pital on  May  24,  1956,  at  the  age  of  8%  years,  near- 
ly 20  months  after  his  initial  therapy. 
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Radiation,  surgery,  and  chemotherapy  togeth- 
er have  been  used  successfully  to  treat  chil- 
dren in  whom  neuroblastoma  or  Wilms'  tu- 
mor has  metastasized.  Cases  are  presented, 
and  the  modes  of  therapy  are  discussed. 


On  May  31,  1956,  a thoracotomy  was  performed 
and  two  metastatic  nodules  were  excised  from  the 
left  upper  lobe  of  the  lung.  No  other  nodules  were 
palpable  at  the  time  of  surgery.  No  evidence  of  re- 
current metastatic  disease  has  appeared  on  the  fol- 
low-up chest  films;  the  most  recent  was  on  July  15, 
1963.  The  boy  is  now  17  years  old  and  is  in  good 
health,  9 Vs  years  after  nephrectomy  and  nearly  8 
years  after  the  thoracotomy. 

The  treatment  of  multiple  metastatic  le- 
sions usually  requires  the  use  of  two  or  of 
all  three  of  the  current  modalities  of  cancer 
therapy — surgery,  radiation,  and  cytotoxic 
drugs.  The  following  conditions  should  pre- 
vail if  success  in  treatment  is  to  be  attained : 

1.  Primary  tumor  resectable  or  potential- 
ly resectable. 


2.  Tumor  at  least  moderately  sensitive  to 
radiation  therapy. 


Fig.  1.  This  chest  film  taken  May  24,  1956,  shows  a meta- 
static deposit  in  the  left  upper  lung  field. 


3.  Tumor  sensitive  to  one  or  more  chemo- 
therapeutic agents. 

4.  Precise  knowledge  of  the  extent  of  dis- 
ease to  preclude  occult  metastases,  particu- 
larly in  the  central  nervous  system  where 
the  blood-brain  barrier  prevents  effective 
chemotherapeutic  drug  levels. 

5.  Metastatic  lesions  of  small  volume. 

The  diagnostic  categories  in  which  these 

conditions  are  most  often  found  are  neuro- 
blastoma and  Wilms’  tumor.  Cases  from  each 
tumor  category  are  presented  to  illustrate 
the  tailoring  of  trimodal  therapy  required 
by  various  clinical  situations. 

Case  2. — This  patient,  previously  reported  in  the 
New  England  Journal  of  Medicine,  was  10  months 
old  when  first  seen  at  M.  D.  Anderson  Hospital  on 
Oct.  27,  1961,  with  a palpable  tumor  mass  in  the 
left  lower  quadrant  and  metastatic  disease  involv- 
ing the  bone  marrow,  dura,  floor  of  the  skull,  an- 
terior clinoids,  frontal  bone,  facial  bones,  right  hu- 
merus and  both  femora  (Figs.  2 and  3). 


A pyelogram  indicated  a mass,  the  primary  tu- 
mor, at  the  level  of  L 1-L  4,  displacing  the  ureters 
laterally.  Urinary  excretion  of  VMA  (methoxyhy- 


Fig.  2.  At  the  time  of  diagnosis,  the  patient  had  proptosis 


of  the  left  globe,  and  there  was  bilateral  hemorrhage. 


Fig.  3.  Roentgenogram  of  the  skull,  Nov.  17,  1961,  reveols 
separation  of  cranial  sutures  and  evidence  of  metastatic 
disease  in  the  skull  and  facial  bones. 


Volumo  61,  NOVEMBER,  1965 


801 


TUMORS  OF  CHILDHOOD — Sullivan — continued 


droxymandelic  acid)  was  20.0  mg.  per  24  hours. 

Exploratory  laparotomy  was  done  on  Nov.  1.  A 
large,  inoperable,  retroperitoneal  tumor  overlying 
the  aorta  and  involving  the  left  renal  pedicle  and 
superior  mesenteric  artery  was  found.  Biopsy  con- 
firmed the  clinical  diagnosis  of  neuroblastoma.  Cy- 
toxan therapy  was  started  on  Nov.  8,  and  a dra- 
matic and  sustained  antitumor  response  was  ob- 
tained. The  bone  marrow  was  free  of  malignant 
cells  on  Dec.  18.  The  abdominal  mass  was  not  pal- 
pable after  December,  1961.  Roentgenographically, 
cranial  sutures  appeared  normal  after  Jan.  17,  1962 
(Fig.  4),  and  subsequently  healing  of  osseous  me- 
tastases  was  demonstrable.  VMA  levels  remained 
elevated  through  April  6,  1962. 


Fig.  4.  Roentgenogram  of  the  skull,  Jan.  17,  1962,  shows 
reapproximation  of  the  cranial  sutures. 


On  July  1,  1963,  20  months  after  the  first  opera- 
tion, a second  laparotomy  was  performed.  Residual 
tumor  mass  was  resected  from  the  distal  aorta  and 
inferior  mesenteric  artery  up  to  the  renal  vein.  All 
grossly  visible  tumor  was  removed  and  no  metas- 
tases  were  seen  in  the  abdominal  cavity,  liver, 
spleen,  or  kidneys.  Histologically,  the  residual  tu- 
mor was  a ganglioneuroblastoma. 

X-ray  therapy  to  the  entire  abdomen  was  started 
on  July  11.  Several  reductions  were  made  in  the 
size  of  the  portals,  and  therapy  was  completed  on 
Aug.  22,  with  a tumor  dose  of  4,000  rads. 

Cytoxan  therapy  was  resumed  one  month  after 
completion  of  radiation  and  continued  for  five 
months. 

At  the  last  periodic  examination  June  9,  1965, 
there  was  no  evidence  of  neoplastic  disease. 

In  this  clinical  situation,  Cytoxan  fulfilled 
the  dreams  of  the  chemotherapist  in  convert- 
ing an  inoperable  situation  into  an  operable 
one. 

The  case  of  another  child  with  neuroblas- 
toma demonstrates  the  effectiveness  of  tri- 
modal  therapy  in  treating  local  extension  of 
malignant  disease  without  distant  metastases. 

Case  3.- — This  white  girl  was  15  months  old  when 
first  admitted  to  the  M.  D.  Anderson  Hospital  on 
Dec.  6,  1962.  Weakness  had  been  present  in  both 
legs  for  14  days  before  the  onset  of  paraplegia  with 
a sensory  level  of  T 4.  A chest  film  showed  a large 
posterior  mediastinal  mass,  and  a myelogram  dem- 
onstrated a block  at  the  level  of  T 4 (Fig.  5).  Her 
bone  marrow  was  normal  and  there  was  no  eleva- 
tion of  the  urinary  VMA  level. 

On  Dec.  28,  1962,  laminectomy  was  done  from  T 2 
through  T 5 and  a large  extradural  tumor  was  re- 
moved. The  histologic  diagnosis  was  neuroblastoma. 
Steady  neurologic  improvement  followed.  On  Jan.  10, 
1963,  thoracotomy  was  performed  on  the  right  side, 
with  partial  resection  of  the  posterior  mediastinal 
tumor  on  the  right.  Inoperable  tumor  remained 


Fig.  5.  a.  A large,  posterior,  mediostinal  mass  projects  into  the  right  side  of  the  chest,  b.  A block  is  present  at  the  T 4 level. 
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along  the  posterior  chest  wall  to  the  posterior  axil- 
lary line  from  the  upper  border  of  the  fourth  rib  to 
the  apex  of  the  thorax.  X-ray  therapy  was  given 
from  Jan.  25  through  Feb.  14,  1963.  The  mediasti- 
num received  a tumor  dose  of  2,285  rads  and  the 
right  posterior  chest  wall,  1,500  rads.  Cytoxan  ther- 
apy was  initiated  on  March  5,  1963,  and  continued 
through  March  9,  1964. 

The  patient  has  no  demonstrable  evidence  of  dis- 
ease and  was  last  seen  on  Oct.  18,  1965. 

In  the  chemotherapy  of  Wilms’  tumor,  ac- 
tinomycin  D has  long  enjoyed  a reputation 
as  a highly  effective  chemotherapeutic  agent. 
Reports  of  the  drug’s  actual  performance 
have  been  scanty.  In  our  hands,  this  drug 
has  not  been  successful  in  producing  long- 
term palliation  even  when  combined  with 
radiation  therapy.  Continuing  search  for  a 
more  effective  chemotherapeutic  agent  was 
therefore  mandatory,  and  the  following  case 
is  reported  to  show  the  potential  benefits  to 
be  gained  from  investigative  chemotherapy. 

Case  U. — A three -year -old  white  boy  underwent 
right  nephrectomy  for  Wilms’  tumor  on  Nov.  21, 
1960.  The  tumor  had  infiltrated  the  perinephric  tis- 
sues and  the  renal  artery  and  vein.  X-ray  therapy 
to  the  tumor  bed  was  completed  Jan.  2;  tumor  dose 
was  2,900  R.  Pulmonary  metastases  were  detected 
on  a chest  film  April  20,  1961.  Combination  therapy 
with  actinomycin  D and  total  thorax  radiation  (tu- 
mor dose,  1,005  rads)  resulted  in  striking  regression 
of  the  pulmonary  nodules  which  was  maintained 


until  Sept.  6.  AB-100  (urethane  mustard),  actino- 
mycin P2,  and  5-fluorouracil  were  then  given  in 
sequence  without  objective  response. 

In  early  December  the  patient  became  cyanotic 
and  severe  respiratory  distress  developed.  The  left 
side  of  the  chest  bulged  and  was  flat  to  percussion 
throughout  with  diminished  breath  sounds.  The  point 
of  maximum  intensity  was  displaced  to  the  right 
nipple  line.  The  liver  extended  2.5  cm.  below  the 
right  costal  margin  and  was  continuous  with  a large 
hypogastric  mass.  A chest  film  showed  the  left  hemi- 
thorax  to  be  almost  completely  opacified  and  the 
mediastinal  structures  were  displaced  to  the  right 
(Fig.  6a).  Metastases  were  also  seen  in  the  right 
lung.  Thoracentesis  was  attempted  on  the  left  side 
of  the  chest,  but  no  fluid  was  obtained.  Daily  treat- 
ment with  vincristine  was  started  on  Dec.  3 with 
0.02  mg.  per  kg.  of  body  weight  being  given  intra- 
venously for  five  days.  On  Dec.  9,  0.08  mg.  per  kg. 
of  body  weight  was  given,  followed  by  weekly  in- 
jections at  a dosage  level  of  0.05  mg.  per  kg.  of 
body  weight.  The  first  objective  sign  of  tumor  re- 
gression was  seen  on  the  chest  film  made  Dec.  11, 
nodules  in  the  right  lung  having  decreased  50  per- 
cent in  size  (Fig.  6b).  Steady  improvement  followed 
until  Feb.  16, 1962,  when  enlargement  of  a left  apical 
nodule  signaled  early  resistance  to  vincristine.  Vin- 
cristine therapy  was  terminated  April  30,  1962.  The 
tumor  was  resistant  to  subsequent  therapy,  and  the 
child  died  on  July  9,  1962. 

This  was  the  first  child  with  Wilms’  tumor 
who  received  vincristine  therapy  at  the  M.  D. 
Anderson  Hospital.  The  patient’s  disease  was 
palliated  for  only  three  or  four  months,  but 


Fig.  6.  a.  Opacification  in  the  left  side  of  the  chest,  with 
displacement  of  mediastinal  structures  into  the  right  side. 
Metastatic  deposits  in  the  right  lung  can  be  seen  in  this 
roentgenogram. 

b.  About  ten  days  later,  there  is  partial  resorption  of  the  left 
pleural  effusion;  the  mediastinal  structure  is  in  more  nor- 
mal position;  and  the  metastatic  deposits  in  the  right  lung 
field  are  decreased  in  size. 

c.  After  approximately  seven  more  weeks,  o left  apical  tu- 
mor nodule  can  be  seen. 
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his  response  demonstrated  the  availability  of 
a new,  potent,  rapidly  acting  chemothera- 
peutic agent  for  the  treatment  of  Wilms’  tu- 
mor. The  characteristics  of  the  boy’s  re- 
sponse suggested  that  the  drug  would  have 
great  usefulness  as  an  adjuvant  to  surgical 
or  radiation  therapy  or  to  both,  and  that  it 
would  be  less  suitable  for  long-term  mainte- 
nance therapy. 

Successful  surgical  intervention  at  the 
peak  of  vincristine  activity  is  illustrated  by 
the  next  case. 


Fig.  7.  In  this  lateral  roentgenogram  of  the  abdomen,  a 
tumor  nodule  in  the  liver  is  partially  outlined  by  an  air 
bubble  in  the  stomach. 


Case  5. — In  .October,  1960,  at  the  age  of  six,  this 
girl  had  right  nephrectomy  for  Wilms’  tumor  and 
subsequently  received  radiation  therapy  to  the  tumor 
bed  (2,600  R).  In  July,  1961,  a mass  was  detected 
in  the  mid-upper  abdomen  (Fig.  7).  No  pulmonary 
metastatic  disease  was  demonstrable.  Exploratory 
laparotomy  on  July  12  showed  many  3-4  cm.  nodules 
in  the  liver,  especially  in  the  left  lobe.  Postopera- 
tively,  actinomycin  D was  given  in  combination  with 
radiation  therapy  to  the  liver  (tumor  dose,  2,000  R). 
Regression  of  the  abdominal  mass  continued  until 
the  tumor  was  no  longer  palpable. 

A recurrent  tumor  mass,  probably  in  the  liver, 
was  palpable  in  the  epigastric  region  in  mid-March, 
1962  (Fig.  8a).  Vincristine  was  given  intravenous- 
ly, 0.52  mg.  (0.02  mg.  per  kg.)  for  five  days  be- 
ginning March  27.  The  first  weekly  maintenance 
infusion,  1.3  mg.  (0.05  mg.  per  kg.),  given  on  April 
2,  was  followed  by  severe  abdominal  pain,  vomiting, 
and  striking  objective  tumor  regression.  The  second 
weekly  infusion  was  postponed  until  April  24.  The 
tumor  mass  could  no  longer  be  felt  on  April  30  (Fig. 
8b).  Exploratory  laparotomy  on  May  4, 1962,  showed 
the  tumor  was  confined  to  the  left  lobe  of  the  liver. 
Left  lobe  hepatectomy  and  splenectomy  were  done. 
The  postoperative  course  was  smooth.  Weekly  in- 
fusions of  vincristine  were  continued  through  Nov. 
26,  1962. 

The  patient  is  now  a healthy-appearing  11-year- 
old  girl.  Three  years  after  surgery  there  is  no  de- 
monstrable recurrent  or  metastatic  tumor. 

Certain  characteristics  of  the  response  of 
Wilms’  tumor  to  vincristine — rapid  and  vir- 
tually complete  regression,  and  relatively 
short  duration  of  sensitivity — suggested  that 
vincristine  would  be  useful  in  combination 
with  radiation  in  the  treatment  of  early  pul- 
monary metastases.  The  following  case  ex- 
emplifies combination  therapy  in  this  clini- 
cal situation. 

Case  6. — This  boy  was  2V2  years  old  when  he  was 
seen  at  M.  D.  Anderson  Hospital  on  March  2,  1963, 
with  a three-day  history  of  hematuria.  Physical  ex- 
amination showed  a mass  on  the  right  side  of  the 
abdomen,  extending  from  the  costal  margin  to  the 
iliac  crest.  The  liver  edge  was  palpable  4 cm.  below 
the  costal  margin.  A roentgenogram  of  the  chest 


Fig.  8,  a.  An  epigastric  mass  is  outlined,  b.  After  a month  of  therapy,  the  photograph  of 
the  abdomen  shows  the  outline  of  the  liver;  no  associated  mass  was  palpable  at  this  time. 


804 


Texas  State  Journal  of  Medicine 


showed  no  evidence  of  pulmonary  nietastases.  A 
right  nephrectomy  was  done  on  March  5,  and  exten- 
sion of  the  tumor  into  the  right  renal  vein  and  vena 
cava  required  removal  of  a portion  of  the  anterior 
wall  of  the  vena  cava.  The  histologic  diagnosis  was 
Wilms’  tumor.  The  single  lymph  node  examined  was 
normal.  The  chest  roentgenogram  made  on  the  sixth 
postoperative  day  showed  two  1 cm.  nodules  in  the 
right  lung  field. 

X-ray  therapy  was  given  to  the  tumor  bed  from 
March  12  through  April  10  (tumor  dose,  3,500  rads). 
Because  of  demonstrable  pulmonary  metastases, 
therapy  using  vincristine  was  started  on  April  10 
at  a daily  dosage  of  .26  mg.  (0.02  mg.  per  kg.  body 
weight)  intravenously  for  5 days.  Thereafter,  eight 
weekly  injections  of  0.65  mg.  (0.05  mg.  per  kg.  body 
weight)  were  given  April  16  through  June  3.  X-ray 
therapy  was  given  to  both  lung  fields  and  the  medi- 
astinum from  June  1 through  June  14  (tumor  dose, 
1,440  rads).  At  the  completion  of  therapy,  pul- 
monary metastases  were  no  longer  demonstrable. 

When  the  patient  was  examined  on  March  29, 
1965,  no  evidence  of  malignant  disease  was  detected. 

The  success  of  this  treatment  protocol  en- 
couraged introduction  of  a prophylactic  vin- 
cristine program  for  pulmonary  metastases. 
Eight  children  have  been  entered  in  a tri- 
modal  primary  therapy  study  employing,  in 
sequence,  nephrectomy,  radiation  therapy  to 
the  tumor  bed,  and  weekly  vincristine  infu- 
sions for  a period  of  three  months.  The  num- 
ber of  children  who  remain  free  from  any 


evidence  of  metastatic  disease  is  much  great- 
er than  expected  from  the  historical  control, 
and  a report  of  this  experience  is  in  prepa- 
ration. 

Conclusion 

Cytoxan  has  been  an  effective  agent  in 
treating  metastatic  neuroblastoma  in  bone, 
bone  marrow,  lymph  nodes,  and  dura.  Cy- 
toxan is  suitable  for  long-term  maintenance 
therapy,  and  inoperable  primary  tumors  may 
be  rendered  operable  through  the  use  of  this 
agent. 

Vincristine  may  produce  extremely  rapid 
and  virtually  complete  regression  of  metas- 
tases from  Wilms’  tumor  in  all  sites  outside 
the  central  nervous  system.  The  short  dura- 
tion of  the  antitumor  response  precludes 
long-term,  maintenance  therapy.  Its  use  as 
an  adjuvant  to  surgery  or  radiation  is  rec- 
ommended. 

It  may  be  possible  to  significantly  improve 
the  cure  rates  in  these  diseases  by  the  skill- 
ful manipulation  of  the  various  components 
of  trimodal  therapy — radiation,  surgery,  and 
chemotherajDy. 

I Dr.  Sullivan,  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Texas  Medical  Center,  Houston  77025. 
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Prognosis  and  Surgical  Treatment 
Of  Cancer  of  the  Stomach 


RE>  LES 


THE  INCIDENCE  of  cancer  of 
the  stomach  has  declined  in  the 
United  States  in  the  last  10  to  15 
years.  (This  is  in  contrast  to  the 
increase  in  incidence  of  gastric  cancer  in 
other  countries,  especially  Japan.  The  type 
of  food  and  the  dietaiy  habits  have  been  sug- 
gested as  factors  that  cause  these  differences 
in  incidence.)  Nevertheless,  the  number  of 
patients  in  whom  gastric  cancer  develops  is 
still  considerable  (30,000  a year  in  the  USA) , 
and  therefore  this  disorder  continues  to  be 
a matter  of  constant  concern  to  physicians. 
It  is  essential  to  detect  these  tumors  early, 
since  it  is  at  this  stage  of  development  that 
surgical  treatment  of  gastric  carcinoma  of- 
fers the  best  possibility  of  cure. 

It  is  not  the  intent  of  this  paper  to  discuss 
the  methods  of  diagnosis  of  cancer  of  the 
stomach.  Our  principal  objective  is  to  con- 
sider some  details  of  the  characteristics  and 
varieties  of  the  gastric  cancer  that  have  im- 
portant implications  in  the  surgical  treat- 
ment and  in  the  prognosis  of  patients  af- 
fected with  this  illness. 


Classification 

From  the  histopathologic  point  of  view, 
the  malignant  tumors  of  the  stomach  can  be 
classified  as  follows  Adenocarcinomas, 
which  originate  from  the  glands  of  the  gas- 
tric mucosa,  constitute  97  percent  of  all  gas- 
tric cancers. 

Sarcomas  constitute  2 percent  of  all  ma- 
lignant tumors  of  the  stomach. 

They  can  be  of  different  types,  lymphosar- 
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comas  and  leiomyosarcomas-  being  the  most 
commonly  seen;  there  are  some  other  types 
of  sarcomas  that  seldom  affect  the  stomach 
but  have  been  found  there,^  namely  those 
originating  from  neurogenic,  angioblastic,  or 
fibroblastic  elements. 

Some  other  types  of  malignant  tumors  of 
the  stomach  have  been  described,  such  as  the 
adenoacanthoma,^  carcinoid,  and  malignant 
teratoma.  These  are  rare  tumors  that  form 
less  than  0.5  percent  of  all  gastric  malignant 
lesions. 

Adenocarcinoma. — This  type  of  tumor 
comprises  most  of  the  gastric  cancers.  It  can 
be  classified  as  follows: 

Ulcerative  adenocarcinoma.  About  75  per- 
cent of  all  adenocarcinomas  are  of  this  type. 
The  name  is  descriptive,  for  usually  this  is 
an  ulcerated  tumor  with  raised  edges  around 
the  ulceration.  This  type  includes  the  ulcer- 
ated carcinomas  and  also  those  cancers  that 
have  the  aspect  of  benign  peptic  ulcers  and 
possibly  represent  gastric  carcinomas  in  an 
early  stage. 

Polypoid  adenocarcinoma.  These  consti- 
tute approximately  8 percent  of  all  adeno- 
carcinomas of  the  stomach.  They  appear  as 
intragastric  tumors  and  are  often  peduncu- 
lated, although  they  may  be  sessile.  They 
usually  are  described  as  malignant  gastric 
polyps.  They  may  ulcerate  and  produce  hem- 
orrhage, and  are  frequently  associated  with 
achlorhydria. 

Infiltrative  adenocarcinoma.  Also  known 
as  scirrhous  carcinoma,  this  lesion  usually 
gives  a peculiar  aspect  to  the  gastric  walls, 
which  appear  thickened  and  rigid.  Frequent- 
ly the  tumor  is  confined  to  the  gastric  wall 
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Physicians  should  be  alert  to  detect  malig- 
nant tumors  of  the  stomach  at  an  early 
stage.  In  treatment,  histologic  classifica- 
tion of  lesions,  mode  of  spread,  and  surgi- 
cal indications  should  be  borne  in  mind. 
Adequate  surgical  treatment  of  these  tumors 
grants  reasonably  satisfactory  results. 


without  appearing  intraluminally ; the  edges 
of  this  type  of  tumor  are  not  well  defined 
and  may  often  be  referred  to  as  “linitis  plas- 
tica.”  These  tumors  form  12  percent  of  gas- 
tric carcinomata. 

Superficial  adenocarcinoma.  This  tumor, 
which  constitutes  less  than  5 percent  of  all 
gastric  cancers,  is  so  named  because  the  car- 
cinoma is  localized  to  the  mucosa  f however, 
such  a tumor  is  frequently  multicentric  and 
occasionally  may  invade  the  regional  lymph 
nodes  even  in  the  absence  of  invasion  of  the 
gastric  wall.  Patients  with  this  type  of  car- 
cinoma have  an  excellent  prognosis  (95  per- 
cent five-year  survival). 

Mucous  adenocarcinoma.  Any  one  of  the 
previously  mentioned  types  of  adenocarcino- 
ma may  produce  abundant  amounts  of  mu- 
cus ; when  they  are  examined  microscopically, 
large  amounts  of  this  material  can  be  found 
in  large  pools  formed  by  glands  that  are  lined 
by  goblet  cells.  Approximately  15  percent 
of  all  adenocarcinomas  of  the  stomach  have 
these  characteristics. 

Perhaps  the  most  important  classification 
of  adenocarcinoma  of  the  stomach  is  the  one 
developed  by  Broders,®  which  is  based  on  the 
percentage  of  malignant  cells  found  in  a mi- 
croscopic field.  Four  types  of  malignancy 
can  be  established.  This  grading  is  of  im- 
portance, because  it  can  be  correlated  with 
the  survival  of  the  patients  after  gastric  re- 
section, as  can  be  seen  in  Table  1. 

Grade  1 adenocarcinoma  is  associated  with 
an  excellent  prognosis,  but  unfortunately 
only  1 percent  of  all  adenocarcinomas  are  of 
this  grade.  Eighty-five  percent  of  gastric 
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Table  1. — Broders'  Classification  of  Cancer 
of  the  Stomach. 


Grade 

% 

Gastric 

Adenocarcinomas 

% 

5-year 

Survival 

1 

1 

98 

2 

14 

45 

3 

43 

29 

4 

42 

20 

carcinomas  are  of  grades  3 or  4 and  are  asso- 
ciated with  a poorer  prognosis : only  25  per- 
cent of  these  patients  survive  five  years. 

Another  classification  of  gastric  cancer  is 
that  of  Dochat  and  Gray.'^  This  classifica- 
tion attempts  to  correlate  the  extension  of 
the  tumor  with  the  survival  after  resection ; 
actually  this  classification  is  a modification 
of  that  proposed  by  Dukes.  Dochat  and  Gray’s 
classification  of  gastric  cancer  has  four 
types. 

Type  A:  When  the  tumor  is  confined  to 
the  mucosa,  the  five-year  survival  rate  is  99 
percent.  Only  2 percent  of  all  gastric  can- 
cers operated  on  can  be  classified  under  this 
type. 

Type  Bi : The  tumor  has  invaded  the  mu- 
cosa and  the  muscularis  but  not  the  serosa. 
This  type  is  seen  in  10  percent  of  all  cases 
of  gastric  malignant  disease,  and  the  aver- 
age five-year  survival  rate  for  patients  with 
this  type  is  61  percent. 

Type  B2 : In  this  type  the  tumor  has  in- 
vaded the  mucosa,  muscularis,  and  serosa. 
It  is  seen  in  the  28  percent  of  all  cancers ; the 
five-year  survival  rate  for  this  group  is  44 
percent. 

Type  C : These  are  tumors  that  have  in- 
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vaded  all  layers  of  the  gastric  wall  and  have 
also  invaded  the  regional  lymph  nodes;  this 
degree  of  malignancy  occurs  in  60  percent 
of  all  cases,  and  the  five-year  survival  rate  is 
only  15  percent. 

Gastric  Cancer  and  Achlorhydria 

For  many  years  it  has  been  established 
that  cancer  of  the  stomach  is  associated  with 
pronounced  decrease  of  the  gastric  acidity  or 
with  achlorhydria.  It  is  our  experience®  that 
this  is  not  necessarily  true ; furthermore,  we 
have  observed  that  patients  suffering  from 
carcinoma  of  the  stomach  who  have  achlor- 
hydria tend  frequently  to  have  a poor  prog- 
nosis. In  general,  in  those  patients  with 
cancer  of  the  stomach  with  normal  or  even 
elevated  gastric  acidity,  the  outlook  is  much 
better. 

Gastric  Cancer  and  Chronic  Gastric  Ulcer 

For  many  years  it  has  been  debated  wheth- 
er the  malignant  gastric  ulcer  represents  a 
benign  gastric  ulcer  that  has  become  malig- 
nant or  whether  it  was  cancerous  from  the 
time  the  ulcer  developed.  This  question  re- 
mains unsolved.  On  the  basis  of  our  experi- 
ence, we  believe  that  the  best  treatment  for 
a gastric  ulcer  that  does  not  heal  promptly 
after  an  adequate  trial  (two  weeks)  of  strict 
medical  management  is  surgical  resection  of 
the  ulcer.  A careful  study  done  by  Larson 
and  associates®'  revealed  that  among  664 
patients  with  gastric  ulcers  diagnosed  by 
roentgenology,  all  of  which  fulfilled  the  cri- 
teria for  benign  lesions,  only  21  percent  ob- 
tained a satisfactory  result  with  medical 
management.  In  43  percent  of  these  patients 
symptoms  continued  and  surgical  treatment 
was  eventually  required.  Nine  percent  of  the 
total  number  of  patients  had  a gastric  cancer 
at  the  time  of  laparotomy. 

When  a chronic  gastric  ulcer  is  found  that 
appears  benign  in  the  roentgenologic  study 
of  the  stomach,  it  should  be  treated  as  fol- 
lows. The  patient  should  be  hospitalized  for 
a trial  of  strict  medical  treatment.  The  roent- 
genologic study  of  the  stomach  should  be 
repeated  in  two  weeks  even  if  the  symptoms 
have  subsided.  If  the  ulcer  has  disappeared, 
the  patient  should  be  placed  on  a liberal  ulcer 
diet  and  followed  by  periodic  medical  check- 
ups. If  the  ulcer  persists,  even  in  the  ab- 
sence of  symptoms,  an  operation  should  be 
advised. 


Gastric  Polyps  and  Stomach  Cancer 

Gastric  polyps  must  be  surgically  excised, 
since  20  percent  of  them  are  malignant  de- 
spite their  benign  aspect  on  the  roentgeno- 
gram. 

Huppler  and  associates'^  studied  300  cases 
of  gastric  polyps  diagnosed  by  roentgenogra- 
phy or  found  incidentally  at  laparotomy.  Of 
this  number,  60  percent  were  benign  gastric 
polyps,  20  percent  were  benign  lesions  other 
than  polyps,  and  the  remaining  20  percent 
were  polypoid  gastric  cancers. 

Spread  of  Stomach  Cancer 

Gastric  cancer  spreads  by  several  path- 
ways,^® an  important  fact  to  bear  in  mind 
when  treating  this  disease. 

Direct  Spread. — Direct  extension  is  the 
commonest  mode  of  dissemination.  At  the 
operating  table  it  is  sometimes  difficult  to 
distinguish  between  direct  invasion  of  the 
cancer  and  inflammatory  reaction  surround- 
ing the  tumor ; in  such  a case  the  help  of  a 
surgical  pathologist  experienced  in  the  froz- 
en section  technique  is  invaluable. 

Lymphatic  E xtension. — This  form  of 
spread  usually  follows  direct  extension  and 
may  be  permeative  or  embolic.  The  presence 
and  location  of  involved  lymph  nodes  seems 
to  have  an  important  relation  to  the  prog- 
nosis for  patients  with  this  disease. 

Vascular  Spread. — Dissemination  via  the 
blood  vessels  is  seen  in  the  form  of  secondary 
metastatic  nodules  in  the  liver. 

Peritoneal  Seeding. — Cancer  of  the  stom- 
ach frequently  produces  seeding  of  malig- 
nant cells  in  the  peritoneum  as  a result  of 
exfoliation  from  the  primary  tumor.  Two 
common  places  in  which  this  seeding  occurs 
are  in  the  ovaiy,  producing  what  has  been 
called  a “Krukenberg  tumor”  of  the  ovary, 
and  in  the  lower  pelvis,  at  the  level  of  the 
peritoneal  reflection  over  the  rectum,  form- 
ing what  is  known  as  a “rectal  shelf.” 

Invasion  of  Lymph  Nodes 

Because  of  the  prognostic  implications  at- 
tached to  the  presence  and  location  of  in- 
volved lymph  nodes,  this  subject  deserves 
special  comment.  In  a recent  study,i®  11,817 
cases  of  surgically  treated  gastric  cancer 
were  analyzed.  This  study  represents  the 
total  experience  of  the  Mayo  Clinic  in  the 
treatment  of  this  disease.  At  present,  60 
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percent  of  all  the  patients  operated  on  have 
metastasis  to  the  lymph  nodes.  The  five-year 
survival  rate  for  these  patients  after  the  op- 
eration is  20  percent;  in  contrast,  in  the  pa- 
tients who  do  not  have  lymph  node  invasion, 
the  five-year  survival  rate  is  50  percent. 

This  finding  confirms  what  has  been  pos- 
tulated for  a long  time,  namely  that  block 
resection  of  cancer  of  the  stomach  including 
the  lymph -node -bearing  areas  is  the  only 
adequate  procedure  available. 

As  many  as  11  groups  of  lymph  nodes  have 
been  described  to  which  the  stomach  drains 
its  lymphatic  channels : inferior  coronary, 
superior  coronary,  right  paracardial,  left 
paracardial,  posterior  paracardial,  splenic, 
right  gastroepiploic,  subpyloric,  suprapylor- 
ic,  suprapancreatic,  and  celiac.  All  of  these 
groups  should  be  considered  in  the  perform- 
ance of  a total  gastrectomy,  and  at  least  six 
groups  (the  last  six)  are  of  utmost  impor- 
tance in  radical  subtotal  gastric  resection. 

In  1953,  ReMine  and  associates^'*  demon- 
strated the  importance  of  the  subpyloric 
nodes  when  they  compared  involvement  of 
nodes  in  a group  of  patients  who  survived 
the  operation  for  more  than  five  years  with 
that  in  a group  who  survived  only  one  year. 
The  results  of  this  study  can  be  seen  in 
Table  2. 


Table  2. — Survival  After  Resection  for  Carcinoma 
with  Metastasis  to  Lymph  Nodes  According 
to  Location  of  Involved  Nodes. 


Location  of  Involved  Nodes 

% 

5-year 

Survival 

% 

1-year 

Survival 

Lesser  curvature  only 

65 

38 

Greater  curvature  only 

15 

3 

Both  curvatures 

21 

59 

Subpyloric  (with  or  with- 
out spread  to  curvatures) 

6 

71 

Therefore,  special  care  should  be  taken 
in  dissecting  and  examining  the  different 
groups  of  lymph  nodes,  especially  those  lo- 
cated in  the  subpyloric  area. 

Surgical  Treatment 

Once  the  diagnosis  of  carcinoma  of  the 
stomach  has  been  established,  the  patient 
should  undergo  surgical  exploration  unless 
one  of  the  following  contraindications  for 
surgical  treatment  exists:  (1)  obvious  in- 
vasion of  the  tumor  beyond  a stage  that  gives 
any  hope  of  cure  or  palliation,  (2)  presence 
of  involved  lymph  nodes  in  the  supraclavicu- 
lar area,  (3)  a rectal  shelf,  (4)  the  presence 
of  umbilical  metastases,  or  (5)  the  presence 


of  distant  metastases  in  any  other  region  of 
the  body. 

Once  laparotomy  has  been  performed,  a 
careful  examination  of  the  gastric  lesion 
should  be  performed ; if  possible,  tissue  diag- 
nosis of  the  lesion  should  be  established.  The 
nearby  organs  and  the  remainder  of  the  ab- 
domen should  be  carefully  explored  for  evi- 
dence of  spread  or  associated  pathologic 
findings.  If  the  extension  of  the  tumor  is 
limited  to  the  stomach  or  perhaps  to  the  im- 
mediate lymph-node-bearing  areas,  the  possi- 
bility of  cure  exists  if  the  proper  operation 
is  performed. 

Under  these  circumstances,  at  the  present 
time,  two  types  of  operation  can  be  per- 
formed, the  choice  depending  on  the  location 
of  the  gastric  tumor.  If  the  tumor  is  located 
in  the  distal  half  of  the  stomach,  the  proce- 
dure that  we  advocate  is  radical  subtotal 
gastric  resection  that  consists,  essentially,  of 
the  resection  of  80  to  85  percent  of  the  distal 
portion  of  the  stomach,  the  spleen  along  with 
the  lymph  nodes  contained  in  the  splenic 
hilum,*®  the  first  portion  of  the  duodenum 
and  all  its  surrounding  lymph  nodes,  and  all 
lymph  nodes  near  the  head  of  the  pancreas. 
All  of  the  lymph-node-bearing  area  should  be 
removed  en  bloc  along  with  the  previously 
mentioned  tissues  and  also  all  nodes  and  adi- 
pose tissue  around  the  hepaticoduodenal  ped- 
icle, the  gastrohepatic  omentum,  and  all  the 
greater  omentum  that  attaches  to  the  greater 
curvature  of  the  stomach.  The  reconstruc- 
tion of  the  gastrointestinal  tract  is  com- 
pleted by  closing  part  of  the  lesser  curvature 
and  constructing  ah  end-to-side  anastomosis 
between  the  gastric  remnant  and  a short  loop 
of  jejunum,  in  the  Hofmeister-Polya  fashion. 

When  the  lesion  is  localized  to  the  proxi- 
mal half  of  the  stomach,  total  gastrectomy 
should  be  performed.  Not  only  the  entire 
stomach,  but  also  all  the  previously  men- 
tioned lymph-node-bearing  areas  should  be 
resected.  The  continuity  of  the  gastrointesti- 
nal tract  is  reestablished  by  means  of  an 
end-to-side  esophagojej  unostomy,  and  this  is 
followed  by  a wide  side-to-side  enterostomy 
in  order  to  prevent  reflux  esophagitis. 

We  must  emphasize  that  these  radical  op- 
erations should  be  performed  only  in  situa- 
tions in  which  a reasonable  possibility  of 
cure  exists  and  never  as  a palliative  pro- 
cedure. 

When  the  tumor  has  extended  beyond  the 
confines  of  the  stomach  and  its  lymph-node- 
bearing areas  and  is  invading  the  colon,  the 
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pancreas,  the  liver,  the  retroperitoneal  space, 
or  other  areas  of  the  abdomen,  the  hope  for 
a cure  in  that  patient  is  minimal,  and  a radi- 
cal operation  is  not  justified.  Frequently 
however,  gastric  cancers  obstruct  the  pyloric 
outlet  or  ulcerate  and  bleed  massively,  and 
in  such  cases,  a palliative  operation  may  be 
justifiable.  Such  a procedure  may  be  a lim- 
ited palliative  gastric  resection  or  a lesser 
operation  to  relieve  the  obstruction.  The  most 
commonly  performed  palliative  operations 
for  carcinoma  of  the  stomach  are  gastro- 
enterostomy, limited  gastric  resection,  and 
placement  of  plastic  tubes  such  as  those  de- 
vised by  Celestin^®  and  Mackler  and  Mayer^^ 
to  relieve  the  obstruction.  The  life  of  the 
patient  is  not  prolonged  by  these  procedures, 
but  at  least  some  of  the  more  distressing 
symptoms  are  alleviated. 

Throughout  the  years  the  techniques  of 
surgery,  anesthesia,  and  preoperative  and 
postoperative  care  have  been  greatly  im- 
proved. The  result  has  been  an  encouraging 
improvement  in  curability  and  decline  in  op- 
erative mortality  and  morbidity.  The  results 
obtained  with  the  surgical  treatment  of  car- 
cinoma of  the  stomach  have  been  recently 
analyzed  at  the  Mayo  Clinic.  This  study  in- 
volved the  experience  of  this  institution  with 
11,817  cases. 

At  present  in  our  institution,  subtotal  rad- 
ical gastrectomy  for  curative  purposes  is  asso- 
ciated with  a mortality  of  less  than  4 per- 
cent; the  five-year  survival  rate  obtained 
with  this  operation  is  50  percent  when  the 
lymph  nodes  are  not  involved  and  20  per- 
cent when  the  lymjDh  nodes  are  involved.  The 
overall  five-year  survival  rate  is  around  34 
percent,  and  we  have  observed  from  the  more 
recent  review  of  our  cases  that  there  is  a 
trend  for  this  curability  rate  to  improve  even 
more. 

In  our  experience  with  radical  total  gas- 
trectomy,^®  the  operative  mortality  has  been 
14  percent  and  the  five-year  survival  rate 
around  10  percent.  It  should  be  mentioned 
that  these  figures  apply  to  adenocarcinomas 
of  the  stomach.  In  the  case  of  tumors  of  the 
sarcoma  type,  the  mortality  with  these  op- 
ei-ations  is  the  same,  but  the  five-year  sur- 


vival rate  is  considerably  higher  (about  44 
percent) . 

If  the  total  number  of  patients  in  whom 
carcinoma  of  the  stomach  is  diagnosed  at  the 
Mayo  Clinic  is  considered  at  present,  90  per- 
cent of  them  are  subjected  to  laparotomy; 
10  percent  have  evidence  of  widespread  me- 
tastasis, and  surgical  exploration  is  there- 
fore not  indicated.  Fifty-five  percent  are 
treated  by  resection;  3 to  4 percent  of  the 
patients  operated  on  die  at  the  time  of,  or 
immediately  after,  operation.  Of  those  who 
survive  the  resection  19  percent  live  more 
than  three  years  after  the  operation,  and  15 
percent  live  longer  than  five  years. 
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In  an  analysis  of  clinical  material,  the  author 
presents  information  on  symptoms  and  diag- 
nosis as  well  as  surgical  treatment  for  gas- 
tric tumors.  Statistics  on  survival  rates  in 
various  types  of  cases  are  given. 


CANCER  of  the  stomach  accounts 

CLINICAL  medicine  for  approximately  20,000  deaths 

■ annually  in  the  United  States.  It 
is  more  common  in  men  (86.6  per- 
cent of  1,100  patients  studied  at  the  Memo- 
rial Hospital,  New  York  City).  Although 
gastric  cancer  is  a disease  of  middle  and 
later  life,  27.1  percent  of  patients  were  under 
51  years  of  age. 


Heredity 

In  the  family  histories  of  patients  with 
cancer  of  the  stomach  it  is  found  that  this 
disease  occurs  more  frequently  in  relatives 
than  in  the  general  population,  but  the  dif- 
ference is  too  slight  to  be  significant.  In  a 
survey  of  237  cases  of  primary  gastric  can- 
cer in  the  Memorial  Hospital,  this  lesion  was 
slightly  predominant  in  patients  in  the  type 
A blood  group. 


Socioeconomic  Factors 

White  men  and  women  in  the  lowest  eco- 
nomic and  social  class  have  a gastric  cancer 
incidence  more  than  50  percent  in  excess  of 
that  for  persons  in  the  highest  class.  The 
stomach  is  one  of  the  major  sites  where  the 
cancer  risk  is  higher  among  Negroes.  An 
interesting  phenomenon  is  the  earlier  age  at 
which  the  disease  appears  in  Negroes  and 
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reaches  its  peak.  In  Japan,  carcinoma  of  the 
stomach  caused  54.2  percent  of  all  cancer 
deaths  in  men  and  39.4  percent  in  women. 
The  incidence  of  gastric  carcinoma  is  very 
high  in  Iceland  as  compared  with  England 
and  America. 

Epidemiologic  reviews  show  a steady  de- 
cline in  stomach  cancer  rates  in  the  United 
States  for  both  men  and  women  during  the 
past  several  decades,  age-adjusted  rates  per 
100,000  for  the  United  States  declining  from 
28.8  in  1930  to  approximately  11  per  100,000 
at  the  present  time. 

Classification  and  Morbid  Anatomy 

Borrmann  Classification. — The  Borrmann 
classification  is  based  on  the  gross  morpho- 
logic pattern  of  the  cancer  and  has  been  used 
internationally.  Four  types  of  gastric  cancer 
are  listed  by  Borrmann,  as  follows : 

Type  I.  Polypoid  carcinoma  (sharply  de- 
marcated) . 

Type  II.  Ulcerated  carcinoma  (sharply  de- 
marcated) . 

Type  HI.  Ulcerating  invasive  carcinoma. 

Type  IV.  Diffusely  infiltrating  carcinoma. 

Polypoid  or  Fungating  Carcinoma. — Many 
of  the  polypoid  or  fungating  carcinomas 
arise  on  the  basis  of  pre-existing  polyps,  but 
this  cannot  always  be  asserted  in  retrospect. 
In  the  beginning,  the  fungating  carcinomas 
are  well  delineated  and  are  of  relatively  slow 
growth,  extending  into  the  lumen  rather  than 
by  invasion.  They  are  frequently  found  in 
the  fundus  and  pars  media  of  the  stomach. 
These  cancers  may  be  multicentric  in  origin. 
The  polypoid  cancer  is  invariably  associated 
with  achlorhydria  and  there  is  usually  co- 
existent severe  anemia. 
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Ulcerocancer. — The  ulcerocancer  is  usual- 
ly more  shallow  than  the  benign  ulcer  and 
does  not  have  the  overhanging  clean-cut  mar- 
gins. The  cancer  usually  has  a shaggy,  foul, 
and  necrotic  base.  The  ulcerating  cancers 
seldom  perforate  through  the  stomach  wall 
in  the  fashion  of  the  benign  ulcer.  The  stom- 
ach wall  bordering  the  cancer  may  have  a 
flat  plateau  halo  with  loss  of  the  rugal  pat- 
tern. This  type  of  cancer  is  invasive  away 
from  the  lumen.  Free  hydrochloric  acid  is 
often  found  in  the  gastric  juice. 

Diffusely  Invasive  Cancer. — This  neoplasm 
may  be  a combination  of  the  invasive  and 
the  fungating  types  of  adenocarcinoma,  vary- 
ing from  well -differentiated  to  anaplastic 
cancer.  Most  of  these  cancers  are  inopera- 
ble at  the  time  of  laparotomy,  and  even  when 
technically  resectable  they  may  not  be  cura- 
ble to  any  high  degree.  They  frequently  in- 
vade blood  vessels  and  metastasize  by  way  of 
the  lymphatics  to  the  perigastric,  para-aortic, 
hepatic  hilar,  and  other  lymph  nodes.  The 
cancer  tends  to  invade  neighboring  organs 
by  continuity. 

Linitis  Plastica. — The  implicated  organ  is 
colloquially  termed  “leather-bottle  stomach” 
because  of  its  shrinkage,  shape,  and  fancied 
resemblance.  The  characteristic  feature  is  a 
tremendous  submucosal  desmoplasia,  which 
thickens  the  stomach  wall  with  hyaline,  fi- 
brous, scarlike  tissue  of  cartilaginous  con- 
sistency. The  stomach’s  capacity  diminishes 
because  of  contraction  and  lack  of  distensi- 
bility.  The  cancer  cells  are  infrequent  and 
scattered,  and  as  the  fibrosis  increases,  the 
number  of  tumor  cells  diminishes.  The  extent 
of  the  linitis  plastica  may  be  total  or  subtotal. 

Carcinoma  in  Situ. — Carcinoma  in  situ  is 
limited  to  the  superficial  part  of  the  gastric 
mucosa,  whereas  superficial  spreading  carci- 
noma can  involve  the  submucosa.  Carcinoma 
in  situ  and  the  so-called  superficial  spreading 
carcinoma  are  not  disparate  types  but  only 
early  and  late  stages  of  the  same  entity.  Car- 
cinoma in  situ  may  originate  from  multiple 
points,  with  the  foci  separated  by  normal  in- 
tervening mucosa.  Verse  was  the  first  to  em- 
phasize the  character  and  importance  of 
these  early  lesions.  It  is  not  known  how  long 
it  takes  carcinoma  in  situ  to  evolve  to  the 
stage  of  clinical  gastric  cancer. 

Seymental  Distribution. — An  approximate 
frequency  of  involvement  of  the  different 


segments  of  the  stomach  by  carcinoma  is  as 
follows:  pylorus  and  antrum,  45  percent; 
pars  media,  25  percent;  cardia  or  proximal 
segment,  12  percent;  greater  curvature,  6 
percent;  total  or  diffuse  involvement  of  the 
stomach,  12  percent. 

Distribution  of  Metastases 

In  a series  of  1,000  patients  with  cancer 
of  the  stomach,  110  (11  percent)  had,  on 
initial  physical  examination,  clinical  evidence 
of  metastatic  disease  which  indicated  im- 
mediate prognosis  of  inoperability  and  in- 
curability, e.g.,  diffuse  lymphatic  pulmonary 
carcinosis,  involvement  of  the  perirectal  tis- 
sues, the  signal  node  of  Virchow-Troisier, 
the  palpable  nodular  liver,  ascites,  the  um- 
bilical nodule,  and  remote  nodal  metastases. 
The  Krukenberg  tumor  of  the  ovary  is  a 
metastatic  cancer  composed  of  signet-ring 
cells  containing  droplets  of  mucin.  The  most 
common  primary  site  is  the  stomach,  but  it 
occasionally  originates  in  other  portions  of 
the  gastrointestinal  tract. 

Metastasis  to  Perigastric  Lymph  Nodes. — 
Cancers  in  the  proximal  gastric  segment  me- 
tastasize to  all  groups  of  perigastric  lymph 
nodes:  54  percent  to  the  fundal  nodes,  64 
percent  to  the  superior  pancreaticosplenic 
group,  40  percent  along  the  greater  curva- 
ture, and  12  percent  to  the  infrapyloric  and 
retropyloric  group.  Cancers  in  the  middle 
segment  of  the  stomach  metastasize  to  lymph 
nodes  in  the  superior  lesser  curvature  group 
in  32  percent  of  patients,  to  nodes  in  the  fun- 
dal group  in  42  percent  and  to  nodes  in  the 
infrapyloric  and  retropyloric  group  in  26  per- 
cent. Cancers  in  the  distal  gastric  segment 
metastasize  to  nodes  in  the  infrapyloric  and 
retropyloric  group  in  42  percent  of  patients, 
to  nodes  in  the  superior  lesser  curvature 
group  in  17  percent,  to  nodes  in  the  greater 
curvature  group  in  42  percent,  and  to  nodes 
in  the  lower  lesser  curvature  group  in  58  per- 
cent. Except  in  advanced  cases,  they  seldom 
metastasize  to  nodes  in  the  hilum  of  the 
spleen  and  along  the  superior  margin  of  the 
pancreas. 

The  surgical  significance  of  this  metastatic 
distribution  is  that  total  gastrectomy  under 
ideal  conditions  should  be  done  for  cancers 
in  the  proximal  and  medial  segments  of  the 
stomach,  but  subtotal  gastrectomy,  including 
the  entire  lesser  curvature  and  preserving 
the  fundus,  should  be  done  for  cancers  in  the 
distal  third  of  the  stomach.  In  these  cases. 
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total  gastrectomy  is  accompanied  by  splenec- 
tomy and  subtotal  removal  of  the  distal  two- 
thirds  of  the  pancreas. 

Symptomatology  and  Diagnosis 

Symptomatology. — Most  gastric  cancers 
produce  vague  and  nonalarming  symptoms. 

A sense  of  indefinite,  postprandial  epigastric 
uneasiness,  which  unfortunately  is  relieved 
by  alkalizers,  is  usually  the  first  symptom. 
Increased  fatigability,  distaste  for  food,  or  a 
mild  anemia  usually  follows.  An  occasional 
patient  may  have  a typical  ulcer  history  of 
preprandial  and  postprandial  epigastric  pain, 
relieved  by  alkalizers  at  least  during  the  ini- 
tial episodes.  Dysphagia  is  more  frequent  in 
patients  with  cancer  of  the  cardia.  Loss  of 
weight  is  the  most  frequent  symptom,  occur- 
ring in  83.5  percent  of  patients;  vomiting 
occurs  in  60  to  90  percent  of  patients;  ano- 
rexia in  30  percent ; weakness  in  20  percent ; 
eructation  in  18  percent,  and  hematemesis 
in  8 percent.  The  duration  of  symptoms  ap- 
parently bears  no  relation  to  the  resectability 
of  the  cancer,  because  an  anaplastic  and 
highly  malignant  cancer  grows  rapidly  and 
evokes  symptoms  early.  The  time  of  change 
in  the  symptoms  is  important  in  those  who 
have  a history  of  the  ulcerlike  syndrome  be- 
cause the  change  is  a warning,  and  is  char- 
acterized by  increasing  pain  that  is  no  longer 
relieved  effectively  by  diet  and  medication, 
and  is  accompanied  by  anorexia  and  loss  of 
weight. 

Physical  Findings. — A definitely  palpable 
mass  is  present  in  only  45  percent  of  pa- 
tients; cachexia  in  20  percent;  abdominal 
tenderness  in  17  percent;  and  metastasis  to 
superficial  lymph  nodes  in  5 percent.  Of  216 
patients  with  cachexia  or  emaciation  or  both, 
80  had  gastric  cancers  in  a stage  permitting 
resection,  which  confirms  our  opinion  that 
these  symptoms  do  not  constitute  sufficient 
reason  for  classifying  a case  as  one  of  in- 
operable gastric  cancer. 

Gastric  Analysis. — Achlorhydria  occurs  in 
40  to  60  percent  of  patients  with  gastric  can- 
cer, and  is  a useful,  although  often  a mislead- 
ing, factor  in  establishing  the  diagnosis,  par- 
ticularly in  patients  55  years  or  older,  since 
15  to  20  percent  of  normal  persons  in  this 
age  group  may  fail  to  secrete  hydrochloric 
acid,  with  or  without  histamine  stimulus. 
The  presence  of  free  hydrochloric  acid  is  of 
no  significance  in  ruling  out  carcinoma  of 
the  stomach.  Gastric  analysis  can  be  consid- 


ered only  one  of  the  series  of  tests  that  may 
or  may  not  be  of  diagnostic  significance. 

Roentgeno graphic  Examination. — The  flu- 
oroscope  and  the  x-ray  apparatus  in  the 
hands  of  an  experienced  operator  are  the 
most  reliable  means  for  the  detection  and 
diagnosis  of  gastric  cancer.  In  1,022  patients 
who  had  a series  of  gastrointestinal  roent- 
genograms made  at  the  Memorial  Hospital, 
the  roentgenologist  made  an  unequivocal  di- 
agnosis of  changes  compatible  with  gastric 
cancer  in  91.5  percent.  In  an  additional  31  pa- 
tients, tentative  diagnosis  was  made.  For  56 
patients,  findings  were  within  normal  limits ; 
the  diagnosis  in  these  cases  was  subsequent- 
ly established  by  gastroscopy  or  operation. 

Gastroscopic  Examination. — The  chief  in- 
dication for  gastroscopy  is  the  differential 
diagnosis  of  visible  defects  in  the  stomach, 
for  example,  gastric  ulcer  or  ulcerocancer. 
The  value  of  gastroscopy  is  not  in  the  exami- 
nation of  an  unmistakable  gastric  tumor,  but 
the  establishment  of  an  early  diagnosis  of 
cancer  and  the  determination  of  its  opera- 
bility. 

Cytologic  Examination  of  Gastric  Juice. — 
The  study  of  exfoliated  cells  from  the  gastric 
mucosa  is  valuable  as  a supplementary  diag- 
nostic procedure,  particularly  when  results 
of  roentgenograms  and  fluoroscopy  are  in- 
conclusive. This  method  is  about  95  percent 
accurate. 

Gastric  Ulcer,  Gastric  Cancer, 

And  Factors  influencing  Treatment 

The  histologic  evidence  of  the  conversion 
of  benign  gastric  ulcer  to  ulcerocancer  is 
too  scant  to  permit  the  assumption  that  gas- 
tric ulcer  per  se  is  a common  precancerous 
lesion.  The  practical  question  does  not  con- 
cern the  possibilities  of  secondary  malignant 
degeneration  of  a chronic  gastric  ulcer  (esti- 
mate, 5 percent)  but  whether  the  ulcerated 
lesion  in  the  stomach  is  benign  or  malignant. 

Age  in  itself  has  little  statistical  signifi- 
cance in  the  differential  diagnosis  except  in 
patients  over  60,  in  whom  one  should  suspect 
carcinoma  more  frequently  than  benign  gas- 
tric ulcer.  The  percentage  of  ulcerating  le- 
sions that  are  malignant  increases  with  age. 
Many  surgeons  and  pathologists  insist  that 
the  size  of  the  ulcer  in  itself  has  little  signifi- 
cance in  differential  diagnosis.  Large  ulcers 
are  more  apt  to  be  malignant  than  small  ones, 
yet  the  small  ulcers  are  sometimes  carcino- 
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matous  and  the  large  ones  can  be  benign. 
Ulcers  on  the  greater  curvature  of  the  stom- 
ach are  most  frequently  malignant  although 
there  are  occasional  exceptions.  The  higher 
the  ulcer  is  located  on  the  lesser  curvature 
toward  the  cardia,  the  more  likely  it  is  to  be 
malignant.  Ulcers  in  the  region  of  the  in- 
cisura  angularis  are  most  frequently  benign. 

The  ulcer  syndrome  in  patients  with  ulcer- 
ocancer  occurred  in  6.4  percent  of  1,000  pa- 
tients with  proved  gastric  cancer  in  the  Me- 
morial Hospital  series ; all  these  patients  had 
symptoms  for  more  than  12  months. 

The  percentage  of  excised  gastric  ulcers, 
supposedly  benign,  which  are  found  to  be 
cancerous  on  microscopic  study  varies  from 
10  to  15  percent. 

Sarcoma 

Primary  sarcomas  of  the  stomach  are  of 
two  main  types,  malignant  lymphomas  and 
soft  somatic  tissue  sarcomas;  they  originate 
either  from  the  lymphoid  or  the  somatic  tis- 
sues. The  former  group  is  composed  mainly 
of  reticulum-cell  sarcoma,  small  round-cell 
sarcoma,  plasmocytoma,  Hodgkin’s  disease, 
and  leukemia.  The  latter  group  mainly  con- 
sists of  leiomyosarcoma  and  rare  examples 
of  liposarcoma,  angiosarcoma,  and  malignant 
neurilemmoma.  Lymphomas  frequently  dem- 
onstrate gastric  localization  as  one  aspect  of 
a systemic  process,  whereas  the  soft  somatic 
tissue  sarcomas  are  almost  invariably  true 
primary  tumors.  At  the  Memorial  Hospital, 
62  primary  gastric  sarcomas  constituted  3.7 
percent  of  all  primaiy  malignant  tumors  of 
the  stomach;  of  these,  24  (38.7  percent)  were 
leiomyosarcomas  and  38  (61.3  percent)  were 
malignant  lymphomas.  The  symptoms  of  gas- 
tric sarcoma  depend  not  on  the  histogenesis, 
but  on  the  size  and  location  of  the  tumor  as 
well  as  the  presence  or  absence  of  ulceration 
and  infection.  Patients  with  leiomyosarco- 
mas had  symptoms  within  an  average  of  5.8 
months,  and  those  with  lymphosarcomas 
within  8.3  months,  before  seeking  definitive 
treatment. 

Leiomyosarcoma 

Leiomyosarcomas  may  be  grouped,  accord- 
ing to  their  location  in  the  stomach  wall,  as 
intramural,  submucosal,  subserosal,  or  dumb- 
bell tumors.  They  are  usually  well  demar- 
cated, frequently  spherical  in  shape,  and 
sometimes  lobulated.  When  the  tumors  grow 


large,  they  tend  to  protrude  from  the  stom- 
ach and  become  more  or  less  pedunculated. 
The  large  exogastric  leiomyosarcomas  be- 
come pedunculated  because  of  their  great 
size  and  weight.  A central  ischemic  necrosis 
occurs  in  these  leiomyosarcomas  and  may 
result  in  extensive  abscess  formation  with 
destruction  of  the  overlying  mucosa.  There 
may  be  severe  gastric  hemorrhage.  The  num- 
ber of  mitoses  establishes  the  malignant 
character  of  the  neoplasm,  but  mitoses  are 
not  as  numerous  as  they  are  in  the  majority 
of  other  malignant  tumors.  The  prognosis 
is  directly  proportional  to  the  mitotic  rate 
seen  throughout  these  smooth-muscle  tumors ; 
the  curability  rate  is  low  when  there  are 
many  mitoses,  and  high  when  there  are  few 
mitoses.  The  presence  of  a mural  defect  of 
water  density,  smooth  spherical  encroach- 
ment on  the  barium  shadow,  sharply  angular 
margins,  and  abrupt,  regular  mucosal  edges 
stretched  smooth,  with  intraluminal  ulcera- 
tion makes  the  roentgenographic  diagnosis  of 
myogenic  tumors  of  the  stomach  dependable. 

Leiomyosarcoma  is  more  suitable  for  ex- 
cisional  surgery  than  any  other  histologic 
variety  of  gastric  cancer,  a fact  which  may 
be  attributable  to  its  average  low  grade  of 
malignancy.  Enucleation  of  the  tumor  should 
never  be  done.  Partial  or  subtotal  gastrecto- 
my is  usually  adequate;  inspection  of  the  in- 
terior of  the  stomach  may  determine  whether 
a total  gastrectomy  should  be  done.  Three 
out  of  four  of  these  tumors  have  been  resec- 
table, and  the  five-year  definitive  cure  rate 
has  been  better  than  40  percent. 

Malignant  Lymphoma 

Lymphosarcoma  in  the  stomach  may  exist 
as  a bulky,  vascular,  polypoid  tumor  with 
some  demarcation  from  the  normal  stomach 
wall,  or  as  a flat  ulcer  with  infiltration  of 
indeterminate  extent,  or  as  multiple  small 
tumors  of  the  submucosa,  or  as  a diffuse, 
rubber-like  thickening  of  the  gastric  wall 
with  no  demarcation  or  nodularity.  The  giant 
rugae  are  sometimes  completely  replaced  by 
infiltrating  lymphoma.  This  diffuse  infiltra- 
tion causes  a loss  of  pliability  and  functional 
capacity  of  the  stomach.  Almost  3 percent 
of  malignant  tumors  of  the  stomach  are  pri- 
mary lymphomas. 

Gastric  localization  may  be  only  part  of  a 
generalized  lymphomatosis,  and  in  such  cases 
radiation  therapy  only  is  indicated;  for  pri- 
mary lymphosarcomas  confined  to  the  stom- 
ach and  the  immediately  adjacent  lymph 
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nodes,  total  gastrectomy  should  be  performed, 
followed  by  postoperative  irradiation.  Sub- 
total resection  of  the  stomach  in  these  cases 
has  been  abandoned.  Preoperative  irradia- 
tion is  not  given,  because  the  lymphomatous 
character  of  the  tumor  is  seldom  determined 
until  the  time  of  laparotomy.  More  than  30 
percent  of  patients  with  primary  gastric 
lymphosarcoma  are  living  from  3 to  20  years 
following  the  combination  of  extended  gas- 
trectomy and  postoperative  irradiation. 

Metabolic  Alterations 

In  addition  to  weight  loss  and  reduced 
blood  volume,  certain  other  disturbances  in 
the  metabolism  of  the  patient  with  gastric 
cancer  are  apparent,  such  as  an  elevated 
level  of  serum  bilirubin  and  mean  corpuscu- 
lar volume  of  erythrocytes,  and  decreased 
levels  of  serum  protein,  plasma  prothrombin, 
and  plasma  vitamin  A.  Cholesterol  esterifi- 
cation is  impaired,  and  urinary  excretion  of 
glucuronates  is  decreased.  Numerous  meta- 
bolic alterations  occur  during  operations  for 
cancer  of  the  stomach,  such  as  decrease  of 
hepatic  glycogen  under  the  stress  of  the  op- 
eration. In  the  immediate  postoperative  pe- 
riod, the  hepatic  lipids  are  increased  in  the 
liver  as  proved  by  quantitative  studies  of  liv- 
er specimens.  The  refractory  anemia  (which 
is  often  macrocytic  and  in  the  presence  of 
considerable  and  constant  blood  loss  may  be 
microcytic)  may  persist  postoperatively,  pos- 
sibly because  of  failure  to  absorb  cyanocobal- 
min  (vitamin  Bio). 

Surgical  Treatment 

Many  resections  performed  for  the  cure 
of  gastric  cancer  in  earlier  years  were  no 
more  radical  than  those  conducted  for  duo- 
denal ulcer.  Radical  subtotal  gastrectomy  re- 
mains the  standard  operative  procedure  for 
the  treatment  of  the  ma j ority  of  gastric  can- 
cers confined  to  the  distal  segment  of  the 
stomach.  Carcinomas  of  the  antrum,  the  pos- 
terior wall  of  the  pars  media,  and  the  small, 
ulcerating  lesions  of  the  lower  lesser  curva- 
ture are  readily  resectable  by  this  operation, 
always  in  combination  with  perigastric  lymph 
node  dissection  and  omentectomy.  Metastases 
to  the  hilar  nodes  of  the  spleen  and  to  the 
superior  pancreatic  group  seldom  occur  with 
cancers  in  this  location ; therefore,  distal 
partial  pancreatectomy  and  splenectomy  may 
not  be  a part  of  this  routine.  The  lesser 
curvature  should  always  be  sectioned  just 


below  the  esophagogastric  junction,  a proce- 
dure that  is  somewhat  difficult  by  laparotomy 
but  is  facilitated  by  a short  thoracic  exten- 
sion of  the  incision.  The  greater  curvature 
is  divided  at  the  level  of  the  spleen  or  higher. 

Whenever  the  cancer  in  the  distal  segment 
seems  to  be  closely  adherent  to  adjacent 
structures  and  edema  of  the  first  part  of  the 
duodenum  complicates  exposure  of  the  vas- 
cular supply,  the  operation  may  be  done  with 
greater  facility  and  safety  by  performing  the 
resection  in  reverse  order,  that  is,  a high 
transection  of  the  stomach  followed  by  gas- 
trojejunostomy and,  finally,  retraction  of  the 
distal  segment  of  the  stomach  toward  the 
right,  concluding  with  a transection  of  the 
duodenum. 

For  the  restoration  of  gastrointestinal 
continuity  after  subtotal  gastrectomy,  the 
Billroth  II  principle  of  repair  is  preferred 
over  the  Billroth  I plan  of  anastomosis. 

Extended  Total  Gastrectomy 

Total  gastrectomy  alone  is  insufficient  as 
it  does  not  remove  the  field  of  lymphatic 
spread  with  the  entire  stomach.  The  extend- 
ed total  gastrectomy  based  on  the  anatomic 
studies  of  lymphatic  spread  implies  a com- 
plete gastrectomy,  partial  distal  pancreatec- 
tomy, splenectomy,  dissection  of  the  gastro- 
colic and  gastrohepatic  omenta  as  well  as 
the  areolar  and  lymphatic  tissues  extending 
over  the  hepatic  triad  to  the  portal  fissure, 
and  clearing  of  the  celiac  axis.  An  obvious 
contraindication  to  total  gastrectomy  is  the 
definite  and  evident  incurability  of  the  can- 
cer. It  is  true  that  even  though  the  purpose 
of  the  operation  of  total  gastrectomy  is  cura- 
tive, the  result  may  only  be  palliative.  The 
indications  for  total  gastrectomy  include  the 
average  carcinomas  of  the  proximal  and  mid- 
dle thirds  of  the  stomach  because  of  their 
wide  lymphatic  dissemination  and  the  impli- 
cation of  a certain  percentage  of  all  the  peri- 
gastric lymph  nodes;  carcinomas  of  such  a 
size  and  location  that  they  cannot  be  com- 
pletely removed  by  subtotal  resection  of 
either  the  distal  or  proximal  segment  of  the 
stomach;  carcinomas  of  the  diffusely  inva- 
sive type ; linitis  plastica  (cancer  en  cuirasse)  ; 
all  superficial  spreading  mucosal  cancers ; 
carcinomas  of  the  distal  segment  invading 
high  along  the  lesser  curvature  or  into  the 
pars  media ; primary  gastric  lymphosarcoma ; 
and  multiple  diffuse  polyposis  en  napx>e. 

Once  the  structures  are  resected,  restora- 
tion of  gastrointestinal  continuity  must  be 
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considered,  utilizing  one  of  the  various  meth- 
ods of  constructing  substitutive  stomachs. 
The  most  frequently  employed  method  is  an 
esophagojej  unostomy,  either  with  a simple 
terminolateral  anastomosis  of  the  esophagus 
to  a jejunal  loop,  with  or  without  a Braun 
supplementary  entero-enterostomy,  or  with 
the  better  method  of  Lima-Basto,  construct- 
ing a large  jejunal  pouch  by  anastomosis  of 
the  ascending  and  descending  jejunal  limbs 
with  transection  and  closure  of  the  proximal 
jejunal  limb  and  distal  terminolateral  jejunal 
anastomosis.  Other  interposition  operations 
include  the  substitution  of  a limb  of  jejunum 
between  the  esophagus  and  duodenum  or  im- 
mobilized right  colon,  anastomosing  the 
esophagus  to  the  ileal  stump,  and  the  colon 
to  the  duodenum.  It  is  claimed  that  these 
methods  lessen  the  frequency  of  the  so-called 
dumping  syndrome,  although  in  some  in- 
stances the  onset  of  this  distressing  syn- 
drome is  only  delayed. 

Palliative  Treatment 

Short  circuit  procedures,  such  as  gastro- 
enterostomy for  obstructing  distal  cancers 
or  gastrostomy  for  cancers  obstructing  the 
esophageal  cardiac  orifice,  are  temporizing 
procedures  that  do  not  prolong  life  apprecia- 
bly. Gastric  cancers  are  notoriously  radio- 
resistant in  the  majority  of  instances,  but  in 
a series  of  approximately  300  patients  treat- 
ed by  megavoltage  irradiation,  the  palliative 
end  results  have  been  quite  effective  in  about 
15  percent  of  patients. 

Results  of  Surgical  Treatment 

Operations  in  which  all  gross  cancer  could 
be  removed  were  considered  curative  opera- 
tions, or  operations  performed  with  hope  of 
cure.  All  operations  in  which  gross  cancer 
was  left  in  situ  were  classified  as  noncura- 
tive operations.  Approximately  10  percent 
of  patients  were  not  considered  for  laparoto- 
my. At  the  present  time,  approximately  75 


percent  of  patients  treated  by  surgery  have 
resection  of  the  stomach,  with  the  hope  of 
either  cure  or  palliative  relief.  Only  25  per- 
cent have  by-pass  palliative  operations. 

The  resectability  of  gastric  cancers  re- 
mains about  equal  for  all  age  groups  except 
the  young — under  40 — and  the  old — over  80. 
A palpable  abdominal  mass  has  prognostic 
significance  inasmuch  as  effective  surgery  is 
feasible  in  about  half  the  patients  in  whom 
the  mass  is  not  palpable  and  in  only  30  per- 
cent of  patients  having  a palpable  mass.  Pa- 
tients with  the  ulcer  syndrome  have  the  high- 
est curability  rate  and  those  having  chronic 
indigestion,  the  lowest.  Cancers  in  the  distal 
and  medial  segments  of  the  stomach  have  a 
higher  cure  rate  than  those  in  the  proximal 
segment,  or  those  that  are  diffusely  infiltrat- 
ing. The  polypoid  and  ulcerating  cancers 
have  a higher  rate  of  curability— 44.8  per- 
cent and  45.5  percent,  respectively — than  the 
infiltrating  or  ulcerating  and  infiltrating  gas- 
tric cancers.  The  degree  of  anaplasia  influ- 
ences the  prognosis : gastric  cancers  of  grade 
1 have  a 66.7  percent  five-year  cure ; grade  2, 
41.5  percent;  grade  3,  23.9  percent;  and 
grade  4,  12.7  percent.  Cases  with  metastases 
to  regional  lymph  nodes  (determined  by  mi- 
croscopic study)  have  only  a 12  to  15  percent 
rate  of  cure,  whereas  those  without  such 
metastases  have  a 40  percent  chance  of  five- 
year  survival  without  recurrence  of  disease. 


REFERENCES 

1.  McNeer,  G.,  and  Pack,  G.  T. : Malignant  Tumors  of  the 
Stomach,  in  Pack,  G.  T.,  and  Ariel,  I.  M.,  Eds. : Treatment  of 
Cancer  and  Allied  Diseases,  vol.  5,  2d  ed..  New  York,  Paul  B. 
Hoeber,  Inc.,  1962,  pp.  111-255. 

2.  Pack,  G.  T. ; Total  Gastrectomy,  Splenectomy  and  Partial 
Pancreatectomy,  in  Madden,  J.  L.,  Ed. : Atlas  of  Technics  in 
Surgery,  New  York,  Appleton-Century-Crofts  Company,  1958, 
pp.  246-250. 

3.  Pack,  G.  T. : Current  Status  of  Gastric  Cancer,  CA  11: 
239  (Nov. -Dec.)  1961. 

4.  Pack,  G.  T. : The  Surgeon’s  Role  in  Management  of  Can- 
cer, New  York  J.  Med.  64:376  (Feb.  1)  1964. 

5.  Pack,  G.  T.:  Unusual  Tumors  of  the  Stomach,  Ann.  N.  Y. 
Acad.  Sci.  114  :985  (April  2)  1964. 

6.  Pack,  G.  T.,  and  Banner,  R.  L. : Late  Development  of 
Gastric  Cancer  after  Gastroenterostomy  and  Gastrectomy  for 
Peptic  Ulcer  and  Benign  Pyloric  Stenosis,  Surgery  44:1024 
(Dec.)  1958. 

I Dr.  Pack,  Pack  Medical  Group,  139  E.  36th,  New 
York,  N.  Y.  10016. 


816 


Texas  State  Journal  of  Medicine 


A New  Look  at  Villous  Adenomas 

JAMES  D.  McMURREY,  M.D.,  and  WILLIAM  T.  HILL,  M.D. 


Surgical  and  pathological  aspects  of  villous 
tumors  of  the  colon  in  a series  of  35  patients 
are  presented.  Progression  from  benign  areas 
to  atypical  changes,  to  carcinoma  in  situ, 
and  to  invasive  carcinoma  was  observed. 


f ^ TRADITIONALLY,  villous  adeno- 

REviEw  ARTICLES  mus  of  tho  coloii  havo  been  consid- 
ered as  uncommon  and  premalig- 
nant  lesions.  Most  villous  adenomas 
occur  as  single  lesions,  low  in  the  large  bowel, 
and  in  the  older  age  groups.  They  generally 
are  large,  sessile,  and  velvety-soft. 

Statements  in  the  recent  literature  relative 
to  the  malignant  potential  of  polypoid  lesions 
of  the  colon  prompted  this  study.  Typical 
of  these  are  the  following  quotations : 

“The  long-held  theory  that  a large  propor- 
tion of  carcinomas  of  the  colon  arise  from 
benign  polyps  is  gradually  losing  support.”^ 
“In  the  end  all  we  can  say  is  that  we  can 
find  no  real  evidence  that  adenomatous  colon- 
ic polyps  become  infiltrating,  metastasizing 
cancers  of  the  colon. ”2 

“A  comprehensive  search  of  the  literature 
has  thus  far  failed  to  reveal  a solitary  author 
who  himself  has  observed  a benign  villous 
adenoma  to  undergo  malignant  transforma- 
tion or  actual  invasive  cancer  during  this 
period  of  observation”;  and  “Not  only  are 
conservative  therapeutic  measures  totally 
adequate  for  benign  villous  adenomas  regard- 
less of  size,  but  this  therapeutic  policy  also 
applies  to  villous  adenomas  with  noninvasive 
cytologic  or  focal  cancer.’’^ 

“. . . the  gross  appearance  of  a tumor  of  the 
colon  is  very  important  in  evaluating  the  his- 

Presented  at  the  meeting  of  the  TMA  Section  on 
Surgery,  April  30,  1965,  in  San  Antonio. 


tologic  changes  . . . ;”  “A  lesion  on  a true  stalk 
calls  for  simple  polypectomy  in  virtually  all 
cases,  regardless  of  the  histologic  diagnosis 
and  “If  the  radiologist  can  document  the 
presence  of  a true  stalk  beyond  any  reason- 
able doubt,  and  if  the  lesion  is  asymptomatic, 
one  may  safely  follow  up  the  patient.”^ 

A review  of  the  pertinent  literature  (Table 
1)  shows  the  malignant  potential  of  tumors 
of  the  villous  type  to  vary  between  10  and  35 
percent.  Spratt  and  associates^  were  specific 
in  excluding  villous  tumors  from  their  study 
of  polyps  of  the  colon.  Many  authors  and 
investigators  have  not  been  so  specific.^-  ® 
We  are  concerned  that  the  pendulum  may 
have  swung  too  far  in  the  direction  of  a soft 
approach  to  a potentially  bad-acting  lesion, 
the  villous  tumor,  and  that  the  shots  fired 
at  the  malignant  potential  of  adenomatous 
polyps  might  also  have  hit  the  wrong  by- 
stander, the  villous  tumor. 


Table  1. — Papillary  (Villous)  Tumors  of  Colon; 
Collected  Series  from  the  Literature. 


Author 

Date 

% Malignant 

Liechty  and  Raterman® 

1963 

23 

Bacon,  Lowell,  TrimpT 

1954 

35.7 

Welch,  McKittrick,  Behringer® 

1952 

22 

Ewing® 

1950 

10-20 

Dreese,  Gradinger,  Hellwig, 
Welch,  McCuskeE® 

1962 

22 

Grinnell  and  Lane^® 

1958 

31.9 

Present  series 

1965 

20 

The  following  general  facts  are  worthy  of 
reiteration  and  stress : 

1.  Special  emphasis  is  placed  on  the  fact 
that  polypoid  carcinomas  are  not  classified 
as  polyps. 

2.  A polyp  is  a true  epithelial  neoplasm. 

3.  Fibroepithelial  polyps  and  focal  hyper- 
plasia are  not  neoplastic. 
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4.  Polyps  occurring  in  the  adult  intestinal 
tract  should  be  classified  as  villous,  as  ade- 
nomatous, or  as  mixed  (a  combination  of 
these  two). 

5.  Villous  polyps  may  be  pedunculated  and 
may  have  a long  stalk. 

6.  Microscopic  examination  must  include 
the  entire  polyp. 

7.  The  villous  adenoma  or  papillary  ade- 
noma is  a neoplasm  arising  from  the  surface 
epithelium. 

8.  An  adenomatous  polyp  is  a benign  neo- 
plasm of  glandular  epithelium  arising  in  the 
mucous  glands  below  the  surface  epithelium. 


Material,  Pathological  Classification 

The  records  and  pathological  tissues  from 


Fig.  1.  Benign  villous  adenoma. 


35  patients  with  villous  tumors  were  collected 
and  reviewed  from  the  St.  Luke’s  Episcopal 
Hospital  and  The  Methodist  Hospital,  Hous- 
ton. At  St.  Luke’s  Hospital,  villous  tumors 
account  for  7.9  percent  of  all  polyps  occur- 
ring in  the  large  bowel. 


Table  2. — Papillary  (Villous)  Tumors  of  Colon 
in  35  Patients. 


% of 

Num- 

Papillary 

Pathological  Types 

her 

Tumors 

1. 

Papillary  (villous)  adenomas 

(benign) 

22 

44 

2. 

Papillary  adenomas  with  atypia 

or  showing  carcinoma  in  situ 

12 

24 

3. 

Invasive  adenocarcinomas  aris- 

ing  in  papillary  tumors 

10 

20 

4. 

Papillary  and  adenomatous 

polyps,  mixed  (benign) 

3 

6 

5. 

Papillary  and  adenomatous 

polyps,  mixed,  with  atypia  or 
showing  carcinoma  in  situ 

3 

6 

6. 

Adenomatous  polyps 

11 

7. 

Adenocarcinomas  of  colon  with 

undetermined  origin  (in  pa- 
tients with  one  or  more  villous 
tumors) 

3 

Total 

64 

These  35  patients  had  50  villous  tumors. 
Subserial  sections  were  performed  on  30  of 
the  villous  tumors  and  cancers.  Pathological- 
ly, the  lesions  were  divided  into  seven  groups 
(Table  2).  A total  of  61  lesions  occurred  in 
the  35  patients,  excluding  3 independent  ade- 
nocarcinomas of  undetermined  origin  found 
in  the  colons  of  these  patients. 

Groups  1 and  2 are  self-explanatoiy  (Figs. 
1 and  2).  In  group  3,  10  invasive  carcino- 


Fig.  2.  Papillary  adenoma  with  adenocarcinoma,  well-dif- 
ferentiated (in  situ). 
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mas  developed  in  pre-existing  papillary  ade- 
nomas, for  a total  of  20  percent  of  the  villous 
tumors  (Fig.  3).  Four  of  these  cancers  de- 
veloped after  removal  of  an  original  villous 
tumor.  Nine  lesions  were  of  Duke’s  A or  B 
types.  One  was  Duke’s  type  C (Fig.  4) . None 
had  blood  vessel  or  nerve  sheath  invasion. 

In  groups  4 and  5,  there  were  6 lesions  of 
the  mixed  type.  This  terminology  was  used 
because  there  were  equal  proportions  of  ade- 
nomatous and  villous  components.  Three 
were  benign  and  3 were  carcinoma  in  situ. 

In  group  6,  there  were  11  adenomatous 
polyps  associated  with  one  or  more  of  the 
tumors  in  the  other  groups. 

Table  3 lists  data  from  14  patients  in  whom 
multiple  tumors  occurred. 

Age  and  Sex 


The  incidence  was  about  equally  divided  as 
to  sex,  with  17  men  and  18  women.  The  ages 


Fig.  3.  This  is  on  invasive  adenocarcinoma  in  muscle  which 
arose  in  a papillary  adenoma. 


ranged  from  35  to  82  years ; the  mean  age 
was  59.3  years.  The  analysis  of  patient  age 
by  decades.  Table  4,  reveals  a peak  incidence 
in  the  50-  to  60-year  group. 


Fig.  4.  Metastatic  adenocarcinoma  in  regional  lymph  node. 
Papillary  adenoma  with  invasive  adenocarcinoma  (Duke's 
type  C)  is  illustrated. 
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Signs  and  Symptoms 

These  lesions  were  detected  by  digital  rec- 
tal examination  in  only  4 patients  (12  lesions 
were  in  reach  of  the  examining  finger) , proc- 
toscopic examination  in  21  patients,  and  bari- 
um enema  in  10  patients.  The  commonest 
symptom  presenting  in  this  group  of  patients 
was  rectal  bleeding;  15  patients  had  this 
symptom.  Vague  abdominal  pain  was  mani- 
fest in  12,  diarrhea  in  7,  constipation  in  7, 


Table  3. — Multiple  Villous  Ttimors. 

Number  % 


Patients  with  1 villous  tumor  23 

Patients  with  2 villous  tumors  10 

Patients  with  3 villous  tumors  1 

Patients  with  6 villous  tumors  1 

Patients  with  1 villous  tumor  and 

1 adenomatous  polyp  2 

Patients  with  1 villous  tumor  and 

and  2 adenomatous  polyps  1 

Patients  with  1 or  more  villous  tumors 
and  3 or  more  adenomatous  polyps  2 
Patients  with  1 or  more  villous  tumors 
and  an  invasive  adenocarcinoma  of 
unknown  origin  3 

Total  patients  with  multiple  lesions 

of  colon  14 


65.7 

28.7 
2.8 
2.8 


Table  4. — Age  of  Patients  with  Villous  Tumors. 
Age  No.  of  Patients 


30-40  1 

40-50  4 

50-60  15 

60-70  7 

70-80  6 

80-82  2 


Total  35 

Mean  age:  59.3  years  Range:  35-82  years 
Mean  age,  patients  with  benign  villous 

tumors  58.5  years 

Mean  age,  patients  with  villous  tumors 

showing  atypia  or  carcinoma  in  situ  59.3  years 

•Mean  age,  patients  with  invasive  malig- 
nant villous  tumors  60.1  years 


T.able  5. — Location. 


Location 

Total  Villous 
Tumors 

Malignant  Invasive 
Villous  Tumors 

Anal  verge  to  10 

cm.  1 2 

1 

10  cm.  to  20  cm. 

27 

7 

20  cm.  to  25  cm. 

2 

Sigmoid  above  25 

cm.  4 

1 

Left  colon 

2 

1 

Splenic  flexure 

1 

Transverse  colon 

1 

Cecum 

1 

and  tenesmus  in  3.  Six  were  detected  during 
routine  physical  examination.  Excessive  mu- 
cus in  the  stool  was  present  in  2 patients, 
and  1 patient  presented  with  obstruction. 
Electrolyte  imbalance  was  not  observed. 

The  locations  of  the  villous  tumors  of  the 
large  bowel  are  presented  in  Table  5. 


Size  and  Shape 

The  benign  villous  tumors  ranged  from 
0.5  cm.  to  8 cm.  in  maximum  dimension  (Fig. 
5).  The  villous  tumors  showing  atypical 
changes,  or  carcinoma  in  situ,  ranged  from 
1.3  to  11  cm.,  and  the  malignant  tumors 
ranged  from  2 cm.  to  8 cm.  in  maximum 
dimension. 

Of  the  50  villous  tumors,  15  were  described 
as  lying  on  a stalk  (pedunculated).  Of  the 
tumors  on  a stalk,  6 were  benign,  4 were 


Total 


50 


10 


Fig.  5.  A benign  villous  adenoma  protruding  from  the  rec- 
tum of  a 78-year-old  woman  was  excised  transrectally. 
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carcinoma  in  situ  or  had  atypical  changes, 
and  5 were  malignant  (Fig.  6). 

Management 

One  patient  had  an  abdominal-perineal  re- 
section for  a benign  villous  adenoma.  Three 
patients  had  abdominal-perineal  resections 
for  villous  tumors  with  atypia,  carcinoma  in 
situ,  and  invasive  carcinoma.  Sixteen  pa- 
tients had  bowel  and  mesentery  resections. 
In  four  patients,  an  abdominal  transcolonic 
polypectomy  was  performed.  In  eight  pa- 
tients, the  tumor  was  removed  through  the 
rectum.  In  the  remaining  patients,  the  le- 
sions were  removed  through  the  proctoscope. 
Of  interest  are  two  patients  who  had  inade- 
quate local  removal  and  fulguration  of  the 
base  of  villous  tumors.  Each  of  these  tumors 


Fig.  6.  A villous  tumor  on  a stalk,  showing  carcinoma  in- 
vasive in  the  stalk,  in  a 51 -year-old  man.  Subsequent  sig- 
moid resection  was  performed. 


was  2 cm.  in  diameter.  An  anterior  resection 
was  performed  in  one  patient  a month  later ; 
no  tumor  was  found.  In  the  other  patient 
no  trace  of  the  tumor  could  be  found  two 
weeks  after  the  initial  surgery.  It  is  sug- 
gested that  infection  and  infarction  at  the 
site  of  removal  played  some  part  in  the  ulti- 
mate disappearance  of  the  lesion. 

Recurrences 

Invasive  carcinoma  developed  at  the  site 
of  prior  removal  of  four  villous  tumors.  In 
two  of  these  patients,  the  original  villous 
tumor  showed  atypical  changes.  These  le- 
sions were  removed  through  the  proctoscope 
and  recurred  at  5 and  12  months.  In  one 
patient,  the  original  villous  tumor  showed 
carcinoma  in  situ.  The  lesion  was  removed 
by  abdominal-transcolonic  resection  and  re- 
curred in  the  12th  month.  In  one  patient, 
the  original  lesion  was  a benign  papillary 
adenoma.  It  was  removed  through  the  rec- 
tum and  recurred  after  four  years. 

Follow-Up 

The  follow-up  period  for  these  patients  is 
less  than  three  years  in  most  instances.  Three 
patients  are  dead;  one  died  from  carcinoma 
arising  in  a villous  adenoma,  one  from  a 
carcinoma  arising  as  an  independent  cancer, 
and  one  from  pulmonary  complications  fol- 
lowing the  removal  of  a villous  tumor  with 
carcinoma  in  situ.  All  of  the  remaining  pa- 
tients are  alive  from  one  to  four  years  fol- 
lowing the  last  surgical  procedure. 

Comment 

This  series  of  villous  tumors  of  the  colon 
is  at  variance  in  several  important  regards 
from  most  of  those  reported  in  the  literature. 
The  multiplicity  of  villous  tumors  occurring 
in  a single  individual  is  higher  than  that  re- 
ported in  any  other  series.  The  age  span  is 
similar,  but  the  mean  age  is  considerably 
lower  than  in  most  other  reported  series.  An 
unusual  preponderance  of  pedunculated  or 
stalk  tumors  is  reported. 

In  these  villous  adenomas,  we  have  ob- 
served transition  from  the  more  benign  areas 
to  atypical  changes,  to  carcinoma  in  situ,  to 
invasive  cancer.  It  may  be  argued  that  these 
observations  do  not  prove  that  villous  tumors 
of  the  colon  undergo  malignant  transforma- 
tion. But,  when  all  factors  are  considered, 
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it  can  certainly  be  said  that  these  tumors 
like  to  keep  the  company  of  carcinomas. 

It  has  been  noted  by  many  authors  that 
the  diagnosis  given  on  biopsy  of  a small  por- 
tion of  any  tumor  may  be  at  variance  from 
that  obtained  by  examination  of  the  whole 
lesion.  This  is  true  in  this  series. 

We  concur  that  palpation,  direct  visualiza- 
tion, and  roentgenographic  examination  are 
very  important  in  localization  of  sessile  or 
polypoid  tumors  of  the  large  bowel.  But  in 
this  series,  the  examiners  were  not  able  to 
distinguish  polypoid  villous  adenoma  from 
adenomatous  polyp  or  polypoid  cancer.  It  is 
therefore  necessaiy  that  complete  removal 
of  all  lesions  be  accomplished.  An  exact  and 
careful  pathologic  examination  should  then 
be  performed  to  establish  the  true  nature  of 
the  lesion.  It  is  the  opinion  of  these  authors 
that  villous  adenomas  should  be  considered 
premalignant  lesions  and  treated  to  achieve 
complete  eradication. 

Summary 

In  the  past  few  years,  doubt  has  been  cast 
on  the  time-honored  thesis  that  adenomatous 
polyps  of  the  colon  are  premalignant  lesions. 
This  concept  has  been  extended  and  over- 
simplified by  some  to  include  “lesions  on  a 
stalk.”  Various  authors  have  suggested  a 
less  aggressive  approach  to  the  management 
of  villous  adenomas. 

Presented  here  are  surgical  and  pathologi- 
cal aspects  of  a series  of  35  patients  with 
villous  tumors  of  the  colon  (including  the 
rectum).  These  35  patients  had  50  villous 
tumors;  50  percent  were  benign,  30  percent 
showed  atypia  or  carcinoma  in  situ,  and  20 
percent  were  malignant.  An  additional  11 
adenomatous  polyps  and  3 adenocarcinomas 
of  undetermined  origin  were  encountered  in 
this  group  of  patients,  for  a total  of  64  neo- 
plastic lesions. 


The  following  aspects  have  been  stressed ; 

1.  Villous  tumors  were  often  multiple,  34 
percent  in  this  series. 

2.  Villous  tumors  frequently  occurred  on  a 
stalk  or  pedicle,  30  percent  in  this  series. 

3.  Progression  was  obsen^ed  in  villous  (pap- 
illary) tumors  from  benign  areas  to  atypical 
changes,  to  carcinoma  in  situ,  and  to  invasive 
carcinoma.  In  one  patient,  metastases  were 
found  in  regional  lymph  nodes. 

4.  From  the  practical  point  of  view  of 
therapy,  there  is  no  way  to  determine  by 
sigmoidoscopic  examination,  by  rectal  exami- 
nation, by  barium  enema,  or  by  direct  obser- 
vation of  a lesion  in  an  individual  of  either 
sex  and  at  any  age,  whether  that  lesion  is  a 
primarily  occurring  carcinoma  of  the  colon, 
an  adenomatous  polyp,  a mixed  polyp,  a vil- 
lous tumor,  or  a carcinoma  of  one  of  these 
types. 
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Echoencephalography: 
A Clinical  Appraisal 


M.  C.  OVERTON,  III,  M.D.,  JOHN  E.  COE,  M.D.,  and  S.  R.  SNODGRASS,  M.D. 


Echoencephalography  is  a diagnostic  aid  in 
studying  patients  with  neurological  symp- 
toms; it  accurately  shows  the  position  of 
midline  structures  of  the  brain.  The  proce- 
dure takes  little  time,  and  is  completely 
without  danger  to  the  patient. 

I 1 FOLLOWING  THE  demonstration 

CLINICAL  MEDICINE  of  the  value  of  ultrasound  for  mili- 
tary purposes  (Sonar),  its  useful- 
ness in  industrial  and  biological 
problems  was  investigated.  The  production 
of  lesions  in  the  nervous  system  by  ultra- 
sonic pulsations  has  been  reported  by  numer- 
ous authors.  Results  of  scanning  various 
areas  of  the  body  by  ultrasonic  pulsations 
for  diagnostic  purposes  have  been  promising ; 
until  recently  the  cranial  bones  have  greatly 
limited  the  usefulness  of  ultrasound  in  the 
diagnosis  of  intracranial  lesions.  While  tech- 
niques and  instrumentation  are  evolving  ra- 
pidly in  this  field,  at  present  the  basic  pro- 
cedure (A-scan)  is  to  determine  whether  or 
not  there  has  been  a lateral  displacement  of 
the  midline  structures  of  the  brain  and,  if 
so,  to  measure  the  direction  and  amount  of 
this  shift.  Direct  echoes  from  the  ventricu- 
lar walls,  some  tumors,  and  hematomas  may 
also  at  times  be  recorded.  The  term  “echo- 
encephalography” is  commonly  used  to  desig- 
nate the  use  of  ultrasound  in  the  diagnosis 
of  intracranial  lesions. 

Development 

LekselTs  report,^  the  first  describing  an  ef- 
fective method  of  utilizing  ultrasonic  waves 

Presented  at  the  Texas  Neuropsychiatric  Associa- 
tion meeting,  San  Antonio,  May  2,  1965.  This  work 
was  supported  in  part  by  the  Mary  Katherine  Peter- 
son Foundation,  Houston. 


to  visualize  the  midline  structures  of  the 
brain,  appeared  in  1955.  By  1963,  Ford  and 
Ambrose-  and  other  European  authors^''^  had 
established  the  accuracy  and  reliability  of  ul- 
trasonic diagnosis.  More  recently,  reports  of 
clinical  experience  by  American  workers®'^^ 
have  appeared,  although  efforts  to  define  the 
use  of  ultrasound  in  neurological  diagnosis 
was  begun  earlier  in  this  country  by  French^®'^® 
and  Ballantine^'^'^®  and  their  associates. 

In  unconscious  patients,  especially  those 
who  have  a head  injury  and  show  no  focal 
neurological  signs,  the  position  of  the  mid- 
line structures  of  the  brain  provides  impor- 
tant information  to  the  clinician  who  must 
decide  whether  to  proceed  immediately  with 
angiography  or  other  contrast  studies,  or  to 
observe  the  patient  for  a period  of  time. 
Since  angiography,  pneumoencephalography, 
and  craniotomy  are  associated  with  definite 
risks,  patients  lacking  mass  lesions  should, 
insofar  as  possible,  be  separated  from  those 
for  whom  contrast  studies  and  operation  may 
be  indicated.  A significant  midline  shift,  in- 
dicating as  it  does  a space-occupying  lesion, 
strongly  urges  definitive  treatment  without 
delay.  Occasionally  this  information  may  be 
gained  by  demonstration  of  a shifted  pineal 
gland  in  x-rays,  although  frequently  the 
pineal  cannot  be  recognized  unequivocally,  or 
the  quality  of  the  x-rays  obtained  under 
emergency  conditions  is  too  poor  for  reliable 
interpretation. 

Principles 

While  the  intracranial  structures  have  sim- 
ilar densities,  their  acoustical  impedances 
vary  significantly.  When  a transmitted  ultra- 
sonic pulsation  strikes  an  interface  with  a 
different  acoustical  impedance,  reflection  of  a 
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portion  of  the  pulsation  occurs  while  the  re- 
maining unreflected  ultrasonic  energy  con- 
tinues forward  and  may  reflect  from  other 
interfaces.  As  most  of  the  transmitted  ultra- 
sound is  dispersed  and  reflected  before  it 
penetrates  the  skull,  reliable  intracranial  de- 
terminations are  obtained  only  when  the 
source  of  the  ultrasonic  pulsation  is  perpen- 
dicular to  the  two  walls  of  the  cranium.  The 
ultrasonic  instrument  used  in  this  study 
(Fig.  1)  is  designed  for  use  exclusively  in 
medical  diagnosis.  It  generates  low-intensity, 
high-frequency  pulsed  sound  vibrations  in 
response  to  an  alternating  current.  Between 
ultrasonic  emissions,  the  transducer  contain- 
ing a piezoelectric  crystal  receives  returning 
echoes  or  pulsations  of  ultrasonic  energy  and 
again  converts  them  into  electric  current.  As 
the  speed  of  ultrasound  has  been  established 
in  brain  tissue,  distances  from  reflecting  in- 
terfaces may  be  accurately  measured  on  an 
oscilloscopic  tracing. 

Although  ultrasound  has  been  used  to 
make  lesions  in  the  central  nervous  sys- 
tem,ultrasonic  energy  used  for  this  pur- 
pose must  be  continuous  and  exceed  1 w.  per 
sq.  cm.  Ultrasound  as  used  for  echoencephal- 
ography  is  discontinuous  or  pulsed,  is  not 
focused,  and  the  calculated  power  before 


Fig.  1.  A right-to-left  echogram  is  being  obtained.  Note 
the  position  of  the  transducer  above  the  ear  perpendicular 
to  the  temporal  bone.  The  operator  is  holding  the  shutter 
bulb  of  the  Polaroid  camera  in  his  other  hand. 


penetrating  the  skull  is  less  than  1 milliwatt 
per  sq.  cm. ; this  provides  a substantial  mar- 
gin of  safety. 

Various  authors  have  considered  virtuallj^ 
every  structure  in  the  midline  as  being  re- 
sponsible for  the  characteristic  midline  echo. 
Although  several  structures  may  contribute 
to  the  midline  deflection,  those  most  likely 
responsible  are  the  septum  pellucidum  and 
the  walls  of  the  third  ventricle.  Regardless 
of  the  origin  of  the  echo,  its  position  is  re- 
liable and  is  less  than  3 mm.  (2  mm.  in  chil- 
dren) from  the  exact  center  of  the  skull  in 
95  percent  of  normal  individuals ; this  agrees 
with  the  normal  limits  for  deviation  of  the 
pineal  body  in  x-rays  or  the  internal  cerebral 
vein  on  angiograms. 

Technique 


The  transducer  must  be  coupled  to  the 
skin  with  a medium  eliminating  air,  as  an 


Fig.  2.  Typical  normal  midline  reflections,  probably  from 
the  septum  pellucidum  and/or  one  or  both  wolls  of  the 
third  ventricle,  are  shown. 
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air  interface  will  reflect  or  refract  nearly  all 
of  the  ultrasonic  energy.  Water  provides  a 
satisfactory  medium  and  when  the  skin  and 
hair  have  been  dampened,  the  transducer  is 
applied  and  positioned  so  that  an  interpreta- 
ble complex  of  reflections  occurs.  The  most 
prominent  reflection  is  produced  by  the  near 
surface  of  the  skull  and  another  corresponds 
to  the  far  wall  of  the  skull,  while  the  midline 
reflection  is  demonstrated  between  them.  Il- 
lustrations of  the  normal  midline  complex 
are  shown  in  Fig.  2.  With  the  image  upright 
on  the  oscilloscope,  the  transducer  is  placed 
on  the  right  side  of  the  patient’s  head  for  a 
right-to-left  echogram  and  the  tracing  is 
photographed  with  an  attached  Polaroid 
camera.  The  image  is  then  inverted  and  the 
transducer  applied  to  the  opposite  side  of 
the  skull  for  a left-to-right  echogram  with 
the  image  photographed  on  the  same  film 
frame ; the  position  of  the  midline  structures 
from  both  sides  of  the  head  may  then  be  meas- 
ured. Having  records  made  from  each  side, 
which  demonstrates  the  far  wall  complex, 
verifies  whether  the  transducer  has  been 
placed,  as  is  necessary,  in  the  same  horizon- 
tal plane  for  both  records.  While  taking  an 
echoencephalogram,  many  transitory  echoes 
are  seen  but  their  transient  nature  distin- 
guishes them  from  the  midline  echo,  which 
is  relatively  constant  and  does  not  wax  and 
wane  with  minor  movements  of  the  trans- 
ducer. The  most  important  factor  in  secur- 
ing and  interpreting  a valid  echoencephalo- 


gram is  the  technician’s  experience  in  re- 
spect to  these  reflections  which  may  appear 
with  or  without  the  true  midline.  'The  echo- 
gram,  when  completed,  is  mounted  on  a brief 
summary  of  the  patient’s  record  and  it  is 
added  to  his  hospital  chart  (Fig.  3). 

Results 

During  eight  months  at  the  University  of 
Texas  Medical  Branch,  the  Neurosurgery 
Department  staff  used  this  instrument  in  the 
study  of  approximately  500  patients.  Many 
of  the  echoencephalograms  subsequently  were 
compared  with  angiograms,  pneumograms, 
and  radioisotope  brain  scans. 

It  is  important  to  realize  that  the  midline 
structures  are  being  measured  only  in  the 
diencephalic  area  (areas  of  the  third  ventri- 
cle). If  the  diencephalic  portion  of  the  in- 
tracranial midline  is  not  shifted  by  a large 
frontal  or  occipital  mass  lesion,  the  echoen- 
cephalogram will  be  normal.  Fig.  4 illustrates 
this  point  and  demonstrates  the  small  amount 
of  shift  of  the  midline  indicated  on  the  echo- 
gram  in  contrast  to  the  greater  shift  of  the 
anterior  cerebral  vessels  in  a patient  harbor- 
ing a large  frontal  parasaggital  meningioma. 
Bilateral  subdural  hematomas  may  not  dis- 
place the  midline  structures  and  at  times  a 
tumor  mass  may  displace  or  distort  the  di- 
encephalic area  to  the  extent  that  the  ultra- 
sound cannot  be  reflected  back  to  the  trans- 
ducer. Occasionally  the  ultrasonic  energy 


Fig.  3.  The  echoencephalog- 
raphy  report  is  added  to  the 
patient's  chart. 
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may  be  completely  absorbed  so  that  a far 
wall  echo  may  not  be  obtained;  this  usually 
indicates  a pathologic  lesion. 

Serious  injuries  and  other  pathologic 
changes  in  the  central  nervous  system  may, 
of  course,  exist  without  shift  of  the  midline 
structures.  For  example.  Fig.  5 illustrates 
the  normal  midline  position  of  the  vessels  in 
a carotid  arteriogram,  the  normal  echogram, 
and  the  midline  position  of  the  dilated  third 
ventricle  in  a patient  who  had  a glioblastoma 
multiforme  in  the  wall  of  the  anterior  por- 
tion of  the  left  lateral  ventricle.  The  dilata- 
tion of  the  third  ventricle  is  evidenced  by 
the  broad  spacing  of  the  reflections  from  the 
walls  of  the  third  ventricle  in  the  lowest 
tracing.  This  increased  ventricular  width 


Fig.  4.  A huge  frontal  porasoggital  meningioma  caused  a 
great  shift  of  the  anterior  cerebral  vessels,  but  the  echogram 
indicates  only  5 mm.  of  shift  in  the  diencephalic  area. 

Fig.  5.  a.  Carotid  arteriogram  shows  no  displacement  of  the 
anterior  cerebral  vessels;  the  echogram  indicates  normal 
midline  positions. 

b.  The  ventriculogram  illustrates  the  glioblastoma  in  the  left 
lateral  ventricle.  The  third  ventricle  is  midline  but  is  di- 
lated. This  is  indicated  by  the  increased  width  of  the  third 
ventricle  echoes  in  the  echogram  tracing. 
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was  caused  by  communicating  hydrocephalus 
secondary  to  greatly  increased  cerebrospinal 
fluid  pressure. 

Four  examples  of  shift  of  the  midline 
structures  caused  by  pathologic  conditions 
are  seen  in  Figs.  6-9. 

Fig.  6 illustrates  a 10  mm.  shift  of  the 
midline  toward  the  right,  caused  by  cerebral 
edema  secondary  to  a subarachnoid  hemor- 
rhage associated  with  probable  cerebral  in- 
farction and  possible  intracerebral  hema- 
toma. Note  the  aneurysm  of  the  left  middle 
cerebral  artery.  Fig.  7 illustrates  a 4 mm. 
shift  of  the  midline  produced  by  a right  sub- 
dural hematoma  following  a head  injury. 
Echo  from  the  subdural  hematoma  is  seen  at 
the  arrow.  The  upper  echogram  in  Fig.  8 
shows  a 15  mm.  shift  of  the  midline  toward 
the  right  secondary  to  displacement  of  the 
diencephalic  midline  in  a case  of  recurrent 
astrocytoma  of  the  left  frontoparietal  area. 
The  lower  echogram  illustrates  reflection 
through  the  tumor  mass.  The  angiogram  of 
this  patient  has  been  superimposed  on  the 
mercury  197  brain  scan  for  clarity.  The  ven- 
triculogram in  Fig.  9 is  from  a patient  with 


Fig.  6.  A 10  mm.  shift  of  the  midline  to  the  right,  secondary 
to  brain  edema  and  probable  intracerebral  hemorrhage,  is 
seen.  A middle  cerebral  artery  aneurysm  is  indicated  by  the 
arrow. 


obstructive  hydrocephalus  causing  loss  of 
nearly  all  cerebral  mantle  and  grossly  dilated 
midline  third  and  lateral  ventricles.  The  mid- 
line echoes  are  not  displaced;  small  arrows 
indicate  the  large  third  ventricle.  The  larger 
arrows  point  to  echo  deflections  from  the 
outer  lateral  ventricular  walls  indicating  a 
severe  degree  of  dilatation  and  little  cerebral 
mantle. 

Only  one  instance  of  a false  negative  echo- 
encephalogram  has  been  observed  in  our 
series.  This  was  in  a patient  with  a small 
right  temporal  subdural  hematoma.  Review 
of  the  echogram  showed  that  interpretation 
of  midline  shift  in  increments  of  2 mm.  could 
have  been  regarded  as  either  3 mm.,  which 
is  within  the  realm  of  normal,  or  4 mm., 
which  is  the  lower  range  of  pathologic  shift. 
In  this  tracing,  made  early  in  our  experi- 
ence, the  additional  millimeter  was  errone- 
ously attributed  to  the  normal. 


Fig.  7.  A 4 mm.  diencephalic  shift  to  the  left  and  corre- 
sponding shift  of  the  internal  cerebral  vein  in  late  venous 
phase  angiogram  (arrows)  is  shown.  The  causative  right 
subdural  hematoma  can  be  seen  beneath  the  inner  table  of 
the  skull. 
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Discussion 

In  most  reported  series,  the  overall  accu- 
racy of  echoencephalography  for  determin- 
ing midline  shifts  has  been  between  90  and 
95  percent.  It  is  reassuring  to  recognize  that 
the  diencephalic  midline,  which  by  present 
techniques  is  the  only  portion  which  can  be 
consistently  recognized,  is  the  most  impor- 
tant physiologic  area  in  patients  with  severe 
brain  injury.  A shift  of  this  area  indicates 
an  immediate  danger  to  the  patient,  whereas 
a shift  of  either  the  anterior  or  posterior 
compartments  is  comparatively  less  critical. 

Summary 

The  echoencephalogram  reliably  demon- 
strates the  position  of  the  midline  structures 


Fig.  8.  The  15  mm.  shift  of  the  diencephalic  midline  is 
caused  by  a recurrent  astrocytoma.  Reflections  thought  to 
be  from  the  tumor  are  present  in  the  lower  tracing.  A mer- 
cury 197  brain  scan  has  been  superimposed  on  the  angiogram. 


of  the  brain.  When  facilities  and  trained  per- 
sonnel are  immediately  available,  the  study  is 
a valuable  adjunct  in  the  study  of  patients 
with  neurological  signs  and  symptoms.  It 
requires  only  a few  minutes,  is  completely 
without  danger,  and  is  especially  useful  in 
unconscious  patients  who  have  sustained  se- 
vere head  injuries.  Patients  suspected  of 
having  space-occupying  lesions  at  the  frontal 
or  occipital  poles  or  bilateral  subdural  hema- 
tomas should  have  additional  studies  made. 
With  the  development  of  further  techniques 
and  refinement  of  instrumentation,  the  ultra- 
sonic diagnosis  of  intracranial  lesions  offers 
great  promise  because  of  its  harmless  nature. 
It  is  possible  that  this  method  of  diagnosis 
may  in  time  largely  replace  cerebral  angiog- 
raphy and  pneumography. 
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Legislation  Needed  on  Lab  Animals 

Laws  to  save  unclaimed  animals  from  pound  gas  chambers  so 
they  can  serve  in  tests  of  new  drugs,  operations,  and  other  medical 
procedures  long  have  been  opposed  by  groups  of  antivivisectionists. 

Some  humane  societies  have  braved  the  opposition  of  the  anti- 
vivisectionists and  provided  animals  for  study  that  otherwise  would 
have  been  killed  uselessly.  As  a result,  these  societies  have  sometimes 
been  sued  and  even  made  the  target  for  punitive  legislation.  Some 
of  the  humane  societies  that  tried  to  help  advance  public  health  lost 
large  bequests  from  wealthy  animal  lovers  who  were  misled  by  anti- 
vivisectionist  propaganda. 

The  point  is  that  the  antivivisectionists  have  made  it  difficult 
to  provide  proper,  humane  and  legally  supervised  sources  of  animals 
for  laboratories.  Wherever  there  is  a black  or  gray  market  in  animals 
for  research,  the  antivivisectionists  have  been  the  chief  architects 
of  the  shameful  situation. 

The  scientific  community  is  not  guiltless,  claims  the  National 
Society  for  Medical  Research.  They  say  after  discouraging  legislative 
defeats  by  strange  groups,  scientific  leaders  have  sometimes  taken  the 
cynical  view  that  it  is  better  to  take  the  path  of  least  resistance.  They 
thought  it  better  to  buy  animals,  asking  no  questions,  than  try  to  deal 
with  the  seemingly  irrational,  irresponsible  and  possibly  dishonest 
legislative  apparatus. 

Lifesaving  research,  testing,  and  teaching  has  gone  on  in  those 
places,  but  resting  upon  an  undependable  industry — the  dealers  in 
dogs  and  cats  for  laboratory  use. 

Fortunately  many  states  and  more  than  30  communities  (includ- 
ing most  of  the,  major  medical  centers)  have  adopted  laws  that 
protect  pet  owners  and  guarantee  a proper,  adequate  supply  of 
animals  for  study.  Every  state  should  have  such  a law. 
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Tuberculous  Enterocolitis 


CASE  REPORTS 


A 48-YEAR-OLD  Air  Force  major  and 
college  student  was  admitted  to  the  hos- 

pital  in  May,  1964,  because  of  persistent 

temperature  elevations  ranging  up  to  101 
and  102  F.,  along  with  an  uncomfortable 
feeling  in  the  entire  lower  abdomen.  In  addition,  he 
had  a definite  change  in  bowel  habits;  he  had  loose 
movements  alternating  with  constipation.  There  was 
no  diarrhea.  His  energy  reserve  had  dropped  appre- 
ciably, his  appetite  decreased,  and  he  lost  5 pounds. 
There  was  associated  tenesmus,  but  no  blood  or  un- 
usual nature  to  the  bowel  movements.  He  had  both 
malaria  and  amebic  dysentery  in  1943.  He  had  re- 
cently returned  from  Morocco,  and  prior  to  hospital- 
ization his  stool  had  been  checked  repeatedly  for 
amoeba,  but  none  had  been  found. 

Physical  examination  at  the  time  of  admission  re- 
vealed no  significant  abnormalities  other  than  that 
the  man  appeared  to  be  chronically  ill,  and  had  a 
somewhat  tender  doughy  area  in  the  lower  right 
side  of  the  abdomen. 

Laboratory  studies  showed  the  following  values: 
white  blood  cell  count  (WBC)  7,000  to  14,000;  hemo- 
globin, 11  to  8 gm.  per  100  ml.;  corrected  sedimenta- 
tion rate,  34  mm.;  blood  urea  nitrogen,  9.5  mg.  per 
100  ml. ; fasting  blood  sugar,  85  mg.  per  100  ml.  Cepha- 
lin  flocculation,  thymol  turbidity  and  bilirubin  values 
were  within  normal  limits.  Serum  protein  electro- 
phoresis showed  a moderate  decrease  in  albumin. 
Results  of  agglutination  tests  were  normal.  Urinal- 
ysis showed  normal  values.  A malaria  smear  was 
negative.  Routine  cultures  of  the  stool,  blood,  and 
urine  revealed  normal  findings.  Bone  marrow  ex- 
amination showed  some  neutrophilic  leukocytosis 
and  moderate  thrombocytosis,  thought  to  be  a result 
of  infection. 

Roentgenograms  of  the  chest,  lumbar  and  dorsal 
spine,  and  stomach  and  gallbladder  showed  no  ab- 
normalities. Just  prior  to  surgery,  examination  re- 
vealed that  the  terminal  small  bowel  mucosa  was 
thickened  and  distorted  (Fig.  1).  Distortion  of  the 
cecal  tip  was  evident,  but  it  was  not  apparent 
whether  the  cause  was  intrinsic  or  extrinsic.  Proc- 
toscopic examination  was  noncontributory. 

When  no  lesions  are  found  in  the  lungs,  the  inci- 
dence of  enteric  tuberculosis  shown  by  x-ray  exami- 
nation is  said  to  be  near  1 percent.i  X-ray  changes 
seen  in  the  ileocecal  area  include  spasm  as  the  earli- 
est sign.2  Mucosal  markings  can  become  irregular, 
fixed,  or  absent  in  later  phases.  Ulcerations  are 
sometimes  apparent.  Failure  of  the  cecum  to  fill, 
when  the  ascending  colon  and  terminal  small  bowel 
are  filled,  is  a reported  finding  (Fig.  2).  The  lat- 


ter was  not  properly  appreciated  in  this  patient  at 
the  time  of  the  initial  colon  examination. 

On  May  25,  1964,  because  of  the  changes  in  the 
bowel,  palpable  mass,  and  fever  and  weight  loss,  an 
abdominal  exploratory  operation  was  done.  A right 
hemicolectomy  with  resection  of  the  terminal  ileum 
and  an  end-to-end  ileotransverse  colostomy  was  done; 
there  were  no  complications.  Grossly,  there  ap- 
peared to  be  a granulomatous  lesion  involving  the 
distal  6 in.  of  terminal  ileum  and  adjacent  cecum 
and  appendix.  The  serosal  surface  of  the  cecum  and 
terminal  ileum  was  studded  with  nodules  which  re- 
sembled tubercles.  There  was  hypertrophy  and  mat- 
ting of  the  mesenteric  nodes  along  the  superior 
mesenteric  vessels.  There  was  no  evidence  of  liver 
or  other  organ  involvement. 

The  terminal  20  cm.  of  ileum,  appendix,  cecum, 
and  ascending  colon  were  removed.  The  distal  6 cm. 
of  the  ileum,  cecum,  and  proximal  ascending  colon 
had  a narrowed  lumen  with  concomitant  thickening 
of  the  bowel  wall.  The  serosa  was  covered  with 
small  granular  zones  of  white  material.  The  entire 
thickness  of  the  muscularis  appeared  to  be  replaced 
by  gray-white  granular  tissue.  The  mucosa  was 
granular  and  eroded.  The  appendix  was  enlarged. 


Fig.  1.  Spot  film  shows  distortion  of  mucosa  of  distal 
ileum.  The  cecal  tip  is  distorted. 
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A case  of  tuberculous  enterocolitis  is  report- 
ed. Although  the  condition  is  uncommon,  it 
should  be  considered  in  the  differential  diag- 
nosis of  gastrointestinal  lesions. 


but  the  mucosa  appeared  intact.  The  regional  lymph 
nodes  were  enlarged  to  2 cm.  and  were  gray-white 
and  firm. 

Examination  of  the  microsections  revealed  exten- 
sive denudation  of  the  mucosa  of  the  thickened 
areas  of  the  bowel  and  appendix.  Throughout  the 
muscular  walls  of  the  appendix,  ileum,  and  cecum 
there  were  numerous  granulomas,  both  caseous  and 
noncaseous,  having  multinucleated  giant  cells,  epi- 
theloid  cells,  and  peripheral  fibrosis  (Figs.  3 and  4). 
Ziehl-Neelsen  stains  revealed  innumerable  slender, 
beaded,  acid-fast  bacilli  in  the  areas  of  caseous  ma- 
terial. These  were  morphologically  consistent  with 
Mycobacterium  tuberculosis. 

A daily  regimen  of  300  mg.  isoniazid,  1 gm.  strep- 
tomycin, and  12  gm.  p-aminosalicylic  acid  was  pre- 
scribed. 

His  course  was  somewhat  prolonged  with  con- 
tinued spike  of  temperature  for  several  weeks,  but 
by  August,  1964  the  patient  was  again  attending 
classes.  His  daily  regimen  is  maintained  with  the 


Fig.  2.  Spot  film  of  cecum  shows  filling  of  the  terminal 
ileum,  but  no  filling  of  the  appendix. 


T.  T.  WALTON,  JR.,  M.D. 

E.  A.  ELMENDORF,  M.D. 

S.  W.  KOWIERSCHKE,  M.D. 


exception  of  the  streptomycin  which  has  been  cut 
to  0.5  gm.  twice  weekly. 

Discussion 

Although  tuberculosis  of  the  gastrointesti- 
nal tract  is  uncommon,  it  requires  considera- 
tion in  the  differential  diagnosis  of  many 
gastrointestinal  lesions  as  it  may  simulate 
nontuberculous  inflammatory  processes  or 
neoplasms.  Although  there  is  a high  inci- 


Fig.  3.  Submucosal  granulomas. 


Vo/wmo  67,  NOVEMBER,  7965 


831 


TUBERCULOUS  ENTEROCOLITIS— Wo/ton,  et  al.— continued 


dence  of  combined  pulmonary  and  intestinal 
involvement,  only  a small  percentage  of  pa- 
tients develop  clinical  symptoms  or  signs  of 
gastrointestinal  disease.  By  contrast,  ali- 
mentary tuberculosis  in  the  absence  of  pul- 
monary involvement  is  rare,  with  only  25 
proved  cases  in  the  period  of  1940-1959.^ 

Crohn  and  Yarnis,  in  evaluating  primary 
versus  secondary  gastrointestinal  tuberculo- 
sis, concluded  that  primary  tuberculous  en- 
teritis must  be  rare,  and  gave  as  a main  rea- 
son the  widespread  practice  of  pasteuriza- 
tion of  milk.^ 

The  ileocecal  area  is  the  most  common  site 
of  tuberculous  enteritis  with  the  ascending 
colon,  jejunum,  appendix,  duodenum,  stom- 
ach, sigmoid  colon,  and  rectum  following  in 
that  order ; 85  to  90  percent  of  the  cases  will 
involve  the  cecum.  The  symptoms,  in  the 
order  of  greatest  frequency,  are  postprandial 
abdominal  pain,  nausea,  vomiting,  diarrhea, 
constipation,  weight  loss,  and  fever.  It  is 
noteworthy  that  the  white  blood  cell  count 
frequently  is  not  elevated  even  in  the  pres- 
ence of  an  acute  abdominal  infection.  There 
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Fig.  4.  Typical  giant  cell. 


is  usually  a mild  anemia  and  increased  sedi- 
mentation rate. 

This  patient  had  none  of  the  rare  compli- 
cations of  tuberculous  enteritis,  such  as  hem- 
orrhage, perforation,  obstruction,  or  fistulae 
foimiation.® 

Three  morphologic  forms  of  intestinal  tu- 
berculosis have  been  described:  ulcerative, 
hypertrophic,  and  a combination  of  the  two, 
called  ulcerohypertrophic. 

The  ulcerative  form  is  usually  associated 
with  active  pulmonary  lesions,  while  patients 
with  the  hypertrophic  type  rarely  show  ex- 
traintestinal  infection.  Tuberculous  ulcers 
usually  lie  with  the  long  axis  perpendicular 
to  that  of  the  intestine  and  vary  from  1 to 
3 cm.  Small  yellowish-white  tubercles  lying 
in  the  subserosa  are  the  most  characteristic 
gross  feature. 

Hoon  and  associates  have  stressed  the  sim- 
ilarities of  the  gross  pathologic  lesions  in 
tuberculous  enterocolitis,  regional  ileitis,  and 
noncaseous  nontuberculated  enterocolitis.® 

In  a series  of  24  cases  of  intestinal  tuber- 
culosis, there  was  only  1 with  isolated  in- 
testinal involvement,  attesting  to  the  rarity 
of  the  condition.  All  patients  were  treated 
with  streptomycin  alone  in  doses  of  1-2  gm. 
per  day  for  up  to  three  months.  Three  of 
them  were  also  given  p-aminosalicylic  acid. 
It  was  thought  that  streptomycin  alone 
sometimes  stopped  the  diarrhea  in  three  or 
four  days  with  a resultant  increase  in  weight 
within  two  or  three  weeks. 
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impaired  peripheral  circulation,  geriliquid 
increases  the  ability  to  walk  farther  with 
less  pain.  Patients  particularly  like  the  pal- 
atable, sherry  wine  base. 
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Anatomy  of 
Low  Back  Pain  #1 


The  human  spine  is  not  engineereifor 
prolonged  sitting  at  desks,  pianos,  pe- 
writers  and  drafting  boards.  The  streses 
set  up  by  the  heavy,  forward-tilted  jad 
and  trunk,  balanced  precariously  o ar 
insufficient  base,  result  in  strain  o ;he 
dorsal  musculature,  particularly  a1;h( 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  < a/ 
gesic  properties  of  ‘Soma’  make  it  eoe 
cially  useful  in  the  treatment  of  low  hcl 
sprains  and  strains.  ‘Soma’  is  wial' 
prescribed  □ to  relieve  pain  □ to 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  managemeio 
muscle  spasm,  pain,  and  stiffness  in  a varif'a 
inflammatory,  traumatic,  and  degenerative  mca 
loskeletal  conditions.  It  also  may  act  to  nornla 
motor  activity  in  certain  neurologic  disturbai# 
Contraindications:  Allergic  or  idiosyncratic  la 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  neri 
system  depressants,  should  be  used  with  cai| 
in  patients  with  known  propensity  for  takrni^ 
cessive  quantities  of  drugs  and  in  patients  itl 
known  sensitivity  to  compounds  of  similar  clti( 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  witl| 
frequency  is  sleepiness,  usually  on  higher 
recommended  doses.  An  occasional  patient 
not  tolerate  carisoprodol  because  of  an  indiv 
reaction,  such  as  a sensation  of  weakness.  ( 
rarely  observed  reactions  have  included  dizzi 
ataxia,  tremor,  agitation,  irritability,  headach 
crease  in  eosinophil  count,  flushing  of  face, 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  kl 
penia,  occurring  when  carisoprodol  was  acl 
istered  with  other  drugs,  has  been  reported,  a i 
an  instance  of  fixed  drug  eruption  with  carisop 
and  subsequent  cross  reaction  to  meprobar 
Rare  allergic  reactions,  usually  mild,  have  inci 
one  case  each  of  anaphylactoid  reaction  with 
shock  and  angioneurotic  edema  with  respir 
difficulty,  both  reversed  with  appropriate  the 
In  cases  of  allergic  or  hypersensitivity  reacti 
carisoprodol  should  be  discontinued  and  appr 
ate  therapy  initiated.  Suicidal  attempts  may 
duce  coma  and/or  mild  shock  and  respir. 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  t.l 
three  times  daily  and  at  bedtime.  ] 

Supplied:  Two  Strengths:  350  mg.  white  ta  I 
and  250  mg.  orange,  two-piece  capsules.  ' 
Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strain 

SOM/sl 

(CARISOPRODO! 
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Clinicopathologic  Conference 

R.  F.  Zegarra,  M.D.;  Thomas  G.  Glass,  M.D.; 

Hugo  F.  Elmendorf,  Jr.,  M.D.;  and  M.  W.  Delmer,  M.D. 


The  patient,  59,  had  sudden,  severe  abdom- 
inal pain.  He  was  a tense  person  and  had 
taken  reserpine  and  hydrochlorothiazide  with 
potassium  chloride  for  some  time.  Appendi- 
citis was  diagnosed,  but  at  surgery  the  appen- 
dix was  normal.  The  small  bowel  was  ulcer- 
ated; after  resection,  the  patient  recovered. 

f ^ R,  F.  ZEGARRA:  The  patient’s 
c p c chief  complaint  was  severe  abdom- 

■ inal  pain. 

The  59-year-old  white  man  was 
admitted  to  Baptist  Memorial  Hospital  Jan. 
29,  1965,  at  1 :05  p.m.  At  5 that  morning,  he 
had  awakened  with  severe  peri-umbilical 
pain ; moving  around  gave  only  slight  relief. 
The  pain  was  intermittent  with  a tendency 
to  be  colicky,  and  then  became  generalized. 
Later  in  the  day  the  patient  became  nause- 
ated, vomited,  and  could  not  sit  still. 

Past  history  included  the  usual  childhood 
diseases.  No  serious  illnesses,  injuries,  or 
operations  were  recorded.  The  patient  had 
been  a very  tense,  apprehensive,  hard-work- 
ing man.  He  had  been  using  reserpine  for 
many  years  and  had  been  taking  hydrochlo- 
rothiazide with  potassium  chloride  in  the 
enteric-coated  form  since  1963,  because  of 
hypertension. 

His  wife  and  child  were  well  and  living. 
Systemic  review  was  not  pertinent. 
Physical  examination  was  of  a man  in 
acute  distress  and  discomfort.  Blood  pres- 
sure was  120/74  mm.  of  mercury.  The  abdo- 

This  is  the  third  in  a series  of  clinicopathologic 
conferences  provided  by  Baptist  Memorial  Hospital 
in  San  Antonio.  Participants  are  Dr.  Zegarra,  for- 
mer resident  in  pathology;  Dr.  Glass,  attending  sur- 
geon; Dr.  Elmendorf,  radiologist;  and  Dr.  Delmer, 
associate  pathologist. 


men  was  flat  and  rigid  with  some  solid  mus- 
cle splinting.  There  was  rebound  tenderness 
in  the  right  lower  quadrant.  Liver  and  spleen 
were  not  palpable.  The  diagnosis  was  acute 
appendicitis. 

Laboratory  values  were  as  follows.  Hema- 
tology: Red  blood  cells,  5,380,000;  hem- 
oglobin, 17.4  gm. ; hematocrit,  54  percent; 
white  blood  cells,  17,940  with  differential  of 
stabs  1 ; segmented  leukocytes,  88 ; lympho- 
cytes, 7 ; monocytes,  2 ; and  basophils,  1. 

Urinalysis:  Urine  was  yellow,  slightly 
cloudy,  and  had  normal  acid  reaction.  Spe- 
cific gravity  was  1.016;  no  sugar,  acetone, 
occult  blood  or  albumin  was  present.  There 
were  3-5  pus  cells,  1-2  epithelial  cells,  and, 
rarely,  coarse  granular  casts. 

Serology:  VDRL  was  nonreactive. 

Flat  and  upright  x-rays  of  the  abdomen 
were  made. 

Five  hours  after  admission,  the  patient 
underwent  a small  bowel  resection  and  ap- 
pendectomy ; he  tolerated  the  procedure  well. 
The  next  day  he  complained  of  moderate  ab- 
dominal pain  and  occasional  vomiting.  The 
Levin  tube  was  inserted  on  Feb.  1,  and  was 
on  and  off.  At  times,  stools  were  dark  green. 
In  the  next  few  days  the  patient  appeared 
comfortable  and  had  no  complaints.  He  was 
discharged  after  ten  days  of  hospitalization. 
During  this  time  he  received  morphine  sul- 
fate, Demerol,  Chloromycetin,  Kantrex, 
Streptomycin,  intravenous  fluids,  Amytal, 
and  Sparine. 

Discussion 

DR.  THOMAS  G.  GLASS:  I would  like 
to  consider  first  some  of  the  pertinent  lab- 
oratory data.  Hematology  was  significant  in 


Voluma  61,  NOVEMBER,  1965 


835 


CPC — continued 


that  the  hemoglobin  was  17.4  gm.  and  hema- 
tocrit was  54  percent.  Since  there  was  no  his- 
tory of  pulmonaiy  trouble,  I would  believe 
that  the  patient  was  severely  dehydrated. 
This  could  occur  from  an  intestinal  obstruc- 
tion or  severe  peritonitis,  but  there  was  some 
sequestration  of  fluid  either  in  the  intestine 
or  in  the  tissues  themselves.  He  had  over 
17,000  white  blood  cells,  which  would  indi- 
cate some  type  of  infection.  His  urinalysis 
was  significant;  specific  gravity  was  1.016. 
This  could  mean  that  he  had  poor  kidney 
function,  since  he  was  probably  dehydrated. 
The  urine  should  have  been  more  concen- 
trated unless  he  received  some  intravenous 
fluid  before  this  urinalysis  was  done.  I as- 
sume at  this  point  we  will  have  to  make  some 
type  of  diagnosis  and  decide  how  this  man 
should  be  treated  from  the  history  and  physi- 
cal examination.  He  obviously  had  some  type 
of  intraperitoneal  catastrophe,  because  he 
had  sudden,  acute,  abdominal  distress  which 
was  probably  due  to  some  type  of  perfora- 
tion of  some  viscus  of  the  abdomen.  The  pa- 
tient had  a generalized  tenderness  with  re- 
bound which  probably  would  indicate  gener- 
alized peritonitis  of  rapid  onset.  The  abdo- 
men was  not  distended ; this  helps  rule  out 
intestinal  obstruction  unless  a closed  loop 
obstruction  perforated  and  caused  general- 
ized peritonitis.  If  he  had  a severe  obstruc- 
tion, he  would  have  had  some  distention  of 
the  abdomen,  but  there  is  no  mention  of  that. 
The  possibilities  are  numerous,  but  the  first 
thing  we  have  to  think  of  is  a perforation  of 
some  portion  of  gastrointestinal  tract.  We 
can  start  first  with  a perforated  ulcer  of  the 
stomach,  perforated  neoplasms  of  the  stom- 
ach, or  perforations  from  foreign  bodies.  A 
perforated  duodenal  ulcer  would  belong  to 
the  same  category.  Going  on  down  the  in- 
testinal tract  we  find  jejunal  diverticula  per- 
forated by  foreign  bodies  or  from  infection, 
and  neoplasms  of  jejunum  and  small  bowel, 
which  can  also  perforate.  A Meckel’s  diver- 
ticulum should  be  considered  in  a patient  of 
this  age.  Perforations  from  small  bowel  ob- 
struction usually  do  not  occur  this  rapidly, 
but  they  can  occur.  Lymphomas  and  other 
neoplasms  of  the  small  bowel  can  perforate 
without  previous  symptoms.  Acute  appendi- 
citis certainly  must  be  considered  since  it  is 
a common  cause  of  generalized  peritonitis, 
especially  with  pain  and  tenderness  in  the 
right  lower  quadrant.  Other  considerations 
would  be  mesenteric  thrombosis  or  some  per- 


foration of  the  large  intestine,  such  as  diver- 
ticulitis of  the  colon  with  perforation,  or 
simply  diverticulitis  and  peritonitis  without 
perforation.  Also,  he  could  have  appendicitis 
with  generalized  peritonitis  without  perfora- 
tion. In  this  case,  I assume  that  acute  cho- 
lecystitis was  ruled  out  before  surgery.  It 
can  cause  a generalized  peritonitis  and  pain 
in  the  right  lower  quadrant,  as  can  a perfo- 
rated peptic  ulcer  or  acute  pancreatitis.  I do 
not  know  the  serum  amylase  values  for  this 
patient,  but  I assume  that  surgery  was  per- 
formed because  he  had  acute  peritonitis, 
probably  from  a perforated  or  gangrenous 
appendix. 

A small  bowel  resection  and  appendectomy 
were  performed ; this  limits  our  pathology  to 
the  area  of  the  small  intestine,  and  I assume 
that  the  appendix  was  removed  as  an  inci- 
dental procedure.  The  small  bowel  was  re- 
sected, presumably  because  of  perforation, 
or  gangrene  from  a closed  loop  obstruction. 
Following  the  resection  the  patient  recov- 
ered. This  small  bowel  perforation  or  ob- 
struction probably  was  not  caused  by  any 
adhesions,  since  the  patient  had  no  previous 
surgery,  a small  bowel  obstruction  from  a 
volvulus  or  an  internal  hernia  at  this  age  is 
unusual.  Since  his  history  includes  hyper- 
tension and  intake  of  enteric-coated  hydro- 
thiazide with  potassium  chloride  for  a couple 
of  years,  I suspect  that  this  probably  caused 
his  perforation  or  obstruction.  This  drug  is 
an  enteric-coated  diuretic  agent  which  has 
50  mg.  of  hydrochlorothiazide  and  1,000  mg. 
of  potassium  chloride.  It  has  been  knovm  to 
cause  ulcerations,  stenosis,  and  obstruction 
of  small  bowel.  Hitchcock^  reviewed  12  pa- 
tients during  a 15-month  period  who  had 
spontaneous  ulceration,  stenosis,  or  obstruc- 
tion of  the  small  bowel,  and  11  of  these  pa- 
tients had  been  taking  enteric-coated  potas- 
sium chloride.  A fairly  large  number  of 
these  patients  had  undigested  tablets  near  or 
in  the  lesions  at  the  time  of  surgery,  and 
these  caused  perforation  or  obstruction  and 
stenosis  of  the  small  bowel.  With  the  lack  of 
any  other  indicative  information  in  this  pro- 
tocol, I would  say  that  this  was  probably  the 
cause  of  the  obstruction  and/'or  perforation. 

DR.  M.  W.  DELMER : We’ll  give  the  radi- 
ologist an  opportunity  to  tell  us  about  the 
x-ray  findings. 

DR.  HUGO  ELMENDORF:  The  x-ray 
request  was  for  upright  films  for  fluid  level, 
“acute  appendicitis.”  There  is  a moderate 
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amount  of  gas  in  the  large  bowel,  and  there 
are  traces  of  gas  in  the  small  bowel,  with  no 
significant  distention  of  any  segment,  nor 
any  opaque  calculus.  There  are  a number  of 
things  to  look  for  if  we  are  considering  a 
perforation.  First  would  be  air  beneath  the 
right  hemidiaphragm,  and,  preferably,  the 
patient  should  be  upright  for  about  ten  min- 
utes so  that  the  gas,  if  present  in  small 
amounts,  will  have  an  opportunity  to  gravi- 
tate to  the  upper  portion  of  the  abdomen.  If 
the  perforation  is  walled  off  and  there  is  an 
abscess,  you  look  for  gas  localized  to  one 
area,  or  a soft  tissue  mass  if  it  is  fluid.  In 
this  circumstance,  there  are  many  times 
small  segmental  areas  of  ileus,  a so-called 
sentinel  loop,  which  will  give  you  a tip-off 
as  to  where  the  pathologic  lesion  occurs. 
Most  frequently  you  look  for  it  in  the  region 
of  the  duodenum,  splenic  colon,  or  cecum. 
No  mass  was  identified  in  this  case.  The 
other  finding  would  be  that  of  a generalized 
adynamic  ileus  with  fluid  levels  and  dis- 
tended bowel  which  occurs  in  generalized 
peritonitis,  the  effusion  being  secondary  to 
infection.  None  of  these  things  is  present. 
Other  perforations  which  might  be  consid- 
ered are  those  which  occur  with  a calculus. 
Most  urinary  calculi  are  opaque  or  dense  on 
x-ray,  and  are  identifiable.  They  seldom  per- 
forate ; however,  gallstones  can  perforate  and 
can  produce  an  acute  abdominal  catastrophe. 
Most  gallstones  are  not  opaque.  You  can 
identify  the  perforation,  however,  by  any 
one  of  the  triad : small  bowel  obstruction,  the 
presence  of  a calculus  away  from  the  gall- 
bladder, or  gas  in  the  biliary  tree.  In  essence, 
x-rays  were  no  help  in  this  case.  The  abdom- 
inal films  give  no  indication  as  to  the  site  or 
even  the  presence  of  a pathologic  lesion. 

DR.  D, ELMER : I would  like  to  have  some 
diagnoses  from  the  audience.  How  about 
some  from  the  House  Staff.  Dr.  Benzaquen : 
I agree  with  Dr.  Glass.  I believe  this  is  a 
perforation  of  the  small  bowel  due  to  enteric- 
coated  potassium  intake.  There  have  been 
several  such  cases  reported  in  the  last  few 
years.  Dr.  Asa  Beach:  The  man  certainly 
had  symptoms  of  acute  appendicitis.  How- 
ever, we  are  told  later  that  he  had  a small 
bowel  resection;  it  is  possible  that  in  addi- 
tion to  his  appendicitis  he  may  have  had  a 
volvulus  of  the  small  intestine.  Of  course, 
I am  a great  believer  in  two  diseases  at  one 
time,  and  there  is  this  to  consider:  You  can 
get  a picture  like  this  without  seeing  any 
gas  at  all  in  the  closed  loop  of  a volvulus,  be- 


cause the  volvulus  may  be  filled  with  fluid. 
Dr.  J.  Pankowsky:  There  is  the  possibility 
of  an  internal  hernia,  or  a Meckel’s  diver- 
ticulum attached  to  the  umbilicus,  or  a gan- 
grenous appendix  epiploicae.  Dr.  Delmer: 
Dr.  Gossett,  this  is  your  patient,  do  you  have 
anything  to  add? 

DR.  GOSSETT:  When  he  called  I sus- 
pected that  he  might  have  acute  appendicitis 
or  a perforated  ulcer;  after  examining  him, 
I thought  the  former  was  a more  likely  diag- 
nosis. His  abdomen  was  not  as  hard  as  I 
have  seen  in  perforated  duodenal  ulcers,  and 
his  pain  was  not  as  high  as  it  sometimes  is. 
We  put  him  in  the  hospital  and  took  x-rays. 
The  radiologist  could  find  no  evidence  of  a 
perforated  ulcer,  so  we  decided  that  it  was 
atypical  appendicitis.  At  surgery  we  found 
generalized  peritonitis  from  the  omentum 
down,  with  no  characteristic  odor  of  colon 
bacillus.  The  appendix  was  a benign,  inno- 
cent little  thing,  not  causing  any  trouble  at 
all.  There  was  no  Meckel’s  diverticulum. 
The  omentum  was  adequately  walled  off,  the 
upper  base  of  the  duodenum  and  stomach 
were  normal — there  was  hardly  any  reaction 
there.  We  could  not  even  find  any  diverticula 
in  the  colon,  much  less  a rupture.  In  a loop 
of  bowel,  on  the  outer  surface  of  the  ileum, 
was  a necrotic  area  about  the  size  of  a dime. 
It  had  perforated,  and  was  leaking  the  con- 
tents into  the  peritoneum.  The  mesenteric 
artery  showed  no  signs  of  thrombosis  any- 
where. The  bowel  around  the  area  and  that 
adjacent  looked  normal,  and  we  found  no 
adhesions,  masses,  or  tumors. 

The  lesion  was  close  to  the  midline,  and  a 
little  toward  the  right  side.  Near  the  kidney 
there  was  only  local  reaction.  We  did  a side- 
to-side  anastomosis,  and  were  still  at  a loss 
as  to  what  had  caused  this  small  bowel  per- 
foration. 

DR.  DELMER : Pathologic  findings  in  this 
case  are  limited  to  the  resected  small  bowel 
and  appendix.  We  received  a 4.8  cm.  seg- 
ment of  jejunum  with  a 2.6  cm.  width  of 
mesentery  attached.  The  serosa  of  the  small 
bowel  and  appendix  both  showed  the  hyper- 
emic  appearance  of  acute  inflammation.  The 
appendix  showed  no  other  changes,  and  was 
secondarily  involved.  The  segment  of  jejun- 
um had  a sharply  defined  round  defect 
through  its  full  thickness  on  the  antemesen- 
teric  margin.  This  was  7 mm.  in  diameter 
and  was  in  a narrowed,  circumferential,  con- 
stricted, dusky  area  at  the  center  of  the 
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Fig.  1.  The  external  surface  of 
the  resected  segment  of  jeju- 
num shows  the  perforation. 

Fig.  2.  The  opened  jejunum 
shows  sharp  demarcation  of 
the  circumferential  ulcer. 


specimen.  This  discolored  segment  was  1.8 
cm.  long  and  contrasted  sharply  where  the 
dark  red  area  joined  essentially  normal  gut. 
The  lumen  was  patent  and  empty  here,  but 
narrowed  to  about  half  normal  size.  The  mu- 
cosa opposite  this  zone  also  had  a dark  red, 
infarcted  appearance  (Figs.  1 and  2) . Micro- 
scopic sections  show  hemorrhagic  changes. 
An  intense  increase  in  engorged  small  ves- 
sels with  extravasation  of  blood  through  the 
full  thickness  of  small  bowel  is  the  basic  pic- 
ture. At  the  edge  of  the  lesion,  the  mucosa 
fades  gradually  from  preserved  tissue  to  ul- 
ceration and  complete  loss  (Fig.  3).  The  wall 
of  the  bowel  thins  gradually  and  the  hemor- 
rhage is  more  prominent  near  the  edge  of 
the  perforation,  which  is  surrounded  by 
hemorrhagic  necrosis  (Fig.  4).  A moderate 
number  of  neutrophils  are  present  in  the  ul- 
cerated area,  and  on  the  serosa.  Mesenteric 
vessels  show  only  a mild  degree  of  arterio- 
sclerotic thickening.  There  were  no  specific 
pathologic  alterations  to  pinpoint  the  cause 
of  this  episode. 

This  is  another  example  of  guilt  by  asso- 


ciation, but  the  connection  is  suspicious.  The 
condition  was  first  described  in  1964  as  be- 
ing caused  by  prolonged  intake  of  enteric- 
coated  potassium.  Recently,  Morgenstern  and 
associates^  presented  17  cases  of  circumfer- 
ential small  bowel  ulcer  where  thiazide  and 
potassium  have  been  implicated.  Four  of 
these  cases  proceeded  to  perforation.  Lind- 
holmer  and  associates^  and  Baker  and  asso- 
ciates^ first  reported  similar  series.  Almost 
all  the  lesions  occur  high  in  the  small  bowel, 
and  have  been  caused  experimentally  in  mon- 
keys'^  by  local  application  of  potassium  to  the 
bowel.  Lavu-ason  and  others^  rapidly  gath- 
ered the  records  of  several  hospitals  and  in 
395  cases  of  nonspecific  small  bowel  ulcers, 
196  patients  had  no  history  of  intake  of  di- 
uretics or  potassium.  I suppose  that  might 
cast  some  doubt  on  the  cause  and  effect  rela- 
tionship, but  I think  the  current  evidence  is 
strong  enough  to  tie  the  enteric-coated  potas- 
sium with  the  lesion. 

DR.  GLASS:  That  is  interesting,  but  I 
would  like  to  know  if  this  patient  presented 


Fig.  3.  Intact  jejunal  mucosa  and  edge  of  ulcer.  Fig.  4.  Wall  of  bowel  at  edge  of  the  perforation  shows 

diffuse  hemorrhoge  and  dilatation  of  vessels. 
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any  problems,  such  as  with  blood  pressure, 
during  surgery. 

DR.  GOSSETT : No.  Surprisingly  enough, 
he  had  hypertension  at  times  in  the  past  two 
or  three  years,  but  during  surgery  he  had 
only  a little  intravenous  fluid. 

DR.  GLASS : Hydrochlorothiazide  may 
cause  hypotension  during  surgery;  another 
area  of  interest  is  whether  or  not  he  had 
emphysema.  He  had  17  gm.  hemoglobin  and 
hematocrit  of  54  percent,  which  would  indi- 
cate that  he  was  dehydrated.  I assume  that 
you  gave  him  9 or  10  liters  of  fluid  before 
the  surgery,  and  I just  wondered  from  this 
combination  if  he  had  any  trouble  with  his 
blood  pressure. 


DR.  GOSSETT  : No,  his  pressure  remained 
stable.  We  did  give  him  a lot  of  fluid  almost 
continuously  for  a day  or  two  after  surgery. 

Diagnosis 

The  diagnosis  was  circumferential  ulcer, 
perforated,  of  jejunum,  following  treatment 
with  hydrochlorothiazide  with  potassium. 
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Contraindications 

Active  peptic  ulcer.  Salicylates  and 
citrates  antagonize  the  drug’s  action 
and  are  contraindicated  for  con- 
comitant use. 

Warning 

Use  with  caution  in  pregnant  women. 

Precautions 

Keep  patients  under  close  super- 
vision and  make  periodic  blood 
counts.  Use  cautiously  in  patients 
sensitive  to  pyrazoles,  in  patients 
with  histories  of  peptic  ulcer,  and  in 
conjunction  with  sulfa  drugs,  the 
sulfonylurea  hypoglycemic  agents, 
and  insulin,  the  actions  of  which 
may  be  potentiated. 

In  mobilizing  urate  deposits,  the 
drug  may  precipitate  acute  attacks 
of  gout,  urolithiasis,  and  renal  colic, 
especially  in  the  initial  stages  of 
therapy.  Ensure  adequate  fluid  in- 
take and  alkalinize  the  urine.  With 
renal  impairment,  test  renal  function 
periodically. 

Adverse  Reactions 

The  most  frequent  are  upper  gastro- 
intestinal disturbances.  The  drug 
may  activate  peptic  ulcer.  Rash  oc- 
curs infrequently.  Although  not  re- 
ported to  date,  blood  dyscrasias  are 
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Anturane,  brand  of  sulfinpyrazone, 
was  developed  in  the  Geigy  labora- 
tories. Its  pharmacologic  activity  is 
limited  almost  exclusively  to  in- 
creasing the  urinary  excretion  of 
uric  acid.  For  this  reason,  it  is  a drug 
of  choice  in  chronic  tophaceous 
gout  and  acute  intermittent  gout.  It 
is  not  intended  for  relief  of  acute 
attacks  of  gout. 

In  most  patients,  the  drug  rapidly 
reduces  serum  uric  acid  levels  to 
normal.  This  not  only  prevents  new 
tophi  but  also  mobilizes  and  pro- 
motes the  excretion  of  urates  al- 
ready in  the  tissues.  The  reduction 
of  tophi  and  periarticular  crystals 
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joints. 


Anturane,  brand  of  Sulfinpyrazone, 
materially  reduces  the  number  and 
severity  of  acute  attacks  of  gout.  It . 
may  also  be  used  to  counteract 
hyperuricemia  induced  by  certain 
diuretics. 

Because  of  its  potency,  the  drug  is 
often  effective  in  patients  refractory 
to  other  uricosuric  agents.  Patients 
can  usually  be  maintained  indefi- 
nitely on  it  without  cumulative  ef- 
fects or  development  of  tolerance. 
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pyrazone on  serum  uric  acid  in  , 
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ACS,  Clinics,  and  TMA  Meetings 
To  illuminate  Texas  Medical  Scene 


ACP  Plans  Scientific  Meeting 

The  American  College  of  Physi- 
cians will  hold  a regional  meeting 
in.  Houston  for  internal  medicine 
specialists  Dec.  2. 

Held  at  the  Warwick  Hotel,  the 
meeting  will  consist  of  scientific 
presentations  and  an  informal 
luncheon. 

This  is  one  of  29  regional  scien- 
tific sessions  sponsored  each  year 
by  the  ACP  throughout  the  United 
States  and  Canada.  It  serves  to 
help  keep  college  members  abreast 
of  developments  in  the  basic  sci- 
ences and  clinical  medicine.  The 
ACP  represents  nearly  13,000  spe- 
cialists in  internal  medicine  and 
related  fields. 

During  the  morning  and  after- 
noon scientific  sessions  topics  will 
include  studies  on  blood  volume 
changes  in  bed  rest  and  space 
flight,  the  effects  of  high  latitude 
on  the  capillary  system  of  the 
lungs,  metabolic  disorders  in  fami- 
lies with  diabetes,  blood  vessel  dis- 
ease in  diabetics  and  detailed  re- 
ports on  the  diagnosis,  and  treat- 
ment of  several  heart  ailments. 

Dr.  Charles  M.  Caravati,  Rich- 
mond, Va.,  ACP  third  vice  presi- 
dent and  professor  of  clinical  med- 
icine, Medical  College  of  Virginia, 
will  address  internists  at  the 
luncheon. 

Dr.  Alfred  W.  Harris,  Dallas, 
ACP  Governor  for  Texas,  northern 
region  and  clinical  professor  of 


medicine  at  Southwestern  Medical 
School,  and  Dr.  Hatch  W.  Cum- 
mings, Jr.,  Houston,  ACP  governor 
for  Texas,  southern  region  and  pro- 
fessor of  clinical  medicine  at  Bay- 
lor University  College  of  Medicine, 
are  in  general  charge  of  the  meet- 
ing. Dr.  Robert  A.  Hettig,  Hous- 
ton, is  chairman  of  the  program 
committee. 

PCHA  To  Hold  Annual  Session 

Private  Clinics  & Hospitals  As- 
sociation will  hold  its  annual  meet- 
ing in  Dallas,  Dec.  10-11.  The  pro- 
gram is  designed  to  be  of  interest 
to  those  doctors  who  are  associated 
with  clinics  and  operate  their  own 
hospitals,  and  all  members  of  the 
medical  profession  interested  in 
preserving  the  private  practice  of 
medicine. 

Topics  to  be  discussed  include: 
“Equal  Opportunity,”  Otto  B. 
Cervin,  attorney;  “Needed  Changes 
in  the  Hospital  Licensing  Law,” 
Royce  L.  Ashcraft,  director.  Di- 
vision of  Hospital  Licensing,  Texas 
State  Department  of  Health;  “Ef- 
fect of  Medicare  on  Hospital  Ad- 
ministration,” O.  Ray  Hurst,  ex- 
ecutive director,  Texas  Hospital 
Association;  “Utilization  Commit- 
tee in  Hospitals  Under  Medicare,” 
Milton  Ramsour,  administrator. 
Medical  Arts  Hospital,  Dallas,  and 
Dr.  Frederick  W.  Veninga;  and 
“Other  Legislation  Affecting  Hos- 
pitals,” Harry  H.  Miller,  adminis- 


trator, Gulf  Coast  Hospital  & Clin- 
ic, Baytown. 

Five  To  Speak  at  TMA  Meeting 

Texas  Medical  Association  has 
scheduled  five  speakers  for  the 
Jan.  22  conference.  The  speakers 
are  Jenkin  Lloyd  Jones,  editor  and 
publisher,  Tulsa  Tribune,  Tulsa, 
Okla. ; Rev.  Charles  L.  Allen,  First 
Methodist  Church,  Houston;  Bryce 
N.  Harlow,  vice  president,  Proctor 
and  Gamble,  Washington,  D.  C. ; 
Dr.  Ernest  B.  Howard,  assistant 
executive  vice  president,  AMA, 
Chicago;  and  George  M.  Mardikian, 
owner,  Omar  Khayyam’s  Restau- 
rant, San  Francisco. 

A panel  discussion  on  “Medicare: 
Its  Impact  on  the  Physician’s  Prac- 
tice and  on  Medical  Service”  will 
be  part  of  the  conference.  Topics 
to  be  discussed  by  the  panel  are 
hospital  admissions  and  bed  occu- 
pancy, orientation  of  medical  prac- 
tice to  the  hospital,  the  role  of  the 
physician  in  policing  utilization, 
fundamental  changes  in  the  scope 
of  hospital  services,  a projection 
for  nursing  home  care,  “reason- 
able” fees  for  physicians  services, 
and  far-reaching  changes  in  pat- 
terns of  health  insurance. 

Participants  on  the  panel  are  Dr. 
James  D.  Murphy,  President-Elect, 
TMA,  Fort  Worth;  Walter  R.  Mc- 
Bee,  executive  director.  Blue  Cross- 
Blue  Shield  of  Texas,  Dallas;  and 
a representative  from  the  Texas 
Nursing  Home  Association. 
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3,500  Expected  Attendance 
At  TMA  1966  Annual  Session 


Prospects  of  attracting  a regis- 
tration of  2,000  physicians  and  a 
total  attendance  of  3,500  or  more 
are  in  sight  for  the  Texas  Medical 
Association’s  1966  Annual  Session 
to  be  held  April  14-17,  1966,  in 
Austin. 

Nineteen  prominent  out-of-state 
guest  speakers  are  already  sched- 
uled, with  plans  for  at  least  11 
more.  The  scientific  program  will 
be  enhanced  by  the  participation  of 
50  special  speakers  and  150  mem- 
bers of  the  Association. 

The  April  meeting  will  mark  the 
first  meeting  of  the  Section  on 
Nervous  and  Mental  Diseases, 
raising  to  12  the  number  of  Asso- 
ciation scientific  sections  meeting 
during  the  Annual  Session. 

Twenty-six  other  specialty  and 
related  societies  will  meet  concur- 
rently with  the  association.  Spe- 
cial programs  include  a seminar 
sponsored  by  the  Texas  Academy 
of  General  Practice,  and  symposia 
on  cardiovascular  diseases,  alco- 
holism, and  cerebral  palsy. 

Two  items  reinstated  into  the 
agenda  are  the  Eidophor  closed- 
circuit  television  sponsored  by  the 
Ciba  Pharmaceutical  Co.,  and  a 
dance  Saturday  evening  following 
the  alumni  and  fraternity  parties. 
The  dance,  sponsored  by  the  Asso- 
ciation, will  be  an  informal  event, 
sans  speeches,  head  tables,  and  re- 
ception lines. 

Several  sports  events  are  planned 
for  the  1966  Annual  Session.  Golf 
tournaments  will  be  held  at  the 
Austin  Country  Club,  and  tennis 
tournaments  will  be  at  the  Caswell 
Tennis  Courts. 

Scientific  meetings  and  exhibits 
will  be  concentrated  at  the  Munici- 
pal Auditorium.  Applications  for 
exhibit  space  are  now  being  taken. 
There  are  136  technical  spaces  and 
50  scientific  spaces  available.  Sci- 
entific application  deadline  is  Jan. 
14,  and  technical  applications  will 
be  accepted  as  long  as  space  is 
available.  Those  wishing  further 
information  may  write  Dale  Wer- 
ner, Texas  Medical  Association, 
1801  N.  Lamar  Blvd.,  Austin. 

The  Stephen  F.  Austin  and  Dris- 
kill  Hotels  have  been  designated 
as  headquarters  hotels  for  business 
sessions.  The  House  of  Delegates 
will  convene  in  the  Austin  Hotel 
with  Reference  Committee  meet- 
ings in  the  Driskill  Hotel.  Associ- 
ation boards,  councils,  and  com- 
mittees will  meet  in  both  hotels. 
The  Terrace  Motor  Hotel  has  been 


designated  scientific  sessions  head- 
quarters along  with  the  Municipal 
Auditorium.  The  Woman’s  Auxil- 
iary has  selected  the  Commodore 
Perry  Hotel  as  its  headquarters. 

All  requests  for  hotel  or  motel 
rooms  are  being  handled  by  the 
Austin  Chamber  of  Commerce, 
which  is  serving  as  the  Associa- 
tion’s Housing  Bureau.  Physicians 
should  write  the  Texas  Medical 
Association  Housing  Bureau,  c/o 
Austin  Chamber  of  Commerce,  P. 
0.  Box  1967,  Austin,  78767,  listing 
three  hotel  or  motel  preferences, 
type  of  accommodations  required, 
and  arrival  and  departure  dates. 

Austin  hotels  and  motels  holding 
blocks  of  rooms  for  the  Annual 
Session  are  Stephen  F.  Austin  Ho- 
tel, Driskill  Hotel,  Terrace  Motor 
Hotel,  Villa  Capri  Motor  Hotel, 
Gondolier  Hotel,  Wilbur  Clark’s 
Crest  Hotel,  Downtowner  Motor 
Inn,  Ramada  Inn  Road  Side  Motor 
Hotel,  Chariot  Inn,  and  Cross 
Country  Inn. 

Bus  transportation  between  the 
Auditorium  and  the  headquarters 
hotels  will  be  provided. 


Auxiliary  Member 
Receives  Award 

Mrs.  Meyer  (Diana)  Kurzner  re- 
ceived an  award  from  the  Nueces 
County  Medical  Society  for  her 
outstanding  service  as  president  of 
the  Woman’s  Auxiliary  to  the  Nu- 
eces County  Medical  Society.  The 
award  was  presented  by  Dr.  Rich- 
ard Hudson,  president  of  the  Nu- 
eces County  Medical  Society. 

This  was  the  first  such  award 
ever  made  to  a member  of  the  Aux- 
iliary by  the  Medical  Society.  Dur- 
ing Mrs.  Kurzner’s  tenure  as  Aux- 
iliary president,  she  organized  tele- 
gram and  letter  writing  campaigns 
in  opposition  to  federal  health  pro- 
grams. 


ACS  Sectional  Meeting 
In  Houston,  Jan.  31 

The  American  College  of  Sur- 
geons will  hold  its  second  of  three 
1966  sectional  meetings  in  Hous- 
ton, Jan.  31-Feb.  2.  More  than  500 
surgeons  are  expected  to  attend  the 
scientific  three-day  program,  open 
to  all  doctors  of  medicine.  Head- 
quarters will  be  the  Shamrock- 
Hilton  hotel. 

Approximately  120  participants 
are  on  the  program.  Sessions  in- 
clude specialties  of  ophthalmic  sur- 
gery, otorhinolaryngology,  urology, 
thoracic  and  general  surgery. 


The  College’s  sectional  meetings 
are  short,  concentrated  programs 
designed  to  inform  the  medical  pro- 
fession about  developments  in  sur- 
gery. Surgeons  of  outstanding 
ability  serve  as  teachers,  focusing 
attention  on  newer  ways  of  han- 
dling problems  encountered  in  day- 
to-day  practice.  Panels,  symposia, 
“How-I-Do-It”  clinics,  papers,  and 
films  of  special  interest  are  pre- 
sented. 

Dr.  W.  D.  Seybold,  Houston,  is 
chairman  of  the  advisory  commit- 
tee on  local  arrangements.  He  is 
being  assisted  by  the  following 
Texas  fellows  of  the  College; 

Drs.  Herman  L.  Gardner,  George 
J.  Ehni,  Louis  J.  Girard,  Herbert 
H.  Harris,  Frank  F.  Parrish,  S. 
Baron  Hardy,  Harry  B.  Burr,  Den- 
ton A.  Cooley,  Russell  Scott,  Jr., 
J.  Peyton  Barnes,  John  A.  Wall, 
Murray  M.  Copeland,  E.  K.  San- 
ders, Everett  B.  Lewis,  Richard  H. 
Jesse,  and  Grady  L.  Hallman,  all 
of  Houston.  Also  Drs.  Truman  G. 
Blocker,  Jr.,  and  Curtis  P.  Artz, 
both  of  Galveston. 


47  Texas  Fellows 
Inducted  by  ACS 

The  American  College  of  Sur- 
geons inducted  47  Texas  fellows 
into  their  organization  during  the 
five-day  clinical  congress  in  Oc- 
tober. 

Those  receiving  this  distinction 
from  Texas  are: 

Joseph  C.  Snow,  Abilene;  Henry 
E.  Martinez  and  Jeff  R.  Moore, 
both  of  Amarillo;  Charles  L.  Mc- 
Keen,  USAF,  (larswell  AFB; 
Charles  R.  Baxter,  Robert  F.  Jones, 
Robert  N.  McClelland,  Philip  R. 
Morrow,  Malcolm  0.  Perry,  Paul 
C.  Peters,  Dudley  V.  Powell,  Mor- 
ris Sanders,  Robert  D.  Stewart, 
Robert  G.  Tromly,  Charles  E.  Van 
Cleave,  and  Brice  David  Vander- 
pool,  all  of  Dallas. 

Also  Richard  A.  D.  Morton,  Jr., 
El  Paso;  Norris  Gilfillan,  David  A. 
Grant,  Thomas  E.  Simons,  and 
Robert  J.  Turner  III,  all  of  Fort 
Worth;  Paul  J.  Cunningham  and 
Leroy  D.  Lockhart,  both  of  Galves- 
ton; Jack  U.  Hudson,  Grand  Prai- 
rie; J.  Alan  Alexander,  Herman  A. 
Dobbs,  Jr.,  Robert  R.  Franklin, 
Carey  J.  Hargrove,  Alan  L.  Kap- 
lan, Frederick  B.  Kessler,  Henry 
E.  Maddox  III,  M.  Kenith  Neuge- 
bauer,  USN,  Martin  F.  Scheid, 
Paul  C.  Sharkey,  and  Bernard  G. 
Vine,  all  of  Houston. 

Also  Clifford  S.  Huggins  of  Irv- 
ing; James  S.  Harvin,  USAF,  and 
Charles  A.  Rockwood,  Jr.,  USAF, 
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both  of  Lackland  AFB;  David  N. 
Smiley,  Lamesa;  Max  B.  Bralliar, 
USAF,  Laughlin  AFB;  Robert  J. 
Salem,  Lubbock;  Thurston  Dean 
and  Jesse  D.  Gomillion,  both  of 
Midland;  James  A.  Daves,  Odessa; 
Ansel  L.  McDowell,  Jr.,  Perryton; 
Armando  F.  Nunez,  Temple,  and 
Robert  H.  Johnston,  Jr.,  of  Whar- 
ton. 


Amendment  3 Passed 
By  Texas  Voters 

Texas  voters  gave  approval  to 
Amendment  3 in  the  Nov.  2,  voting 
on  ten  amendments  to  the  Texas 
Constitution. 

Amendment  3 will  grant  the 
Texas  Legislature  broad  authority 
in  providing  assistance  and  medical 
care  on  behalf  of  needy  persons, 
and  will  enable  Texas  to  continue 
participation  in  the  Federal  pro- 
gram of  matching  funds  for  medi- 
cal care  for  the  aged,  disabled,  and 
needy  persons. 


TSBME  To  Conduct 
Hearings  and  Exams 

The  Texas  State  Board  of  Medi- 
cal Examiners  will  conduct  hear- 
ings and  examinations  Dec.  3-8, 
1965.  Hearings  will  be  held  Dec. 
3-4  on  misconduct.  Approximately 
50  foreign  graduate  applicants  will 
take  examinations  on  surgery,  ob- 
stetrics, hygiene,  diagnosis,  juris- 
prudence, gynecology,  anatomy,  and 
pathology,  and  will  receive  signed 
license  certificates  on  Dec.  8. 


Skeet  Shoot  and  Regatta 
Planned  for  Annual  Session 

A skeet  shoot  and  sailing  regatta 
are  being  considered  by  the  sports 
committee  for  the  1966  Annual  Ses- 
sion, April  14-17,  1966,  if  there  is 
enough  interest.  Preliminary  ar- 
rangements indicate  that  a skeet 
shoot  could  be  held  for  $3.95  per 


person,  if  shells  are  furnished  by 
the  skeet  range,  or  $1.75  per  per- 
son if  the  physician  furnishes  his 
own  shells.  The  regatta  will  be 
held  on  Town  Lake.  Physicians  are 
urged  to  contact  Dr.  Earl  L.  Yea- 
kel.  Chairman,  Sports  Events,  1966 
Annual  Session,  2901  Red  River, 
Austin,  if  interested  in  any  of  the 
sports  events  scheduled. 


Association  To  Give 
TB  Symposium 

The  Houston  Harris  County  TB 
Association  will  present  the  Sec- 
ond Annual  TB  Christmas  Seal 
Symposium  for  Respiratory  Dis- 
eases Friday,  Dec.  10,  1965,  at  the 
Warwick  Hotel. 

The  speakers  include: 

Dr.  Neville  Oswald,  Brompton 
Hospital,  London,  England;  Dr. 
Giles  F.  Filley,  associate  professor 
of  medicine.  University  of  Colo- 
rado Medical  Center,  Denver;  Dr. 
Osier  Abbott,  chief  of  thoracic  and 
cardiovascular  surgery,  Emory 
University  Clinic,  Atlanta;  Joseph 
Melnick,  Ph.D.,  professor  and  chair- 
man, Department  of  Virology  and 
Epidemiology,  Baylor  University 
College  of  Medicine,  Houston;  Dr. 
David  Carr,  assistant  professor  of 
medicine,  Mayo  Clinic,  Rochester, 
Minn.,  and  Dr.  William  W.  Stead, 
professor  of  medicine,  Marquette 
University. 


TMA  To  Award  Media 
For  Health  Reporting 


Excellence  in  reporting  health 
information  to  the  public  via  radio, 
television,  newspaper,  and  maga- 
zine will  be  recognized  in  the  An- 
son Jones  Award  program  next 
year. 

Entries  are  subiuitted  to  the 
county  medical  society  where  the 
publication  or  station  is  located. 
The  county  society  then  forwards 


the  entry  to  Texas  Medical  Asso- 
ciation Headquarters,  1801  N.  La- 
mar, Austin,  no  later  than  Dec.  10. 

Contest  rules  may  be  obtained 
from  county  medical  societies  or 
by  writing  to  Jon  R.  Homaday, 
Public  Relations  Director,  Texas 
Medical  Association,  1801  N.  La- 
mar, Austin. 


Galaxy  Ball  To  Aid 
Texas  Mentally  III 

The  Texas  Association  for  Men- 
tal Health  will  hold  the  1965  Gal- 
axy Ball  in  San  Antonio,  Thurs- 
day, Dec.  2,  at  the  Granada  Hotel. 

Funds  raised  by  the  ball  will  be 
used  to  provide  better  treatment 
and  care  for  mentally  ill  children 
and  adults,  and  to  support  the  com- 
munity service  program  of  the 
Mental  Health  Association. 

Honorary  chairman  for  this 
year’s  affair  is  Mrs.  John  Connal- 
ly.  Ball  tickets  are  $25  per  person, 
and  $50  per  person  at  celebrity  ta- 
bles. 


Personals 


Dr.  Jorge  A.  Fuentes- Aguirre,  a 
former  resident  in  surgery  at  Scott 
and  White  Memorial  Hospital,  Tem- 
ple, is  the  new  head  surgeon  and 
acting  director  of  the  medical  serv- 
ice at  Big  Spring  State  Hospital. 

Facing  the  bulls  in  the  Nuevo 
Laredo  Bullring  in  August  was 
Dr.  Tom  Payte,  San  Antonio.  The 
occasion  was  the  Great  Taurine 
Festival,  a benefit  to  raise  funds 
for  the  city’s  hospital,  sponsored 
by  bullfight  aficionados  from  both 
sides  of  the  Mexican  border. 

Drs.  Gilbert  H.  Fletcher  and 
Robert  Lindberg,  Houston,  and  J. 
Arnold  Bargen,  Temple,  presented 
scientific  reports  before  the  Amer- 
can  Roentgen  Ray  Society  at  its 
Sept.-Oct.  meeting  in  Washington, 
D.  C. 

Dr.  David  G.  Simons,  Houston, 
has  been  named  chief  of  VA’s  re- 
search in  physical  medicine  and 
rehabilitation. 

Dr.  Arthur  Grollman,  Dallas,  and 
Dr.  John  M.  Knox,  Houston,  will  be 
on  the  program  at  the  annual  meet- 
ing of  the  American  Medical  Wom- 
en’s Association,  Inc.,  Nov.  9-14  in 
Chicago. 

Newly  appointed  professor  and 
chairman  of  the  Department  of 
Surgery  at  the  University  of  Texas 
South  Texas  Medical  School  is  Dr. 
Joe  Bradley  Aust.  Now  professor 
of  surgery  at  the  University  of 
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when  treatment 
might  precipitate 
a problem 
with  monilia 


especially  in 
elderly  or 
debilitated 
patients 


and  in  diabetics  — patients  ivith  a history  of  fungal  over 
growth  — patients  on  steroids  who  require  antibiotics.  Th 

antimonilial  specificity  of  Nystatin  plus  the  extra  benefits  of  DECLOMYCIh 
Demethylchlortetracycline  allow  lower  mg  intake  per  dose  per  day,  the  op- 
tion of  b.i.d.  dosage,  higher  activity  levels,  1-2  days’  “extra”  activity.  | 

Side  Effects  typical  of  tetracyclines  include  glossitis,  stomatitis,  proctitis: 
nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  or 
ganisms,  tooth  discoloration  (if  given  during  tooth  formation)  and  increase! 
intracranial  pressure  (in  young  infants).  Also,  very  rarely,  anaphylactoic 
reaction.  Reduce  dosage  in  impaired  renal  function.  Because  of  reactions  t' 
artificial  or  natural  sunlight  (even  from  short  exposure  and  at  low  dosage) 
patient  should  be  warned  to  avoid  direct  exposure.  Stop  drug  immediately  a 
the  first  sign  of  adverse  reaction.  It  should  not  be  taken  with  high  calciun 
drugs  or  food ; and  should  not  be  taken  less  than  one  hour  before,  or  twc 
hours  after  meals. 


Average  Adult  Daily  Dosage:  four  divided  doses  of  1 capsule  each  or  tw< 
divided  doses  of  2 capsules. 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

6585-1998 


DECLOMYCIN®  Demethylchlortetracycline  HCI 150  mg 
and  Nystatin  250,000  unitsA  


a 


rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

(desipramine  hydrocliloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms—sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


IN  BRIEF; 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,"  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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Minnesota  Medical  School,  he  will 
assume  his  new  duties  in  San  An- 
tonio on  June  1,  1966. 

An  Edinburg  general  practition- 
er, Dr.  Lloyd  M.  Southwick,  was 
elected  vice  president  of  the  Fly- 
ing Physicians  Association  during 
the  group’s  recent  meeting  in  Mi- 
ami Beach. 

Sixteen  Texans  were  scheduled 
to  participate  in  the  scientific  pro- 
gram of  the  American  Society  of 
Clinical  Pathologists  and  College 
of  American  Pathologists  Oct.  15- 
23,  in  Chicago.  The  participants 
were  to  be  Dr.  William  0.  Russell, 
president  of  ASCP,  and  Drs.  Carl 
J.  Lind,  Jeffrey  P.  Chang,  Michael 
L.  Ibanez,  Carl  F.  Tessmer,  Robert 

F.  McGregor,  and  Minoru  Suzuki, 
all  of  Houston; 

Also,  Drs.  J.  L.  Goforth,  William 
F.  Stapp,  George  J.  Race,  and  H. 
H.  Varon,  Dallas;  Drs.  Dorothy 
Patras  and  John  J.  Andujar,  Fort 
Worth;  Maj.  Thorne  J.  Butler, 
Sheppard  Air  Force  Base,  Wichita 
Falls;  and  Maj.  Charles  A.  Rock- 
wood,  Jr.,  and  Capt.  George  Bran- 
am.  Lackland  Air  Force  Base. 

Dr.  Joaquin  Cigarroa,  Laredo, 
and  Dr.  G.  V.  Brindley,  Temple, 
have  been  appointed  by  Gov.  John 
Connally  to  serve  on  the  new  Co- 
ordinating Board,  Texas  College 
and  University  System;  the  Board’s 
charge  is  to  make  higher  education 
in  Texas  second  to  none. 

Speaking  at  the  Post  Graduate 
Pharmacy  Refresher  Course  in 
Austin  in  November  will  be  Dr. 
Harry  S.  Lipscomb,  Houston,  and 
Dr.  Louis  E.  Moses,  San  Antonio. 
Jaime  N.  Delgado,  Ph.D.,  author 
of  Texas  Medicine’s  “Advances  in 
Drug  Research”  columns,  also  will 
be  a featured  speaker. 

Dr.  John  W.  Matthews,  Houston, 
was  nominated  by  Susquehanna 
University  for  the  Sports  Illus- 
trated Silver  Anniversary  All- 
American  Award.  This  award  cites 
Dr.  Matthews’  exceptional  success 
in  life  in  the  25  years  since  his 
senior  collegiate  football  season  of 
1940  when  he  was  a four-year 
guard  and  co-captain. 

Dr.  Matthews  has  completed  a 
new  residency  in  anesthesiology 
and  has  established  a 24-hour  serv- 
ice in  the  Houston  area.  In  addi- 
tion, he  is  attending  anesthesiolo- 
gist for  Memorial  Baptist  and 
chief  of  anesthesiology  for  Me- 
morial Baptist  Southwest. 

Dr.  Stephen  H.  Ware,  Jr.,  Cor- 
pus Christi,  last  summer  led  33 
Boy  Scouts  on  a 12-day  expedition 
at  Philmont  Scout  Ranch,  the  137,- 
000-acre  national  camping  area  of 


the  Boy  Scouts  of  America  near 
Cimarron,  N.  Mex. 

Dr.  Thomas  Powell  Haynie  of 
the  University  of  Texas  Medical 
Branch  has  been  appointed  techni- 
cal advisor  in  nuclear  medicine  at 
the  Hospital  Center  in  Casablanca, 
Morocco,  by  the  International 
Atomic  Energy  Agency  of  the  Unit- 
ed Nations. 

New  officers  of  the  Texas  Rheu- 
matism Association  are  Dr.  C.  Col- 
lum  Smith,  Waco,  president;  Dr. 
John  B.  Fershtand,  Fort  Worth, 
vice  president;  Dr.  John  T.  Sharp, 
Houston,  second  vice  president ; and 
Dr.  Homer  R.  Goehrs,  Austin,  sec- 
retary-treasurer. Members  of  the 
board  of  governors  whose  term  ex- 
pires in  1965  are  Drs.  J.  Morris 
Horn,  Dallas,  Charles  H.  Cornwell, 
Marlin,  and  Edward  Futch,  Galves- 
ton. Those  whose  terms  expire  in 
1966  are  Drs.  David  Sacks  and 
Moise  D.  Levy,  San  Antonio,  and 
Ed  Krwsen,  Dallas.  Members  whose 
terms  expire  in  1967  are  Drs.  James 
W.  Kemper  and  Earl  Brewer,  Hous- 
ton, and  Earle  Scharff,  FortWorth. 

Dr.  John  C.  Kennedy,  Houston, 
is  the  newly  elected  president  of 
the  Harris  County  Unit  of  the 
American  Cancer  Society.  He  took 
office  Sept.  1. 

Officers  of  the  Texas  Pediatric 
Society  for  1966  are  Dr.  Paul  R. 
Meyer,  Port  Arthur,  president;  Dr. 
Fred  Brooksaler,  Dallas,  president- 
elect; Dr.  Clarence  E.  Gilmore, 
Paris,  secretary;  Dr.  Donald  H. 
McDonald,  Abilene,  treasurer;  and 
Dr.  Max  R.  W oodward,  Sherman, 
historian. 

Dr.  Jack  M.  McKemie,  Corpus 
Christi,  was  elected  to  a four-year 
term  as  chairman  of  District  3 of 
the  Texas  Pediatric  Society,  suc- 
ceeding Dr.  Ben  Shaver,  San  An- 
tonio. 

Dr.  Robert  G.  McCorkle,  Hous- 
ton, has  been  elected  a vice-presi- 
dent of  the  American  College  of 
Angiology. 

New  board  members  of  the  new 
State  Board  of  Mental  Health  and 
Mental  Retardation  appointed  by 
Gov.  John  Connally  are  Dr.  George 
A.  Constant,  Victoria;  Dr.  Horace 
Cromer,  Austin;  and  Dr.  Raleigh 
White,  Temple. 

Dr.  Eleanor  Ardel  Vietti,  a mis- 
sionary doctor  from  Houston,  has 
been  a prisoner  of  the  Viet  Cong 
for  the  past  three  years.  She  was 
taken  at  gunpoint  along  with  two 
male  American  missionaries  from 
a Christian  and  Missionary  Alli- 
ance Leprosarium  in  Ban  Me 
Thuot,  South  Vietnam,  in  1962. 
She  is  reported  as  moving  from 
village  to  village  and  being  forced 


to  minister  to  Viet  Cong  wounded. 
Rescue  efforts  have  failed,  but  in- 
telligence authorities  are  convinced 
she  is  still  alive.  She  has  a twin 
sister,  Teresa  Jane,  who  is  a doc- 
tor in  St.  Louis,  Mo. 

At  the  43rd  annual  session  of 
the  American  Congress  of  Physical 
Medicine  and  Rehabilitation  in 
Philadelphia,  Dr.  Lewis  A.  Leavitt, 
of  Houston,  was  welcomed  to  office 
as  president  for  1965-1966  by  retir- 
ing president.  Dr.  William  J.  Erd- 
man,  II,  of  Philadelphia. 

Dr.  Robert  L.  Stubblefield  of  Dal- 
las is  president  of  the  American 
Orthopsychiatric  Association. 

Dr.  Harry  K.  Davis,  Galveston, 
was  elected  1965  “Boss  of  the  Year” 
by  the  Galveston  County  Medical 
Assistants  Society. 

Newly  appointed  chairman  of  the 
Department  of  Surgery,  University 
of  Texas  Medical  Branch,  is  Dr. 
Roger  Williams  of  Ohio. 

Recent  faculty  promotions  at 
Baylor  University  College  of  Med- 
icine have  raised  five  to  the  rank 
of  professor  and  11  to  associate 
professor.  Professors  are  Dr.  J.  K. 
Alexander  and  Dr.  John  Sharp, 
Department  of  Medicine;  Dr.  C. 

G.  Breckenridge  and  Les  Geddes, 
Ph.D.,  Department  of  Physiology; 
and  Dr.  Russell  Scott,  Division  of 
Urology.  Associate  professors  are 
Dr.  Berne  Newton,  Dr.  Jack  Ab- 
bott, and  Dr.  Joyce  Davis,  Depart- 
ment of  Pathology;  Dr.  B.  R.  Al- 
ford, Department  of  Otolaryngolo- 
gy; Edward  Bresnick,  Ph.D.,  and 
Arnold  Schwartz,  Ph.D.,  Depart- 
ment of  Pharmacology;  Dr.  David 
Cardus,  Department  of  Physiology; 

H.  B.  Kaplan,  Ph.D.,  Department 
of  Psychiatry,  Dr.  Dan  McNamara, 
Dr.  Aaron  Mintz,  and  Dr.  A.  J. 
Rudolph,  Department  of  Pediatrics. 

Officers  of  the  12th  District  So- 
ciety are  Dr.  Walker  A.  Lea,  Jr., 
Temple,  president;  Dr.  Van  D. 
Goodall,  Clifton;  and  Dr.  Donald 
Dysart,  Temple. 


Postgraduate  Courses 

Deductive  Electrocardiography, 
Houston,  Dec.  6-10. — The  Division 
of  Continuing  Education  of  The  Uni- 
versity of  Texas  Graduate  School 
of  Biomedical  Sciences  will  pre- 
sent a course  in  the  Texas  IMedical 
Center  taught  by  Dr.  Demetrio 
Sodi-Pallares  of  Mexico  City.  It 
will  include  basic  concepts  of  the 
anatomy,  chemistry  and  physics  of 
the  heart  muscle  during  rest,  and 
excitation  and  relaxation  in  addi- 
tion to  a thorough  discussion  of 
electrocardiographic  patterns  oc- 
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curring  in  various  clinical  states. 

For  further  information  physi- 
cians may  write  the  Division  of 
Continuing  Education,  the  Univer- 
sity of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston, 
102  Jesse  Jones  Library  Building, 
Texas  Medical  Center,  Houston. 

Cardiology,  Houston,  Dec.  6-10. — 
The  Division  of  Continuing  Educa- 
tion of  the  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences will  present  a five-day  sym- 
posium entitled  “Deductive  Electro- 
cardiography,” Monday  through 
Friday,  Dec.  6-10,  1965,  in  the  Tex- 
as Medical  Center  in  Houston.  The 
course  will  be  of  interest  to  all 
physicians,  including  elementary 
and  advanced  students  of  cardiol- 
ogy. Dr.  Demetrio  Sodi-Pallares, 
the  James  J.  and  Una  Truitt  Lec- 
turer for  the  year  1965,  will  be  the 
guest  speaker.  He  is  Chief  of  the 
Department  of  Electrocardiography 
of  the  National  Institute  of  Cardi- 
ology of  Mexico  City. 

Advance  registration  is  request- 
ed. The  tuition  fee  of  $45  entitles 
the  registrant  to  attend  all  or  any 
part  of  the  course.  Faculty  mem- 
bers, residents,  interns,  fellows,  and 
medical  students  will  be  granted 
complimentary  enrolment  upon  sat- 
isfactorily completing  an  applica- 
tion blank. 

For  further  information  physi- 
cians may  write  the  Division  of 
Continuing  Education,  The  Univer- 
sity of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston, 
102  Jesse  Jones  Library  Building, 
Texas  Medical  Center,  Houston, 
Texas  77025. 

Symposium  on  Menstrual  Mech- 
anisms, Denver,  Dec.  6-7. — The  Uni- 
versity of  Colorado  School  of  Med- 
icine, Department  of  Pediatrics 
and  the  Office  of  Postgraduate 
Medical  Education  of  the  Univer- 
sity of  Colorado  School  of  Medi- 
cine will  present  a two -day  sym- 
posium on  menstrual  mechanisms, 
Monday  and  Tuesday,  Dec.  6-7, 
1965.  Sessions  will  be  held  in  the 
Humphrey’s  Postgraduate  Center 
of  the  Denison  Library  Building. 
This  symposium  will  bring  togeth- 
er a group  of  investigators  and 
clinicians  prominent  in  the  field  of 
menstrual  cycles. 

Guest  speakers  will  include  Dr. 
Thomas  K.  Forbes,  associate  dean 
and  professor  of  anatomy,  Yale 
University  School  of  Medicine,  New 
Haven,  Conn.;  Dr.  William  F.  Ga- 
nong,  professor  of  physiology.  Uni- 
versity of  California  School  of 
Medicine,  San  Francisco;  Dr.  Alan 
Goldfien,  associate  professor.  De- 


partment of  Obstetrics  and  Gyne- 
cology, University  of  California 
School  of  Medicine,  San  Francisco; 
Dr.  Robert  J.  Kellar,  professor  of 
obstetrics  and  gynecology.  Univer- 
sity of  Edinburgh,  Scotland ; 

Dr.  Paul  C.  MacDonald,  associ- 
ate professor.  Department  of  Ob- 
tetrics  and  Gynecology,  the  Uni- 
versity of  Texas  Southwestern 
Medical  School,  Dallas;  Dr.  Gerald 
C.  Mueller,  professor  of  oncology, 
McArdle  Laboratory  for  Cancer 
Research,  University  of  Wisconsin, 
Madison;  Dr.  Kenneth  J.  Ryan, 
Arthur  H.  Bill  Professor  of  Ob- 
stetrics and  Gynecology,  Chairman 
of  the  Department,  Western  Re- 
serve University  School  of  Medi- 
cine, Cleveland,  Ohio;  Dr.  Kenneth 
Savard,  professor  of  biochemistry 
and  research  medicine,  investiga- 
tor for  Howard  Hughes  Medical 
Institute,  University  of  Miami 
School  of  Medicine,  Miami;  Dr. 
Charles  H.  Sawyer,  associate  pro- 
fessor of  biochemistry  in  obstetrics 
and  gynecology,  lecturer  in  bio- 
chemistry, Washington  University 
School  of  Medicine,  St.  Louis,  Mo. 

For  further  information,  physi- 
cians may  contact  the  Office  of 
Postgraduate  Medical  Education, 
Universtiy  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue, 
Denver  80220. 


T 

New  Books 

1 

In  TMA  Library 

Aita,  John  A.:  Neurologic  Mani- 
festations of  General  Diseases, 
Springfield,  Charles  C Thomas, 
1964. 

American  College  of  Surgeons, 
Committee  on  Trauma;  The 
Management  of  Fractures  and 
Soft  Tissue  Injuries,  2nd  ed., 
Philadelphia,  W.  B.  Saunders 
Co.,  1965. 

Cianfrain,  T. : A Short  History  of 
Obstetrics  and  Gynecology , 
Springfield,  Charles  C Thomas, 
1960. 

Clark,  R.  L.,  and  Cumley,  R.  W., 
eds. : Year  Book  of  Cancer,  Chi- 
cago, Year  Book  Medical  Pub- 
lishers, 1965. 

Crowe,  S.  J.:  Halsted  of  Johns 
Hopkins  (The  Man  and  His 
Men),  Springfield,  Charles  C 
Thomas,  1957. 

Dennie,  C.  C. : A History  of  Syph- 
ilis, Springfield,  Charles  C 
Thomas,  1962. 

Dewing,  S.  B.:  Modern  Radiology 
in  Historical  Perspective, 
Springfield,  Charles  C Thomas, 
1962. 


Dorfman,  R.  L,  and  Ungar,  F. : 
Metabolism  of  Steroid  Hor- 
mones, New  York,  Academic 
Press,  1965. 

Duke-Elder,  W.  S. : System  of  Oph- 
thalmology, vol.  8,  pt.  1,  and 
Diseases  of  the  Outer  Eye,  pt. 
2,  St.  Louis,  C.  V.  Mosby,  1965. 

Earle,  A.  S.:  Surgery  in  America, 
From  the  Colonial  Era  to  the 
Twentieth  Century , Philadel- 
phia, W.  B.  Saunders  Co.,  1965. 

Ellison,  E.  H.,  et  ah:  Current  Sur- 
gical Management  HI,  Phila- 
delphia, W.  B.  Saunders  Co., 
1965. 

Faulconer,  A.,  Jr.,  and  Keys,  T.  E.: 
Foundations  of  Anesthesiology, 
2 vols.,  Springfield,  Charles  C 
Thomas,  1965. 

Gefter,  W.  I.,  et  al. : Synopsis  of 
Cardiology,  St.  Louis,  C.  V. 
Mosby  Co.,  1965. 

Guntheroth,  W.  G. : Pediatric  Elec- 
trocardiography, Philadelphia, 
W.  B.  Saunders  Co.,  1965. 

Hall,  P.  F. : Gynaecomastia,  Aus- 
tralia, Australasian  Medical 
Publishing  Co.  Ltd.,  1959. 

Krusen,  F.  H.,  et  al. : Handbook  of 
Physical  Medicine  and  Rehabil- 
itation, Philadelphia,  W.  B. 
Saunders  Co.,  1965. 

Lindesmith,  A.  R. : The  Addict  and 
The  Law,  Bloomington,  Indiana 
University  Press,  1965. 

Lowen,  A. : Love  and  Orgasm,  1st 
ed..  New  York,  The  Macmillan 
Co.,  1965. 

Macmichael,  W. : The  Gold-Headed 
Cane,  Springfield,  Charles  C 
Thomas,  1953. 

Malgaigne,  J.  F.;  Surgery  and 
Ambroise  Pare,  translated  and 
edited  by  Wallace  B.  Hamby, 
Norman,  Okla.,  University  of 
Oklahoma  Press,  1965. 

Markuson,  B.,  ed.;  Conference  on 
Libraries  and  Automation, 
Washington,  D.  C.,  Library  of 
Congress,  1964. 

McLean,  J.  M.;  Atlas  of  Cataract 
Surgery,  St.  Louis,  C.  V.  Mosby 
Co.,  1965. 

Pitts,  R.  F.;  Physiology  of  the  Kid- 
ney and  Body  Fluids,  Chicago, 
Year  Book  Medical  Publishers, 
1965. 

Rowntree,  L.  G. ; Amid  Masters  of 
Twentieth  Century  Medicine, 
Springfield,  Charles  C Thomas, 
1958. 

Schneck,  J.  M.;  A History  of  Psy- 
chiatry, Springfield,  Charles  C 
Thomas,  1960. 

Smith,  J.L.:  N euro-Opthalmology , 
2 vols.,  St.  Louis,  C.  V.  Mosby 
Co.,  1965. 

Spratt,  J.  S.,  Jr.,  et  al. ; Anatomy 
and  Surgical  T echnique  of 
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“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress. ..as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic*AntispasmodiC'Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM  15  mg  (Va  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Ve  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana 


727e4 


AIVIES 
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. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 


ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory.  oix' 

Before  prescribing,  see  SK&F  product  Smith  Kline  & French  Laboratories 

Prescribing  Information. 
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TRANGO-OESKT 

CHLORMEZANONEmASPIRIN 

100  mg.  300  mg. 

Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 

(brand  of  chlormezanone) ) is  exceptionally  effective. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 

In  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 


TRANCOPAL  is  a "Tranquilaxant”  which  calms  anxiety  and  tension, 
relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
by  subduing  emotional  responses  to  pain. 


In  tension  headache 

premenstrual  tension  and  dysmenorrhea 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 
children  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 

Supplied  in  bottles  of  100  and  1000  tablets.  m7H 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 


Groin  Dissection,  St.  Louis,  C. 
V.  Mosby  Co.,  1965. 

Ulett,  G.  A.,  and  Peterson,  D.  B.: 
Applied  Hypnosis  and  Positive 
Sug gestion,  St.  Louis,  C.  V. 
Mosby  Co.,  1965. 

Wolf,  I.  J.,  ed. : Aphorisms  and 
Facetiae  of  Bela  Schick,  Balti- 
more, Waverly  Press,  Inc.,  1965. 
Zuckerman,  J.:  Diagnostic  Exami- 
nation of  the  Eye,  2nd  ed.,  Phil- 
adelphia, J.  B.  Lippincott  Co., 
1964. 

NEW  JOURNAL 

Radiologic  Clinics  of  North  Amer- 
ica, vol.  3,  no.  2,  Aug.  1965,  pt. 
1,  Symposia  on  Radiobiology: 
Selected  Aspects,  edited  by 
George  Cooper,  Jr.,  and  pt.  2, 
Problems  in  Geriatric  Radiolo- 
gy, edited  by  John  R.  Amberg, 
Philadelphia,  W.  B.  Saunders 
Co.,  1965. 


Book  Notes 

Books  reviewed  in  this  column  are 
available  from  the  TMA  Library. 

Ciba  Foundation  Symposium,  Car- 
diomyopathies. G.  E.  W.  Wol- 
stenholme  and  Maeve  O’Connor, 
eds.,  428  pp.,  Boston,  Little, 
Brown  and  Co.,  1964.  $12.50. 

Cardiomyopathies  and  the 

conditions  which  precipitate  them 
are  discussed  by  cardiologists,  pe- 
diatricians, neurologists,  and  re- 
searchers who  have  devoted  a life- 
time of  study  to  this  group  of  dis- 
orders. 

Cardiomyopathies  have  wide  clin- 
ical appeal.  The  clinician  interested 
in  heart  diseases  will  gain  an  ear- 
lier and  fuller  understanding  of 
the  conditions  which,  in  various 
forms,  may  cause  sudden  death  or 
lingering  incapacity. 


The  Hormone  Quest.  Albert  Q. 
Maisel.  262  pp.  New  York,  Ran- 
dom House,  1965.  $5. 

The  hormone  quest  is  the 

story  of  research  and  development 
of  natural  and  synthetic  hormones 
that  have  resulted  in  the  birth  con- 
trol “pill,”  and  a score  of  therapies 
for  heart  disease,  arthritis,  meno- 
pausal changes,  and  mental  illness. 
Explained  are  the  complex  biologi- 
cal processes  of  human  hormone 


production  and  the  worldwide  search 
for  raw  materials  from  which  to 
synthesize  hormones. 


The  Liver  and  Portal  Hypertension. 
Charles  G.  Child,  III,  M.D.  231 
pp.  Vol.  1 in;  Major  Problems 
in  Clinical  Surgery,  J.  Englebert 
Dunphy,  M.D.,  consulting  editor, 
Philadelphia,  W.  B.  Saunders 
Co.,  1964.  $8.50. 

T HIS  BOOK,  the  first  of  a series, 
relates  to  problems  in  clinical  sur- 
gery. Written  with  the  collabora- 
tion of  the  Departments  of  Sur- 
gery and  Medicine  of  the  Univer- 
sity of  Michigan  and  under  the 
editorship  of  Dr.  Child,  an  admira- 
ble job  is  done  reviewing  the  his- 
tory of  liver  research  studies,  both 
surgical  and  medical.  It  deals  with 
surgery  and  portal  hypertension, 
hepatic  failure,  encephalopathy, 
protein,  electrolyte,  and  steroid  me- 
tabolism, and  gives  studies  relating 
to  liver  lymph  flow. 

The  book  is  interesting  for  some- 
one versed  in  liver  disease  and 
portal  hypertension  because  of  its 
historical  interest  and  bibliography. 
However,  Dr.  Child  and  his  co- 
authors seem  to  adopt  a “don’t 
confuse  me  with  facts”  attitude  in 
discussing  prophylactic  portacaval 
shunt  in  patients  with  esophago- 
gastric varices.  They  comment  on 
studies  now  in  progress  that  show 
no  difference  in  mortality  survival 
rates  of  patients  treated  with  pro- 
phylactic portacaval  shunt  as  op- 
posed to  those  treated  with  medi- 
cal therapy  alone.  The  impact  of 
the  book  is  destroyed  because  it  is 
obvious  that  this  Department  of 
Surgery  feels  that  portacaval  pro- 
cedures are  “life-saving”  and, 
therefore,  cannot  be  subjected  to 
the  scrutiny  of  statistical  evalua- 
tion as  in  other  university  medical 
centers.  Dr.  Child  also  is  a strong 
advocate  of  portacaval  shunts  for 
the  relief  of  ascites,  but  prefaces 
this  with  a long  presentation  in 
which  he  comments  on  the  multiple 
surgical  procedures  performed  in 
the  past  for  relief  of  ascites  with- 
out adequate  double-blind  studies. 
Again,  since  this  Department  is 


performing  a “life-saving  proce- 
dure,” it  is  unwilling  to  subject  its 
finding  to  the  scrutiny  of  statisti- 
cal evaluation. 

In  summary,  this  book  is  inter- 
esting because  of  its  extensive  bib- 
liography and  comments  on  recent 
studies  in  medical  research.  These 
studies  relate  primarily  to  hor- 
monal balance  in  fluid  and  electro- 
lyte retention  and  in  the  hormonal 
aspects  of  ascites  retention  or  as- 
cites formation.  However,  the  book 
pushes  for  more  portacaval  sur- 
gery without  double-blind  compari- 
son with  medical  therapy.  Its  great- 
est weakness  is  the  author’s  disre- 
gard for  controlled  statistical  stud- 
ies in  evaluation  of  the  problems 
related  to  the  patients  with  iwrtal 
hypertension. 

Ted  L.  Edwards,  Jr.,  M.D., 
Austin. 

Body  Fluids  and  the  Acid  Base 
Balance.  Halvor  N.  Christensen, 
Ph.D.,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1964. 

T HIS  VOLUME  was  prepared  as 
a teaching  program  for  students 
of  the  biological  and  medical  sci- 
ences. It  was  tried  out  in  two  suc- 
cessive preliminary  versions  with 
medical,  dental,  and  medical  tech- 
nology students.  The  volume  as  it 
now  stands  is  being  used  by  the 
author  who  is  professor  and  chair- 
man of  the  Department  of  Bio- 
logical Chemistry,  University  of 
Michigan. 

Borland’s  Illustrated  Medical  Dic- 
tionary, 24th  ed.  1107  pp.  Phila- 
delphia, W.  B.  Saunders  Co., 
$13.50. 

D ORLAND’S  Medical  Dictionary 
is  based  on  scientific  principles  of 
selection,  and  is  an  authoritative 
record  of  medical  word  usage.  The 
most  extensive  revisions  in  the  dic- 
tionary’s history  have  been  made 
in  this  24th  edition  with  the  as- 
sistance of  experts. 

The  greatest  changes  have  been 
in  anatomical  entries.  Additional 
definitions  are  given  to  terms  com- 
monly encountered  in  clinical  lit- 
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is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘pure  depression’  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(Sy.  1-12,  1959 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘DeproF  has  proved  particularly  helpful. 
For  ‘DeproF  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications;  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Cartful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  ‘Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Btnactyzmt  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  CO-S749 


meprobamate  400  mg.  -1- 
benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Volume  61,  NOVEMBER,  7965 


855 


erature.  New  drugs  have  been  add- 
ed, and  obsolete  drugs  have  been 
eliminated. 

One  outstanding  feature  of  this 
new  edition  is  the  prefatory  essay 
on  medical  etymology  by  Dr.  Lloyd 
W.  Daly,  professor  of  Greek  at  the 
University  of  Pennsylvania. 

Intracranial  Aneurysms  and  Sub- 
arachnoid Hemorrhage  (Twelfth 
Annual  Scientific  Meeting  of 
the  Houston  Neurological  Socie- 
ty) compiled  and  edited  by  Wil- 
liam S.  Fields,  M.D.,  and  Adolph 
L.  Sahs,  518  pp.  Springfield, 
111.,  Charles  C Thomas,  Pub- 
lisher, 1965.  $18.75. 

T HIS  SYMPOSIUM  held  in  Hous- 
ton had  40  participants  covering 
the  specialized  field  of  intracranial 
aneurysms  and  subarachnoid  hem- 
orrhage with  detailed  coverage  in 
pathologic  anatomy  and  contrast 
visualization. 

The  pathologic  anatomy  discus- 
sions revealed  that  over  80  percent 
of  the  aneurysms  involved  branches 
originating  from  the  internal  ca- 
rotid artery,  and  13  percent  in- 
volved branches  furnished  by  the 
vertebral  arteries.  Discussions  of 
cytology,  embryologic  weakness  of 
vessels  at  or  near  their  bifurca- 
tions, and  the  causes  and  effects  of 
cerebral  vasospasm  were  covered 
as  were  the  effects  and  pathology 
caused  by  intracranial  hemorrhage 
into  the  cerebrospinal  fluid. 

The  angiographic  section  with 
contrast  visualization  illustrates 
the  lesions  encountered,  the  diag- 
nostic radiographic  findings  to  be 
observed,  the  proper  technique  in 
angiography,  and  the  complica- 
tions. Also  included  were  the  best 
positions  to  bring  out  a particular 
lesion,  complications  one  may  en- 
counter, and  the  physiology  in- 
volved in  such  procedures. 

Joe  C.  Rude,  M.D.,  Austin. 

Gastroenterology,  Vol.  II.  Henry 
L.  Bochus,  M.D.,  Philadelphia, 
W.  B.  Saunders  Co.,  1964. 

T HE  SECOND  volume  of  a three 
volume  series  is  edited  by  Dr.  Bo- 
chus, and  deals  with  the  physiology 
and  pathophysiology  of  the  small 


intestine,  absorption,  nutrition,  the 
colon,  peritoneum,  mesentery,  and 
reviews  significant  work  in  gas- 
troenterology over  past  decades. 
The  supply  of  useable  charts  and 
case  histories  causes  it  to  be  a val- 
uable gastrointestinal  reference 
manual. 

A weakness  of  timeliness  can  be 
found  in  the  sections  on  intestinal 
enzyme  deficiencies  in  which  anti- 
biotic therapy  is  mentioned  only 
casually.  Unfortunately  the  reader 
receives  no  cross  section  of  recog- 
nized therapy  in  these  disorders, 
but  rather  what  is  recommended 
by  the  University  of  Pennsylvania. 

In  summary,  this  book  is  valu- 
able to  the  gastroenterologist’s  li- 
brary, but  is  weakened  severely 
because  it  is  written  only  by  Phil- 
adelphia and  University  of  Penn- 
sylvania graduates. 

Ted  L.  Edwards,  Jr.,  M.D., 
Austin. 


New  Films 
In  TMA  Library 

The  Abdomen  in  Infants  and  Chil- 
dren. Sound,  color,  32  minutes, 
professional.  1964. 

Everything  from  esophageal 
atresia  to  confused  genitalia  is  pre- 
sented in  this  film.  Dr.  Ralph  V. 
Platou  demonstrates  diagnostic 
techniques  in  several  cases,  and 
shows  instances  where  prompt  di- 
agnosis may  be  lifesaving. 

Gastric  Surgery.  Sound,  color,  33 
minutes,  professional.  1964. 

The  development  of  gastric 

surgery  is  presented  with  empha- 
sis on  contributions  by  Billroth  and 
his  pupils.  The  original  methods 
and  modifications  are  demonstrated 
at  surgery. 

Pitfalls  in  Biliary  Tract  Surgery. 
Sound,  color,  38  minutes,  pro- 
fessional. 1964. 

T HIS  FILM  reviews  the  anatomy 
of  the  biliary  tree,  demonstrates 
the  common  mechanism  and  man- 
agement of  vascular  and  ductile 
injury  occurring  during  cholecys- 
tectomy, and  illustrates  the  tech- 
nique of  “safe”  cholecystectomy. 


Carcinoma  of  the  Cecum  and  As- 
cending Colon — Silent,  Obstruct- 
ing, Perforated.  Sound,  color, 
25  minutes,  professional.  1964. 

DR-  HILGER  perry  JENKINS 
is  the  author  of  this  film,  which 
shows  the  varied  natui’e  of  right 
colon  cancer,  principles  of  surgical 
treatment,  and  need  for  a routine 
screening  technique  to  aid  earlier 
detection. 

Chronic  Bronchitis  And  Emphyse- 
ma— Professional,  1964,  sound, 
color,  32  minutes. 

This  film  conveys  an  unusual- 
ly clear  description  of  the  relation- 
ship between  chronic  bronchitis 
and  pulmonary  emphysema.  Dr. 
John  B.  Hickam  describes,  with 
the  use  of  animation,  the  mechan- 
isms by  which  the  outflow  of  air  is 
obstructed  and  the  causes  for  this 
obstruction.  Actual  paper-thin  sec- 
tions of  human  lung  are  presented 
to  show  the  various  types  of  pa- 
thology associated  with  emphyse- 
ma. Several  patients  representing 
different  degrees  of  disability  de- 
scribe their  own  symptoms  and 
thus  show  the  classic  physical  find- 
ings. The  physiological  defects  of 
these  disorders  are  demonstrated 
with  simple  diagnostic  instruments 
which  compare  the  normal  and  ab- 
normal air  flow.  Dr.  Hickam  and 
his  associate.  Dr.  Joseph  C.  Ross, 
discuss  in  detail  the  treatment  of 
chronic  bronchitis  and  pulmonary 
emphysema. 

A Quarter  Million  Teenagers — Lay, 
sound,  color,  16  minutes. 

T HIS  FILM  opens  with  a presen- 
tation of  the  great  number  of  per- 
sons who  contract  syphilis  and 
gonorrhea  each  year.  A quarter  of 
a million  of  these  are  teenagers. 
Microscopic  shots  of  spirochetes 
and  gonococci  are  sho\vn  and  the 
route  by  which  the  organisms  en- 
ter the  body.  This  sequence  and 
much  of  the  rest  of  the  film  are 
visualized  in  animation.  The  prog- 
ress of  gonorrhea  and  syphilis  is 
described.  The  film  stresses  that 
the  disease  can  be  cured. 


856 


Texas  State  Journal  of  Medicine 


FOR  NERVOUS  AND  MENTAL  DISEASES 


• All  modern  forms  of  individualized  treatment  for  psychoses,  psycho- 
neuroses, personality  disorders,  alcoholism  and  drug  addiction. 

• Diagnostic  procedures  including  electroencephalography. 

• Separate  air-conditioned  buildings  especially  designed  for  custodial 
patients  requiring  psychiatric  and  medical  care. 


Albert  D.  Pattillo,  M.  D.  David  Wade,  M.  D. 

Clinical  Director  Medical  Director 

James  F.  Fades,  M.  D. 

Associate  Psychiatrist 


T.  H.  Wade 
Administrator 
J.  P.  Edwards 
Business  Manager 


3200  Soufli  First  Street  • Austin,  Texas  • Phone  GR  8-8494  or  HI  2-7818 


Professional  Protection  Exclusively  since  1899 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a Li^L  marL  dlstmctloyi 
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AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearvievr,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 


Vo/umo  67,  NOVEMBER,  1965 


857 


rap'port  (ra'port'  ; ra'por'), 
n.  An  intimate  or  harmonious 
relation. 


Within  the  framework  of  Devereux’s  residen- 
tial treatment  program,  wholesome  relationships 
with  mature,  understanding  staff  members  pro- 
vide a therapeutic  experience  for  the  child  who 
is  emotionally  disturbed  or  mentally  retarded. 


FOR  INFORMATION  AND  LITERATURE 
Devon,  Pennsylvania  and  Rutland,  Massachusetts 
Charles  J.  Fo\«ler,  Director  of  Admissions 
Devereux  Schools,  Devon,  Penna.  19333 
Santa  Barbara  (Box  1079),  California 
Keith  A.  Seaton,  Director  of  Admissions 
Victoria  (Box  2269),  Texas 
Richard  D.  Grant,  Registrar 


euereux 


^School^ 


UNDER  THE  DEVEREUX  FOUNDATION 
A NON  PROFIT  ORGANIZATION 


Helena  T.  Devereux 

Founder  and  Consultant 


Edward  L.  French,  Ph.D. 

President  and  Director 


Psychiatrist-in-Chief 

Perry  C.  Talkington,  M.D. 

Medical  Director 
Charles  L.  Bloss,  M.D. 

Clinical  Director 

Howard  M.  Burkett,  M.D. 

Associate  Psychiatrists 
James  K.  Peden,  M.D. 
Jerry  M.  Lewis,  M.D. 
Ward  G.  Dixon,  M.D. 


Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 
Albert  F.  Riedel,  M.D. 

John  Henry  Reitmann,  M.D. 
John  F.  Hickman,  M.D. 

Dode  Mae  Hanke,  M.D. 
Maurice  S.  Green,  M.D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 

Clinical  Psychology 
David  Lipsher,  Ph.D. 


Charles  Jack  Black,  Ph.D. 
Dale  R.  Turner,  Ph.D. 

John  T.  Gossett,  Ph.D. 

Social  Work 

Bill  M.  Tumage,  M.S.S.W. 
Robert  M.  O'Connor,  M.S.W. 
Barbara  Lewis,  IVT.S.S.W. 
Carroll  David,  M.S.S.W. 
Gerald  Spalding,  M.S.W. 
Sally  Stansfield,  M.S.W. 


Business  Manager 

Ralph  M.  Barnette,  Jr.,  B.B.A. 

Occupational  Therapy 

Geraldine  Skinner,  B.S.,  O.T.R. 

Recreational  Therapy 

Lois  Timmins,  Ed.D.,  Director 
Jacquelyn  Vaughan,  B.S. 

Claudette  Gardner,  Psychodrama 
Mary  Weldon,  B.S.,  Music  Therapy 

Director  of  Nurses 

Frances  Lumpkin,  R.N.,  B.S. 


Evergreen  1-2121 


LAWN 

PSYCHIATRIC  CENTER 

Dallas  21,  Texas  P.  0.  Box  1769 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 
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Recent 

Deaths 


DR.  F.  W.  TAYLOR 

Dr.  Fred  W.  Taylor,  46,  a Wich- 
ita Falls  physician,  died  Aug.  19 
after  suffering  an  apparent  heart 
attack. 

A native  of  Dill  City,  Okla.,  he 
was  born  May  18,  1919.  He  at- 
tended schools  in  Lawton,  Okla.  A 
graduate  of  the  University  of  Okla- 
homa School  of  Medicine,  he  in- 
terned at  the  U.  S.  Naval  Hospital 
in  Farragut,  Idaho,  and  served 
residencies  at  Wesley  Hospital, 
Oklahoma  City,  and  Wichita  Falls 
Clinic -Hospital.  He  practiced  in 
Duncan,  Okla.,  until  1950  when  he 
moved  to  Wichita  Falls.  Later  he 
became  associated  with  the  Reagan 
Urology  Group  in  Wichita  Falls. 

Dr.  Taylor  was  a member  of  the 
Wichita  County  Medical  Society, 
Texas  Medical  Association,  and  the 
American  Medical  Association.  He 
was  a fellow  of  the  American  Col- 
lege of  Surgeons  and  a diplomate 
of  the  American  Board  of  Urolo- 
gists. A member  of  the  First  Chris- 
tian Church,  he  also  held  a mem- 
bership in  the  American  Urologi- 
cal Association. 

Dr.  Taylor  served  as  a lieuten- 
ant in  the  Navy  during  World 
War  II. 

On  June  20,  1947,  Dr.  Taylor 
and  Alma  M.  Davis  of  Pawnee, 
Okla.,  were  married  in  Quanah. 
She  survives  him,  as  do  a daugh- 
ter, Shari  Taylor  of  Wichita  Falls; 
his  mother,  Mrs.  Isabell  Taylor, 
Quanah;  three  brothers,  Floyd 
Taylor  of  Quanah,  Mitchell  Taylor 
of  Hollis,  Okla.,  and  Kameal  Tay- 
lor, Gould,  Okla.;  and  four  sisters, 
Mrs.  Ruth  Fairbanks,  Miss  Mary 
Taylor,  and  Miss  Blanche  Taylor, 
all  of  Houston,  and  Mrs.  Rosa  Tay- 
lor, Altus,  Okla. 


DR.  JACOBSON 


DR.  H.  JACOBSON 

A Beaumont  physician,  Dr.  Har- 
ry Jacobson,  56,  died  in  a local 
hospital  Aug.  22  following  a long 
illness. 

Dr.  Jacobson  was  born  May  30, 
1909,  in  Galveston,  the  son  of  Na- 
than and  Annie  Jansburg  Jacob- 
son. He  attended  Galveston  schools, 
the  University  of  Texas,  and  was 
graduated  from  the  University  of 
Texas  Medical  Branch  in  1933. 
After  interning  at  Evangelical 
Deaconess  Hospital  in  Cleveland, 
Ohio,  he  served  residencies  at  City 
Hospital  in  Cleveland,  and  St. 
Joseph  Hospital,  South  Bend,  Ind. 
He  took  postgraduate  courses  at 
Randolph  Field  School  of  Medicine. 

Dr.  Jacobson,  a resident  of  Beau- 
mont since  World  War  II,  was  a 
captain  in  the  Air  Force  and  a 
flight  surgeon  during  the  war.  He 
was  decorated  with  the  Bronze 
Star  Medal.  He  was  examiner  for 
the  Federal  Aeronautic  Adminis- 
tration. 

A member  of  Temple  Emanuel 
and  B’nai  B’rith,  Dr.  Jacobson  be- 
longed to  the  Jefferson  County 
Medical  Society,  the  Texas  Medical 
Association,  and  the  American 
Medical  Association.  He  was  a fel- 
low of  the  American  Academy  of 
General  Practice. 

Dr.  Jacobson  is  survived  by  his 
wife,  Carol  Toplitz  Jacobson,  whom 
he  maried  Dec.  28,  1939,  in  Beau- 
mont; two  daughters,  Mrs.  Jan 


DR.  CLOUD 


Huffman  and  Miss  Jill  Jacobson, 
both  of  Beaumont;  four  brothers, 
Abraham  Jacobson,  Louis  Jacob- 
son, and  Paul  Jacobson,  all  of 
Galveston,  and  Leon  Jacobson  of 
Alexandria,  La. 


DR.  R.  E.  CLOUD 

A pioneer  Texas  physician  and 
psychiatrist.  Dr.  Ralph  Emerson 
Cloud,  89,  died  Aug.  13  at  his  home 
in  Austin. 

He  served  as  senior  psychiatrist 
at  Austin  State  Hospital  in  1941, 
assistant  superintendent  of  the  hos- 
pital in  1942,  and  from  1943  to 
1949  when  he  retired.  In  1943  he 
was  superintendent  at  Austin  State 
School. 

Dr.  Cloud,  the  son  of  John  Wurts 
and  Virginia  Washington  Cloud, 
was  born  on  a plantation  at  Del 
Valle,  Tex.,  on  Jan.  24,  1876.  A 
graduate  of  the  University  of  Tex- 
as Medical  Branch,  he  attended 
Travis  County  schools,  Minnie  Car- 
rington University  Preparatory 
School  in  Austin,  and  the  Univer- 
sity of  Texas.  In  1913,  Dr.  Cloud 
took  postgraduate  courses  in  neu- 
ropsychiatry in  New  York  City. 
He  authored  many  psychiatric  pa- 
pers, particularly  on  schizophrenia, 
which  were  presented  before  the 
Texas  Medical  Association  and 
county  medical  societies. 
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In  1926  Dr.  Cloud  served  on  the 
committee  that  selected  a name  for 
the  city-county  hospital  in  Austin. 
“Brackenridge”  was  the  name  se- 
lected, in  honor  of  Dr.  R.  J.  Brack- 
enridge,  who  had  performed  long 
service  in  the  interest  of  the  city- 
county  hospital. 

He  was  appointed  a quarantine 
officer  at  a detention  camp  at 
Ruliff,  Tex.,  in  1905,  to  prevent 
the  entrance  of  yellow  fever  into 
Texas.  He  accepted  a special  as- 
signment in  1906  to  go  to  Havana, 
Cuba,  again  preventing  the  spread 
of  yellow  fever. 

Dr.  Cloud  served  as  a physician 
and  pathologist  at  the  Southwest- 
ern Insane  Asylum  in  San  Antonio 
in  1907,  and  in  1911  he  went  to 
Terrell  as  a physician  and  pathol- 
ogist at  the  North  Texas  Hospital 
for  the  Insane. 

He  established  the  Heights  Sani- 
tarium in  Houston  in  1912,  and  the 
Oaks  Sanitarium  in  Austin  in  1916. 
From  1916  to  1940  he  was  a direc- 
tor of  Oaks  Sanitarium. 

A past  president  of  Travis  Coun- 
ty Medical  Society  and  the  Seventh 
District  Medical  Society,  Dr.  Cloud 
was  a member  of  the  Texas  Medi- 
cal Association  and  the  American 
Medical  Association.  A Baptist,  he 
was  a diplomate  of  the  American 
Board  of  Psychiatry  and  Neurol- 
ogy, a fellow  of  the  Southern  Psy- 
chiatric Association,  a member  of 
University  Lodge  No.  1190  A.  F.  & 
A.  M.,  Scottish  Rite  and  Shrine, 
Sons  of  the  Republic  of  Texas, 
Sons  of  Confederate  Veterans,  and 
Phi  Chi  medical  fraternity. 

On  Jan.  1,  1911,  Dr.  Cloud  mar- 
ried Anna  Allen  in  San  Antonio. 
Survivors  are  his  wife;  three 
daughters,  Mrs.  Virginia  Green  of 
Houston,  Mrs.  Ann  Neumeister  of 
Minneapolis,  Minn.,  Mrs.  Martha 
Ogilby  of  Chevy  Chase,  Md.;  three 
sisters,  Mrs.  B.  F.  Rowe,  Mrs.  H. 
D.  Mahaffey,  and  Miss  Myrtle 
Cloud,  all  of  Austin;  seven  grand- 
children and  four  great  grandchil- 
dren. 


DR.  A.  BERGFELD 

Dr.  Arthur  Bergfeld,  78,  died  in 
New  Braunfels  Hospital  July  9. 
He  had  been  in  practice  in  New 
Braunfels  for  47  years  and  was 
the  founder  of  the  Comal  Sanitari- 
um in  1920. 

Dr.  Bergfeld  was  graduated  from 
the  University  of  Texas  Medical 
Branch  in  1909. 


DR.  BERGFELD 


A specialist  in  radiology,  he  was 
a member  of  the  North  American 
Radiological  Society  and  was  cer- 
tified by  the  American  Board  of 
Radiology.  He  was  an  honorary 
member  of  Texas  Medical  Associa- 
tion through  the  Comal  County 
Medical  Society.  Also,  he  belonged 
to  the  American  Medical  Associa- 
tion, the  American  Academy  of 
General  Practice,  Southern  Medical 
Association,  Texas  Radiological  So- 
ciety, and  American  College  of 
Chest  Physicians. 

Dr.  Bergfeld  had  served  in  the 
armed  forces  in  1914,  during  World 
Wars  I and  II,  and  during  the 
Korean  conflict. 

He  married  Frances  Pfeuffer  on 
July  13,  1916,  in  San  Marcos.  He 
was  a former  member  of  the  Elks 
and  Lions  clubs  and  was  for  many 
years  Comal  County  chairman  of 
the  Republican  Party.  He  was  a 
Methodist  and  belonged  to  the 
American  Legion. 

The  doctor  is  survived  by  his 
wife;  a son.  Dr.  Jack  A.  Bergfeld 
of  New  Braunfels;  sister,  Mrs. 
Oscar  Rosenbush  of  Seguin;  three 
brothers,  Paul  Bergfeld  of  Los  An- 
geles, and  Max  Bergfeld  and  Ed- 
win Bergfeld  of  Seguin;  and  two 
grandchildren. 


DR.  R.  L.  JOHNSON 

Dr.  Robert  Lee  Johnson  died 
Sept.  5 of  injuries  suffered  in  an 
automobile  accident  Aug.  19.  The 
Pittsburg,  Tex.,  physician  was  54. 


DR.  JOHNSON 


He  was  born  in  Tupelo,  Miss., 
Nov.  2,  1910,  the  son  of  David  and 
Ella  Jane  Johnson.  He  attended 
the  University  of  Mississippi  and 
received  his  M.D.  degree  from  Tu- 
lane  Univei'sity  in  New  Orleans  in 
1935.  He  interned  at  the  Southern 
Baptist  Hospital  in  New  Orleans. 
Dr.  Johnson  had  practiced  medi- 
cine in  Pittsburg  since  1936.  He 
was  a co-owner  of  the  Medical  and 
Surgical  Hospital  in  Pittsburg.  Dr. 
Johnson  served  as  president  of 
both  the  Camp-Morris-Titus  Coun- 
ties Medical  Society  and  the  Fif- 
teenth District  Medical  Society. 
He  was  a member  of  the  Texas 
Medical  Association,  American 
Academy  of  General  Practice,  Tex- 
as Academy  of  General  Pi'actice, 
and  the  Association  of  American 
Physicians  and  Surgeons. 

Dr.  Johnson  was  a member  of 
the  First  Baptist  Church  where  he 
had  seiwed  as  Chairman  of  the 
Board  of  Deacons  for  many  years. 
He  was  a member  and  past  presi- 
dent of  the  Rotary  Club.  At  the 
time  of  Jiis  death,  he  was  president 
of  the  Pittsburg  School  Board.  He 
and  his  partner.  Dr.  P.  A.  Reitz, 
shared  the  “Man  of  the  Year” 
honor  given  annually  by  the  Camp 
County  Chamber  of  Commerce. 

Survivors  are  his  wife  and  a son, 
Bobby  Johnson,  both  of  Pittsburg; 
a daughter,  Mrs.  Gerald  Brieger  of 
Midland;  his  mother,  Mrs.  D.  R. 
Johnson  of  Tupelo,  Miss.;  two 
brothers,  Jim  Johnson  and  IMuller 
Johnson  of  Tupelo,  Miss.;  and  one 
sister,  Mrs.  J.  A.  Brady  of  Jack- 
son,  Miss. 
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helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 

"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage. ”l 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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SoutkweH  Clinic  c4^^ociation 


MAIN  OFFICE 
220  Medical  Arts  Bldg. 

Rl  2-9041  — Area  Code  214 


DALLAS,  TEXAS 


NORTH  DALLAS  OFFICE 
5535  Denton  Drive 
ME  1-3880  — Areo  Code  214 


SURGERY  AND  GYNECOLOGY 
Sidney  Galt,  M.  D. 

H.  Earl  Taylor,  M.  D. 

John  W.  Lanius,  M.  D. 

INTERNAL  MEDICINE 
Cullen  L.  Tubb,  M.  D. 

Frank  O.  Seay,  M.  D. 
Charles  M.  Preston,  M.  D. 


ORTHOPEDIC  SURGERY 

Edward  R.  Richardson,  M.  D. 
Arthur  L.  Sarris,  M.  D. 

GENERAL  MEDICINE 
O.  Jay  Waddell,  M.  D. 

Robert  J.  Wright,  ADMINISTRATOR 


UROLOGY 

Arthur  W.  Shannon,  M.  D. 
RADIOLOGY 

Valerie  A.  Sheehan,  M.  D. 

North  Dallas  Office 

MEDICINE  AND  SURGERY 
Frank  G.  Garfias,  M.  D. 
GENERAL  MEDICINE 
J.  William  Jorves,  M.  D. 


■j 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 


^outJjern  Clinic 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkansos-Texas 


Surgery 

Louis  P.  Good,  M.D.* 

Walter  C.  Barnes,  Jr.,  M.D.* 
Robert  M.  Bransford.  M.D.* 
Donald  C.  Spencer,  M.D.* 

Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D  * 


Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.** 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M D.* 

Obstetrics  and 
Gynecology 

John  Wolter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.** 


ADMINISTRATION 
Mrs.  Nancy  A.  Thomas 


*Diplomate  of  The  American  board  of  his  specialty 

**Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


San  Angelo 


Medical  & Surgical  Clinic 


Pediatrics ; 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery: 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Ill  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Obstetrica  and  Gynecology : 

Robert  G.  Bridges,  M.D. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology: 
J.  L.  Read,  M.D. 


Internal  Medicine  and  Cardiology : 
Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A..C.P. 

Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Administrator : 

W.  V.  Smith 
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COMING  MEETINGS 


Texas  Medical  Association,  Austin.  Annual 
Session,  April  14-17,  1966  : Austin.  Con- 
ference for  County  Medical  Society  Offi- 
cials, Jan.  22-23,  1966.  C.  Lincoln  Willis- 
ton,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

NOVEMBER 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  Chicago,  Nov.  14-19,  1966. 
Dr.  W.  L.  Benedict,  16  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

Medical  Society  of  United  States  & Mexico, 
Hejunosillo,  Sonora,  Mexico,  Nov.  18-20, 
1966.  Dr.  James  Nauman,  1603  N.  Tucson 
Blvd.,  Tucson.  Ariz.,  Sec. 

Radiological  Society  of  North  America,  Chi- 
cago, Nov.  28-Dec.  3,  1966.  Mr.  M.  D. 
Frazer,  1744  S.  68th  St.,  Lincoln,  Neb., 
Sec. 

DECEMBER 

American  Academy  of  Dermatology,  Inc., 
Chicago,  Dec.  4-9,  1966.  Dr.  R.  R.  Kier- 
land,  Mayo  Clinic.  Rochester,  See. 

American  College  of  Physicians,  Houston, 
Dec.  2.  1965.  Dx’.  E.  C.  Rosenow,  Jr., 
4200  Pine.  Philadelphia  4,  Exec.  Dir. 

American  Medical  Association,  Clinical 
meeting,  Philadelphia,  Nov.  28-Dec.  1, 
1966.  Annual  Meeting,  Chicago,  June  26- 
30,  1966.  Dr.  F.  J.  L.  Blasingame,  636 
Dearborn,  Chicago  10,  Exec.  Vice  Pres. 

Southern  Surgical  Association,  Hot  Springs, 
Va.,  Dec.  7-9,  1965.  Dr.  J.  D.  Martin, 
Jr.,  Emory  U.,  Atlanta  22.  Ga.,  Sec. 

Texas  Academy  of  Internal  Medicine,  Hous- 
ton, Dec.  4,  1966.  Dr.  Warren  W.  Moor- 
man, 901  W.  Leuda,  Fort  Worth.  Sec. 

Texas  Rheumatism  Association,  Houston, 
Dec.  3,  1966.  Dr.  Homer  R.  Goehrs,  609 
West  26th,  Austin. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology, San  Antonio,  Dec.  3-4,  1966. 
Dr.  Jack  B.  Lee,  409  Camden  St.,  San 
Antonio,  Sec. 

Texas  State  Board  of  Medical  Examiners, 
Fort  Worth,  Dec.  4-8,  1965.  Dr.  M.  H. 
Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 

National  and  Regional 

American  Academy  of  Allersry>  New  York, 
N.  Y..  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
766  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  General  Practice, 

Boston,  Oct.  7-14,  1966.  Mr,  M.  F.  Cabal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 


American  Academy  of  Pediatrics.  Dr.  E.  H. 
Christopherson.  1801  Hinman,  Evanston. 
111.,  Exec.  Dir. 

American  Association  of  Obstetricians  and 
G3^ecologists,  Dr.  C.  L.  Randall,  100 
Meadofw  Road.  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons, 

Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery, 

Vancouver,  B.  C..  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Cancer  Society,  Inc.  Mr.  G.  Whit- 
tlesey, 219  E.  42nd  St.,  New  York,  Sec. 

American  College  of  Allergists,  Chicago, 
April  26-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Mr. 

M.  Komfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Gastroenterology.  Mr. 

D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa 
Borough,  N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Chicago,  May  2-5,  1966.  Mr.  D. 
F.  Richardson,  79  W.  Monroe,  Chicago  3, 
Exec.  Sec. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker.  Chicago  6,  Exec. 
Dir. 

American  College  of  Surgeons,  Houston  Sec- 
tional Meeting,  Jan.  31-Feb.  2,  1966.  Dr. 
Samuel  P.  Harbison,  230  Lothrop  St., 
Pittsburgh,  Sec. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  San  Francisco,  Aug.  28- 
Sept.  2,  1966.  Mr.  Creston  C.  Herold,  30 

N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 

Homestead,  Hot  Springs,  Va.,  April  14- 

19,  1966.  Dr,  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Gastroenterological  Association, 

Chicago,  May  26-28,  1966.  Dr.  David 
Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C. 

American  Gynecological  Society,  Hot 

Springs,  Va.,  June  2-4,  1966.  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 

20,  N.  Y.,  Sec. 

American  Heart  Association.  Mr.  Rome  A. 
Betts.  44  E.  23rd,  New  York  10,  Exec.  Dir. 


American  Hospital  Association,  Chicago, 
Aug.  29-Sept.  1,  1966.  Dr.  Edwin  L.  Cros- 
by, 840  North  Lake  Shore  Dr.,  Chicago 
11,  Sec. 

American  Medical  Women*s  Association, 
Dr.  Mary  A.  Sears,  M.  D.  Anderson  Hos- 
pital, Houston,  Sec. 

American  Neurological  Association,  Wash- 
ington, D C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio,  June  20-23,  1966.  Dr.  James  A. 
Ferguson,  320  W.  Lafayette,  Detroit 
48226. 

American  Public  Health  Association,  Inc. 

Dr.  B.  F.  Mattison.  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists.  Mr. 
J.  W.  Andes,  515  Busse  Highway,  Park 
Ridge.  111.,  Exec.  Sec. 

American  Society  of  Clinical  Pathologists. 
Miss  Eleanor  F.  Larson,  445  Lake  Shore 
Drive,  Chicago  11,  Mgr. 

American  Surgical  Association,  Boca  Raton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 

American  Thoracic  Society,  San  Francisco, 
May  23-25,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.  Mr.  H.  E.  Northam,  185 
N.  Wabash,  Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Dr. 
George  A.  Hallenbeck,  Mayo  Clinic,  Roch- 
ester, Minn.,  Sec. 

Gastrointestinal  Research  Group,  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-6,  1966.  Stanley  E.  Henwood,  1616 
Lake  Shore  Dr.,  Chicago,  Sec. 

South  Central  Association  of  Blood  Banks, 

San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge,  La.,  Sec. 

Southern  Medical  Association,  Mr.  R.  F. 

Butts,  2601  Highland,  Birmingham  5, 
Ala.,  Exec.  Sec. 

Southwestern  Medical  Association,  Dr.  Sol 

Heinemann,  1900  N.  Oregon  St.,  El  Paso, 
Sec. 

Southern  Psychiatric  Association,  Memphis, 
Tenn.,  Oct..  1966.  Dr.  Mark  A.  Griffin, 
Jr.,  Appalachian  Hall,  Asheville,  N,  C., 
Sec. 
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South  Texas  District,  American  College  of 
Surgeons,  Dr.  August  Herff,  Jr.,  1526  Nix 
Professional  Bldg.,  San  Antonio,  Sec. 

Southwest  Allergy  Forum,  El  Paso.  Jan.  20- 
22,  1966.  Dr.  W.  P.  Coleman,  1828  Cal- 
houn St.,  New  Orleans,  La.,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard. 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966.  Dr.  Jorge  Jimenez- 

Gandica,  501  U.  S.  Court  House,  El 
Paso,  Sec. 


State 

Texas  Academy  of  General  Practice,  Hous- 
ton, Sept.  12-14,  1966.  Mr.  D.  C.  Jackson, 
1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966.  Dr.  C.  P.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  for  Mental  Health.  R.  W. 
Shafer,  Jr.,  4004  N.  Lamar  Blvd.,  Austin. 
Exec.  Dir. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12.  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fran- 
cine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics, Austin,  April  16.  1966.  Dr.  G.  K. 
Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society.  Dr.  A.  C. 
Ressmann,  714  Medical  Arts  Bldg.,  San 
Antonio,  Sec. 

Texas  Diabetes  Association,  Austin,  April 

17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum,  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 
Mr.  C.  W.  Reimann,  6014  Bull  Creek 
Rd.,  Austin  3,  Exec.  Sec. 

Texas  Heart  Association,  Houston,  Sept.  16- 

18,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  5,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas,  May  14- 
18.  1966.  O.  Ray  Hurst,  6226  U.  S.  High- 
way 290  E.,  Austin,  Exec.  Dir. 

Texas  Industrial  Medical  Association,  Aus- 
tin, April  14,  1966.  Dr.  James  K.  Stewart. 
P.  O.  Box  3311,  Beaumont.  Sec. 


Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
4645  Samuel  Blvd.,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin, 
April  14-15,  1966.  Dr.  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3603  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngoiogical  Association,  Aus- 
tin, April  14-15,  1966.  Dr.  Norman 

Wright.  1422  Tyler,  Amarillo,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept. 
29-Oct.  1,  1966.  Dr.  C.  E.  Gilmore,  811 
Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin.  April  14,  1966.  Dr. 
Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association.  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr.,  P.  O.  Box  6192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Corpus  Christi. 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 
Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St..  Lufkin,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  San 
Antonio.  Jan.  30,  1966.  Dr.  Jack  L. 
Smith,  3155  Stagg  Drive,  Beaumont,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Division,  International  College 
of  Surgeons,  Austin,  April  14,  1966.  Dr. 
D.  H.  Smith,  1601-A  N.  De  Leon,  Vic- 
toria. 

Texas  Surgical  Society,  Austin.  April  3-6, 
1966.  Dr.  W.  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin 
April  14,  1966.  Dr.  J.  C.  Long.  806  W. 
8th.  Plainview,  Sec. 


Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 

Texas  Urological  Society,  Shreveport,  La., 
January,  1966.  Dr.  Grant  Begley,  1416 
Pennsylvania.  Fort  Worth,  Sec. 


District 

First  District  Society,  El  Paso,  Feb.  6,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Third  District  Society.  Dr.  Louis  Devanney, 
2209  W.  7th.  Amarillo,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  502 
W.  13th,  Austin,  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble.  March  17, 
1966.  Dr.  Bobby  Jones,  218  Main  Street, 
Houston,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane, 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  W'alker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring.  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Dr.  Fred  W. 
Shelton,  600  N.  Highland  Ave.,  Sherman. 
Chm. 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr.,  1314  Medical  Arts  Bldg., 
Dallas.  Dir. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio.  Jan.  24-26, 
1966.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine.  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference.  Miss 
Alma  F.  O'Donnell.  503  Medical  Arts 
Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston.  July  18-20,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals,  Dallas,  Dec. 
10-11,  1966.  Harry  H.  Miller.  Gulf  Coast 
Hospital,  Baytown,  Sec. 

Southwest  Regional  Cancer  Conference, 
Tony  W.  Halbert,  906  6th  Ave.,  Fort 
Worth.  Sec. 
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Medicolegal  Responsibilities 
In  Physician-Laboratory  Relations 

How  MANY  physicians  could  practice  as  good  med- 
icine  and  surgery  without  laboratory  assistance?  In- 
deed, has  not  laboratory  medicine  itself  done  much  to 
extend  medical  competency  in  many  fields?  Though 
traditionally  of  diagnostic  value,  laboratories  now 
can  provide  means  for  better  understanding  of  dis- 
ease process  and  its  management.  A glance  at  the 
advances  in  enzyme  chemistry  should  convince  most 
doubters  of  this,  and  more  is  on  the  way.  Of  course, 
the  laboratory  does  not  “treat”  patients  in  the  usual 
sense  of  that  word,  but  it  no  longer  has  the  status  of 
being  a mere  tool  for  medical  practitioners.  This  is 
something  all  doctors  should  realize,  for  the  use  of 
and  knowledge  about  laboratory  medicine  is  being 
injected  more  and  more  into  the  responsibilities  ex- 
pected of  physicians. 

Clinical  laboratories  seldom  have  been  involved 
directly  in  malpractice  cases,  but  this  does  not  mean 
they  lack  potential  liability  problems.^  Rather,  their 
immunity  seems  to  stem  from  a combination  of  fac- 
tors over  which  they  have  little  control.  First,  lab- 
oratories have  less  contact  with  patients  than  do 
practicing  physicians,  and  this  reduces  the  degree  of 
interpersonal  conflict  from  which  many  suits  arise. 
Second,  when  actual  contacts  are  made  with  patients, 
the  procedures  performed  usually  possess  fewer  risks 
of  physical  injury  when  compared  with  medical  and 
surgical  manipulations  carried  out  by  attending  phy- 
sicians. Third,  with  respect  to  specific  test  perform- 
ance, patients  find  it  extremely  difficult  to  prove  that 
an  apparent  incorrect  result  was  due  to  negligent 
conduct  (particularly  when  a test  consumes  the  en- 
tire specimen,  leaving  nothing  for  subsequent  check- 
ing). However,  as  attorneys  representing  patients 
become  more  medically  oriented,  I suspect  this  factor 
will  afford  diminishing  protection  for  laboratories. 

The  fourth  and  perhaps  most  significant  protec- 
tor of  laboratories  is  the  medicolegal  insulation  pro- 
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vided  by  the  “ordering”  physician.  It  is  he 
who  decides  a test  is  necessary  despite  what- 
ever risk  of  injury  it  may  involve.  It  is  he 
who  may  have  the  responsibility  of  prepar- 
ing the  patient  to  assure  an  adequate  speci- 
men for  dependable  laboratory  results.  It  is 
he  who  must  interpret  the  results,  sometimes 
to  the  extent  of  detecting  incorrect  informa- 
tion in  light  of  other  knowledge  he  possesses 
about  his  patient.  That  is,  in  spite  of  possi- 
ble laboratory  negligence,  he  may  be  liable 
for  relying  on  a test  answer  which  he  should 
have  knovm  was  false.  Finally,  he  may  even 
“protect”  a substandard  laboratory  by  ex- 
posing himself  to  primary  liability  for  rely- 
ing on  such  a laboratory  when  he  knows  or 
should  know  it  does  not  deserve  his  reliance. 

While  completely  divorced  from  possible 
laboratory  liability,  doctors  face  additional 
medical  and  legal  risks  by  failing  to  order 
tests  when  indicated,  by  ordering  the  wrong 
test  when  another  is  mandatory,  by  failing 
to  follow-up  prior  results  with  further  test- 
ing to  assure  adequate  management  and  dis- 
ease response,  or  by  failing  to  recognize  the 
limitations  of  reliability  inherent  in  many 
tests  even  when  correctly  performed. 

Each  of  these  points  has  posed  liability 
threats  to  some  physicians  at  one  time  or 
another;  and,  as  laboratoiy  technology  be- 
comes more  intricate,  these  “protective”  haz- 
ards will  become  more  prominent  in  mal- 
practice suits.  Suits  directly  against  labora- 
tories may  be  on  the  increase,  but  this  will 
offer  no  solace  to  practicing  physicians. 

Is  it  possible  for  active  doctors  to  keep 
abreast  of  each  new  test  that  comes  along  or 
even  with  refinements  of  basic  tests?  If  not, 
how  are  they  to  fulfill  potential  responsibili- 
ties of  knowing  what  to  order,  when  to  order, 
how  to  assure  proper  specimens,  how  to  in- 
terpret, and  what  to  do  subsequently  ? When 
these  issues  arise  in  malpractice  cases,  they 
can  become  very  real  threats  to  legal  security. 

Resolution  of  many  pitfalls  in  the  physi- 
cian-laboratory relationship  rests  primarily 
on  communication.  How  often  do  physicians 
consult  laboratories  concerning  available 
tests,  interpretations,  and  other  information? 
If  the  laboratory  director  is  a physician,  he 
should  be  the  best  source  of  continuing  edu- 
cation and  assistance;  yet  it  appears  this  is 
frequently  overlooked.  Clearly,  utilization  of 
this  aspect  of  laboratory  service  will  benefit 
both  physicians  and  their  patients. 

Many  laboratories  operated  by  non-physi- 
cians offer  excellent  technical  services;  how- 
ever, adequate  clinical  advice  from  these 


sources  is  often  lacking.  Using  them  may  be 
justified  in  the  absence  of  physician-operated 
units,  but  it  must  be  remembered  that  some 
of  them  do  not  meet  the  test  of  excellence. 
Therefore,  a form  of  examination  and  certifi- 
cation is  vital.  Only  then  can  doctors  estab- 
lish a right  of  reliance  without  personal  eval- 
uation of  the  facilities. 

Economy  alone  is  not  a sound  reason  for 
eliminating  necessary  clinical-pathological 
consultation,  yet  it  is  distressing  to  note  the 
trend  of  using  out-of-state  laboratories  for 
tests  which  could  be  performed  locally.  With- 
out an  on-the-spot  examination  by  the  doc- 
tor, he  may  find  it  difficult,  if  not  impossible, 
to  prove  his  right  to  rely  on  that  laboratory. 
Additionally,  I have  yet  to  find  an  out-of- 
state  laboratory  which  is  willing  to  commit 
itself  in  advance  to  local  jurisdiction  in  the 
event  of  legal  action. 

The  trend  toward  better  medicine  and  the 
harassment  by  mounting  malpractice  litiga- 
tion demand  recognition  of  the  value  of  phy- 
sician-operated laboratories.  Improved  com- 
munication with  physician -directors  will  do 
much  to  prevent  liability  risks  which  are 
now  developing. 

— Don  Harper  Mills,  M.D.,  LL.B.,  Associate 
Clinical  Professor  of  Forensic  Medicine  and 
Pathology,  University  of  Southern  Califor- 
nia, Los  Angeles,  Calif. 

REFERENCE 

1.  Mills,  D.  H. : Malpractice  and  the  Clinical  Laborator>'. 
Science,  144:638  (May  8)  1964. 


The  New  Radiographic  Art 

Elsewhere  in  this  issue  there  is  described 
a new  radioisotope  scanning  procedure  with 
which  isotope  radiographs  of  the  spleen  may 
be  made  in  health  and  disease.  This  test  is 
but  one  of  many  which  have  taken  their 
places  in  the  new  radiographic  art  of  radio- 
isotope scanning  of  internal  organs.  Every 
physician  at  some  time  in  his  practice  makes 
use  of  conventional  radiographs  made  by  the 
exposure  of  a film  with  an  external  photon 
beam  from  an  x-ray  generator.  Many  physi- 
cians, and  soon  all  of  them,  will  also  use 
isotope  radiography  for  the  supplemental  in- 
formation it  provides  about  such  things  as 
the  physical  characteristics  of  the  thyroid 
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gland,  the  presence  or  absence  of  intracranial 
space-occupying  lesions,  the  location  and  in- 
ternal detail  of  the  liver,  the  tubular  function 
of  the  kidney,  the  existence  of  a parathyroid 
adenoma  in  the  mediastinum,  and  many  oth- 
er problems  not  amenable  to  solution  by  ex- 
ternal beam  x-ray  techniques. 

The  modern  instruments  with  which  scan 
radiographs  are  made  are  remarkable  de- 
vices. Some  still  employ  a moving  detector 
which  travels  at  a high  rate  of  speed  and 
which,  with  its  supporting  electronic  cir- 
cuits, is  capable  of  making  an  image  of  the 
organ  under  study  on  x-ray  film  within  three 
or  four  minutes.  Others,  now  leaving  the 
experimental  laboratory  for  the  first  time, 
inspect  the  organ  of  interest  from  a station- 
ary position.  Some  record  images  on  mag- 
netic tape  and  display  them  on  television 
screens ; others  process  the  information  gath- 
ered by  the  detector  through  computers  to 
extract  the  best  possible  information  and  to 
make  the  most  accurate  picture.  Few  fields 
in  medicine  have  grown  as  rapidly. 

As  one  might  imagine,  the  original  radio- 
isotope scanners  were  handmade,  and  were 
innocent  of  many  present  day  refinements. 
Perhaps  the  most  awe-inspiring  of  these  in- 
struments was  one  made  almost  15  years  ago 
for  the  pioneer  radioisotope  program  at 
Western  Reserve  University  School  of  Medi- 
cine in  Cleveland.  Built  as  an  exercise  for 
student  engineers  at  one  of  the  great  heavy 
manufacturing  concerns  in  the  city,  its  ori- 
gins were  reflected  in  the  aspect  of  the  fin- 
ished product.  It  was  a great,  ominous  spider 
of  a machine  squatting  above  the  patient  on 
four  heavy  legs  which  supported  an  intimi- 
dating collection  of  beautifully  machined  but 
remarkably  over-sized  gears  and  fanciful 
mechanisms.  Its  appearance,  that  of  a being 
from  the  mythology  of  the  future,  was  whol- 
ly in  keeping  with  the  inchoate  growling 
sounds  it  made  while  operating,  and  alto- 
gether it  was  a triumph  of  persuasion  and 
salesmanship  to  induce  a patient  to  lie  be- 
neath it  so  that  the  original  scans  of  such 
organs  as  liver  and  heart  could  be  made. 

Now  the  modern  hospital  isotope  depart- 
ment may  contain  as  many  as  two  or  three 
bejeweled  and  tastefully  ornamented,  silent 
and  smooth  machines,  each  of  which  can 
make  more  isotope  radiographs  in  an  hour 
than  their  lumbering  grandfather  prototype 
could  produce  in  a week.  This  is  progress  of 
the  best  kind. 

— Frederick  J.  Bonte,  M.D.,  Dallas. 


Acute  Nursing  Shorluge 
Demnnds  Intensive  Cure 

The  ferment  of  our  times  has  not  failed 
to  involve  the  physician’s  relationship  with 
organized  nursing  and  nursing  education.  A 
close  interest  in  the  affairs  of  nursing  is  ob- 
vious and  natural  and  is  as  old  as  the  pro- 
fession, but  the  swift  changes  of  our  times 
and  of  our  society  make  our  interest  sharper 
and  our  involvement  deeper.  All  Texas  phy- 
sicians will  want  to  know  what  is  afoot. 

The  Texas  Medical  Association  established 
a Committee  on  Nursing  in  1964  and  charged 
it  with  the  responsibility  of  establishing  liai- 
son with  all  organizations  in  the  state  having 
an  interest  and  a role  in  nursing.  In  addi- 
tion, the  committee  has  seen  its  role  as  one 
of  promoting  and  supporting  such  policies 
or  measures  that  will  help  improve  nursing 
services  and  provide  a greater  number  of 
qualified  nurses.  The  committee  has  met  fre- 
quently, and  with  representatives  from  other 
organizations  who  have  a role  in  nursing. 

A further  indication  of  the  importance  of 
this  problem  was  brought  to  focus  when  the 
59th  Texas  Legislature  created  a Senate 
Committee  to  study  the  nursing  profession 
and  to  report  its  findings  to  the  Texas  Senate 
in  January,  1967.  On  Oct.  8,  1965,  as  the 
chairman  of  the  TMA  Committee  on  Nurs- 
ing, I testified  before  the  Senate  committee 
upon  the  invitation  of  its  chairman.  Sen. 
Chris  Cole. 

We  noted  in  our  testimony  that  there  are 
indeed  shortages  in  nearly  all  categories  of 
nursing,  vocational,  diploma,  and  graduate, 
and  that  these  shortages  will  worsen  in  the 
near  future.  There  are  many  reasons  for 
this,  not  all  of  which  are  understood  nor 
agreed  upon  by  the  many  who  have  studied 
the  problem.  Foremost  are  those  factors  that 
increase  demand  for  hospital  care  of  the  sick 
and  injured,  for  two-thirds  of  all  graduate 
nurses  are  employed  by  hospitals.  The  rapid 
advances  in  medical  knowledge  and  medical 
technology,  the  continued  rapid  urbanization 
of  our  society,  the  growth  of  population,  and 
the  relative  and  absolute  increase  in  the  num- 
ber of  aged  all  contribute  to  the  rising  im- 
portance of  the  hospital  as  the  center  of  focus 
in  medical  care.  These  changes  have  already 
created  great  demands  and  stresses  in  our 
hospitals  and  in  the  health  professions. 

Here  has  been  the  problem,  the  solution 
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to  which  has  receded  before  us:  how  to  at- 
tract, educate,  and  use  properly  nursing 
staffs  adequate  to  the  ever-changing  and 
ever  greater  demands.  Now,  to  this  urgent 
problem  has  been  added  the  huge  factor  of 
the  Medicare  program,  which  promises  to  in- 
crease in  overwhelming  measure  the  demand 
for  hospital  services  and  for  nurses. 

But  the  changing  needs  have  been  not  only 
for  more  qualified  nurses.  This  is  only  a part 
of  the  problem.  Equally  pressing  has  been 
the  demand  for  greater  knowledge  and  great- 
er technical  skills  by  nurses.  It  seems  incon- 
testable that  the  continuing  advances  in  med- 
ical science  and  organization  for  the  pro- 
vision of  health  care  will  require  more  highly 
specialized  training  of  nurses  in  the  future. 

The  way  before  us  seems  straightforward. 
Means  to  encourage  more  students  to  em- 
brace nursing  as  a career  must  be  found. 
Expanded  and  improved  programs  of  nurs- 
ing education  must  be  provided  for  the  stu- 
dent nurse  and  for  the  practicing  nurse. 
Furthermore,  ways  should  be  found  to  bring 
back  into  active  nursing  some  of  the  10,000 
licensed  Texas  nurses  who  are  not  practicing. 

In  the  pursuit  of  a comprehensive  program 
to  accomplish  these  ends,  the  Texas  Hospital 
Association  has  developed  a health  careers 
program,  which  merits  the  support  of  us  all. 
The  Texas  Medical  Association  has  endorsed 
this  program  in  principle.  By  actively  sup- 
porting this  program,  each  physician  can 
make  an  effective  contribution  to  more  and 
better  nursing  service  for  his  patients  and 
for  his  community. 

— W.  D.  Seybold,  M.D.,  Houston. 


personal  ^ opinions 
and  views 

Our  Responsibility  ns  Citizens 

THE  HONORED  ideals  of  the  medical  profes- 
sion imply  that  the  responsibilities  of  the  phy- 
sician extend  not  only  to  the  individual,  but  also 
to  society  where  these  responsibilities  deseiwe 
his  interest  and  participation  in  activities  which 
have  the  purpose  of  improving:  both  the  health 


and  the  well-being  of  the  individual  and  the 
community. 

T HUS  READS  Section  10  of  the  Principles 
of  Medical  Ethics.  But,  Section  5 states  that 
“He  should  not  solicit  patients,”  and  too  often 
we  hide  behind  this  proscription  to  avoid 
community  responsibility.  Excuses  should  be 
only  those  that  we  write  for  school  children. 
Our  excuses  are  accepted  without  question, 
but  we  have  the  time  to  do  the  things  we 
really  want  to  do. 

The  Judicial  Council  of  the  American  Med- 
ical Association  in  1957  approved  the  follow- 
ing comments  expressed  bj^  Dr.  George  F. 
Lull,  then  secretaiy  of  the  AMA: 

I believe  it  is  an  excellent  thing  for  physicians 
to  take  part  in  civic  enterprises.  I think  we  have 
gone  the  other  way  and  held  ourselves  aloof  so 
long  that  we  are  not  considered  part  of  the  com- 
munity in  many  places.  It  is  my  personal  opin- 
ion that  our  public  relations  can  be  improved  by 
each  individual  physician’s  activities,  since  the 
people  who  come  in  contact  with  him  usually 
judge  all  physicians  by  his  standards. 

The  Judicial  Council  also  said  that  the  use 
of  a physician’s  name  in  connection  with  a 
civic  project  should  not,  in  itself,  be  contraiy 
to  the  Principles  of  Medical  Ethics.  Publicity 
of  course  is  to  be  avoided.  The  difference 
between  advertising  and  community  service 
is  measured  by  intent  and  dedication  to  the 
service  being  performed.  Colleagues  will 
know  if  the  intention  is  to  gain  public  recog- 
nition, and  offenders  should  be  disciplined. 

Throughout  history  society  has  granted 
the  medical  profession  a position  of  leader- 
ship ; this,  our  heritage,  must  not  be  lost. 
Physicians  are  considered  trusted  servants 
of  the  people  who  have  the  privilege  of  as- 
sisting in  God’s  miracle  of  healing.  The  more 
a man  has  entrusted  to  him  the  more  he  will 
be  required  to  repay.  Such  is  the  challenge. 

We  have  seen  increasing  federal  regulation 
of  businesses  that  are  “affected  with  a public 
interest”  such  as  railroads,  bus  lines,  air 
lines,  radio,  television,  and  power  companies. 
Physicians  must  demonstrate  that  medicine 
is  a profession  and  not  a business,  or  we  will 
suffer  from  even  more  regulation  than  we 
are  already  experiencing.  Participation  in 
public  service  emphasizes  professionalism. 
Much  time  could  be  spent  in  debating  the 
meaning  of  professionalism,  but  it  might  be 
defined  as  having  advanced  training  and 
knowledge  in  a particular  discipline  which 
qualifies  one  to  perform  a service  that  car- 
ries individual  responsibility  and  liability. 
The  fact  that  we  are  dedicated  to  the  re- 
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lief  of  human  suffering  does  not  release  us 
from  the  duties  of  citizenship.  The  physi- 
cian’s daily  round  is  not  lived  in  isolation. 
He  is  doctor,  parent,  child,  husband,  wife, 
teacher,  businessman,  customer,  neighbor, 
friend,  and  colleague.  Human  society  in- 
volves the  complex  interdependence  of  life 
in  the  community. 

Medical  education  occasions  the  develop- 
ment of  skills  and  understanding  that  equip 
the  individual  for  an  important  role  in  so- 
ciety; this  should  be  interpreted,  not  simply 
as  the  possession  of  attributes  to  be  used  for 
economic  and  social  advancement,  but  as  a 
trust  involving  a serious  responsibility  for 
community  participation  in  the  use  of  this 
education.  This  should  be  true,  not  only  for 
medicine,  but  for  all  professions.  Responsi- 
bility includes  both  privileges  and  limita- 
tions, and  we  cannot  accept  one  without  the 
other. 

Where,  then,  aside  from  direct  medical 
care,  can  the  doctor  ethically  serve  his  com- 
munity? Soon  there  may  be  few  services  re- 
maining that  can  be  given  without  competing 
with  federal  bureaucracy;  however,  physi- 
cians still  have  the  obligation  to  work  for 
the  betterment  of  public  health  and  should 
recommend  and  support  measures  for  this 
purpose.  This  should  be  done  through  the 
proper  committees  of  the  county  medical  so- 
ciety, and  members  should  be  willing  to 
serve  on  these  committees.  Each  member  of 
a hospital  medical  staff  should  seek  to  im- 
prove the  services  provided  by  the  hospital 
and  work  toward  accreditation  if  this  has 
not  already  been  accomplished. 

We  also  can  help  in  other  areas: 

CMirch. — I believe  that  every  physician 
should  serve  his  Creator  by  active  member- 
ship in  his  church.  “Active”  means  partici- 
pation by  teaching  in  the  church  school,  by 
working  with  the  youth,  and  by  serving  on 
the  boards  of  the  church.  The  Department 
of  Medicine  and  Religion  of  the  American 
Medical  Association  is  seeking  to  improve 
the  treatment  of  the  whole  man  by  coopera- 
tion between  physicians  and  clergymen ; this 
program  deserves  the  best  efforts  of  all  mem- 
bers of  the  profession. 

Politics. — As  citizens  we  are  obligated  to 
political  participation  by  being  informed,  by 
voting  in  every  election,  and  by  attending 
precinct  and  county  meetings  of  the  party 
of  our  choice.  I know  of  a number  of  physi- 
cians who  have  served  as  mayors,  on  city 
councils,  in  state  legislatures,  and  even  in 
Congress. 


Schools. — There  is  a challenging  oppor- 
tunity for  service  in  schools.  Being  a mem- 
ber of  our  local  school  board  has  been  one  of 
the  most  rewarding,  most  educational  (and 
most  frustrating)  experiences  of  my  life. 
Some  of  our  local  physicians  have  contributed 
notably  to  the  school  system  by  developing  a 
program  of  medical  supervision  and  care  for 
the  athletic  teams.  A less  demanding  but 
sorely  needed  service  is  active  membership 
and  leadership  in  parents  clubs  and  the  Par- 
ent-Teachers Association. 

Service  Clubs. — Physicians  can  also  serve 
their  communities  through  service  clubs  if 
office  hours  can  be  arranged  to  fit  meeting 
hours.  We  can  work  on  fund-raising  drives 
for  the  Community  Chest  or  United  Fund. 
Caring  for  charity  patients  is  no  substitute 
for  financial  support  of  such  worthwhile 
programs.  Some  people  believe  that  physi- 
cians have  an  above  average  income  which 
is  derived  from  the  misfortunes  of  others ; 
thus,  a show  of  wealth  is  resented,  especially 
if  the  physician  gives  only  pennies  for  local 
projects. 

Speaking  Engagements. — There  are  many 
opportunities  for  community  service.  Service 
and  study  clubs  are  constantly  looking  for 
speakers.  By  accepting  such  engagements, 
we  can  perform  a service  for  the  members 
of  these  groups  and  have  the  opportunity  to 
present  medicine’s  point  of  view  on  specific 
problems. 

Wives’  Services. — The  physician’s  wife 
should  also  serve  through  participation  in 
the  church,  in  the  Woman’s  Auxiliary,  and 
in  school  and  community  affairs ; however, 
her  service  should  supplement,  not  substi- 
tute for,  her  husband’s. 

SOCIETY  needs  leaders  who  have  an  ap- 
preciation of  the  dignity  of  man  and  an  un- 
derstanding of  the  complexities  of  human 
relationships.  The  discipline  of  medicine 
equips  one  for  this  responsibility,  but  each 
physician  must  find  in  his  own  heart  the 
willingness  to  accept  this  added  burden  to 
an  already  busy  life.  Then,  if  we  should  be- 
come civil  servants  instead  of  public  serv- 
ants, we  have  only  ourselves  to  blame  for 
accepting  the  privileges  of  our  profession 
without  fulfilling  the  obligations  of  citizen- 
ship. We  cannot  live  apart  from  the  com- 
munities in  which  we  live. 

— Robert  Mayo  Tenery,  M.D.,  Waxahachie, 

Past  President,  Texas  Medical  Association. 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoatcd  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 
ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

miCdnaiie.GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

iTuCdhaiie,GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,"  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  —provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  ail  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 


/X  IVIES 


08165 


The  Tain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  Vz. 


Keeps  the  Promise  of  Pain  Relief 

Li  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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At  Christmas  Time; 
Our  Coiieagues  Need  Us 


The  Physicians  Benevolent  Fund,  started  in  1961  with  a 
gift  from  Dr.  May  Owen,  was  the  beginning  of  a project  which 
had  been  badly  needed  for  many  years. 

Since  1961  a committee  has  been  attempting  to  raise  money 
by  voluntary  donations  from  members  of  the  Texas  Medical  Asso- 
ciation. The  Woman's  Auxiliary  has  helped  with  personal  gifts 
and  money  earned  as  interest  on  a student  loan  fund.  In  spite 
of  annual  solicitations  and  nine  medical  societies'  respond- 
ing 100  percent  to  a request  for  $10.00  per  member,  the  most 
recent  financial  report  shows  only  $19,889.48,  plus  $2,979.37 
contributed  by  the  Auxiliary. 

At  the  1965  Annual  Session,  the  Committee  on  Physicians 
Benevolent  Fund  was  named  a standing  committee,  and  given  per- 
mission to  dispense  some  of  the  money  to  help  needy  colleagues 
in  Texas.  The  available  funds  will  run  out  rapidly.  We  have 
a list  of  16  physicians  who  are  now  considered  needy,  and  there 
is  reason  to  believe  that  there  are  more  unknown  to  us  who  def- 
initely need  help. 

Three  physicians  now  receive  a small  amount  of  assist- 
ance each  month;  not  enough  to  do  much  for  either  but  the  best 
we  can  give  at  present.  One  of  these  colleagues  has  served  in 
niimerous  official  capacities  for  the  Texas  Medical  Association 
and  literally  spent  thousands  of  dollars  serving  his  organi- 
zation. Another  has  been  afflicted  with  Parkinson's  disease 
for  20  years  and  has  been  completely  bedridden  in  recent  years. 
The  third  one  has  a serious  illness,  no  financial  reserve,  and 
no  means  of  obtaining  assistance  other  than  public  welfare.  The 
Auxiliary  has  been  helping  several  physicians'  widows  for  a 
number  of  years  with  small  remembrances  from  a memorial  fund. 

We,  as  a profession,  have  advocated  taking  care  of  our 
own  and  doing  it  voluntarily  rather  than  by  taxation  for  wel- 
fare rolls.  We  have  boasted  about  being  charitable,  but  we 
have  sat  idly  by  and  watched  some  of  our  fellow  physicians  or 
their  families  or  both  live  in  destitute  conditions. 

Near  this  Christmas  time  let  us  show  our  spirit  of  giv- 
ing and  concern  for  our  fellow  man  and  our  colleagues.  What 
better  way  than  to  make  a sizable  gift  of  $100  to  $1,000  now 
so  that  more  needy  physicians  can  be  helped? 


' — / V)  / 

President 
Texas  Medical  Association 
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Both  Have  Had  Many 
Improvements  in  the 
Last  10  Years... 


10th 

ANNIVERSARY 


Medical  Association 

GROUP 

DISABILITY 

INSURANCE 

PROGRAM 


But  Only  the  Cost  of 
the  Car 


The  10  year  improvement  record  of  your  T.M.A.  Group  Plan 

'59  1 5%  bonus  paid  on  claims  under  the  3 year  sickness  plan 
'60  3 year  sickness  plan  extended  to  a 5 year  sickness  plan 
'60  20%  bonus  paid  on  claims  under  the  5 year  sickness  plan 


'61  Cash  dividend  of  $155,000  distributed  pro  rata  to  all  Insured 
Members 

'61  20%  bonus  on  claims  under  the  5 year  sickness  plan 

'62  Cash  dividend  of  $154,000  distributed  pro  rata  to  all  Insured 
Members 


'63  Long-term  sickness  benefits  added  to  the  5 year  sickness  plan 

'63  Cash  dividend  of  $166,000  distributed  pro  rata  to  all  Insured 
Members 

'64  Coverage  for  private  flying  added  to  all  policies 
'64  Cash  dividend  of  $195,000  distributed  pro  rata  to  all  Insured 
Members 

'65  Cash  dividend  of  $170,000  distributed  pro  rata  to  all  Insured 
Members 


ALL  THIS  AT  HO  IHCREASE IH  PREMIUMT 


Investigate  This  Proven  Plan  . . . Broad,  Dependable  Coverage  . . . Low  Group  Rates 

ADMINISTERED  BY  \ UNDERWRITTEN  BY 

Charles  0.  Finley  & Company  Lumbermens  Mutual  Casualty  Co. 

: ;0.=  ‘N  LAMAR  Bi  VD.  AUSTIN,  TEXAS  '\  CHICAGO,  ILLINOIS 
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consultant  in  cardiovascular 
diseases  at  the  Mayo  Clinic, 
Rochester,  Minn.  Electrocar- 
diographic Diagnosis  of  Im- 
portant Cardiac  Arrhythmias, 
p.  878. 


ROBERT  R.  SHAW,  professor 
of  thoracic  surgery  at  South- 
western Medical  School,  Dal- 
las, is  author  of  a review  arti- 
cle, Diaphragmatic  Hiatal 
Hernia,  p.  884. 
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Electrocardiographic  Diagnosis 
Of  Important  Cardiac  Arrhythmias 


p-  “ THE  CARDIAC  arrhythmias  con- 
cLiNicAL  MEDICINE  sldei'ed  herein  are  supraventricular 
tachycardia,  atrial  tachycardia 
with  atrioventricular  block,  com- 
plete atrioventricular  block,  atrioventricular 
dissociation,  ventricular  tachycardia,  bidirec- 
tional alternating  tachycardia,  and  alternat- 
ing anomalous  atrioventricular  excitation. 
Unless  otherwise  indicated,  the  paper  speed 
of  the  electrocardiograms  included  was  50 
mm.  per  second. 

Supraventricular  Tachycardia 

Supraventricular  tachycardia  is  marked  by 
a rapid  regular  rhythm  commonly  with  the 
rate  of  150  to  250  beats  per  minute,  although 
to  limit  this  rate  to  such  strict  confines  is 
dogmatic  since  it  might  range  from  140  to 
280.  When  the  P waves  are  identifiable  they 
differ  in  form  from  normal  sinus  P waves 
because  of  their  ectopic  origin,  but  they  are 
usually  upright  in  leads  I and  II. 

At  times  identification  of  the  P waves  is 
not  possible  and  it  may  be  impossible  to  de- 
termine whether  the  site  of  origin  of  ectopic 
impulse  is  in  the  atrium  or  in  the  atrioven- 
tricular node.  Under  these  circumstances  the 
term  “supraventricular  tachycardia”  may  be 
used  (Fig.  la).  If  one  can  record  the  onset 
of  atrial  tachycardia,  which  starts  with  a 
premature  atrial  systole  (Fig.  lb),  and  if 
subsequent  beats  resemble  this  beat,  then 
localization  or  identification  of  the  site  of 
origin  of  ectopic  impulse  may  be  possible. 
The  use  of  additional  leads,  such  as  those 
along  the  right  sternal  border  or  from  with- 
in the  esophagus,  may  be  of  value  in  deter- 
mining this  site.  Vagal  stimulation  maneu- 

Read  at  the  meeting  of  the  Section  on  Internal 
Medicine,  Texan  Medical  Association,  San  Antonio, 
April  SO,  1965. 


vers  such  as  carotid  massage  sometimes  slow 
the  ventricular  rate  or  stop  the  tachycardia 
(Fig.  Ic). 

Atrial  Tachycardia  with  2:1 
Atrioventricular  Block 

The  atrial  rate  is  regular  and  varies  from 
140  to  220  beats  per  minute  (Fig.  2).  The 
contour  of  the  P waves  depends  on  the  site 
of  the  ectopic  atrial  focus.  If  it  is  near  the 
sinoatrial  node,  the  P waves  will  be  normal ; 
if  it  is  low  in  the  atrium,  they  will  be  in- 
verted in  leads  II  and  III.  The  QRS  com- 
plexes are  of  normal  configuration  unless 
there  is  a preexisting  intraventricular  con- 
duction defect  or  ventricular  aberration. 

The  ventricular  rate  is  slower  than  the 
atrial  rate  because  of  the  atrioventricular 
block.  Varying  degrees  of  block  may  occur, 
but  in  this  instance  2:1  block  is  present. 
Atrioventricular  block  may  occur  as  a result 
of  fatigue  or  ischemia  of  the  conduction  tis- 
sues or  as  a result  of  digitalis  toxicity,  espe- 
cially when  it  is  associated  with  hvpokalemia 
(Fig.  2). 

Complete  Atrioventricular  Block 

The  atria  and  ventricles  each  have  their 
own  pacemakers  in  this  condition.  None  of 
the  atrial  impulses  are  conducted  to  the  ven- 
tricles. No  relationship  exists  between  the 
P waves  and  the  QRS  complexes.  The  atrial 
rate  is  usually  faster  than  the  ventricular 
rate.  The  pacemaker  for  the  ventricles  may 
be  located  any  place  downstream  from  the 
atrioventricular  node.  If  it  were  in  the  bun- 
dle of  His  and  there  were  no  intraventricu- 
lar conduction  defect,  the  QRS  complexes 
would  have  normal  QRS  intervals.  If  the 
site  of  the  pacemaker  were  farther  dovm  in 
one  of  the  bundles  or  in  the  peripheral  Pur- 
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Various  factors  in  electrocardiographic  diag- 
nosis of  several  cardiac  arrhythmias  of  prac- 
tical importance  are  considered,  and  ECGs 
illustrate  major  points. 


Fig.  1.  a.  The  P waves  can- 
not be  identified  with  cer- 
tainty, but  the  notching  in 
the  T-wave  region  suggests 
P waves.  The  ventricular  rate 
is  regular,  at  214  beats  per 
minute.  (ECG  at  25  mm.  per 
second.) 

b.  Paroxysmal  atrial  tachy- 
cardia in  leads  V-1  and  V-2. 
In  V-1,  note  the  sinus  beat 
(fourth  complex)  that  is  fol- 
lowed by  a premature  atrial 
systole  and,  in  V-2,  the  atrial 
tachycardia  (P  waves  identi- 
fiable). A tracing  showing 
the  onset  of  the  premature 
beat  with  the  tachycardia 
may  be  of  value  in  identify- 
ing the  type  of  tachycardia. 
This  tracing  also  shows  a 
complete  right  bundle- 
branch  block  pattern. 


V-2 


c.  Effect  of  vagal  stimula- 
tion on  supraventricular 
tachycardia.  Vagal  stimula- 
tion maneuvers  (in  this  in- 
stance, right  carotid  mas- 
sage) may  slow  the  ventricu- 
lar rate  or  stop  the  tachy- 
cardia. In  this  tracing  (at  25  mm.  per  second),  after  the 
massage,  tachycardia  stopped  abruptly  and  was  followed 
by  a beat  with  a P wave,  a P-R  interval  of  0.08  second,  and 
an  rSr'  complex  with  QRS  interval  of  0.06  second.  This  is 
probably  an  escape  beat  with  the  atrial  impulse  arising 
low  in  the  atrium  and  aberrant  ventricular  conduction.  In 
the  next  beat  there  is  also  aberrant  ventricular  conduction. 
The  P wave  is  of  different  shape  than  the  preceding  one. 


and  the  P-R  interval  is  0.10  second.  Such  features  of  par- 
oxysmal atrial  tachycardia,  for  example,  the  appearance  of 
an  ectopic  P wave  at  the  end  of  the  paroxysm  as  well  as  a 
postparoxysmal  compensatory  pause,  are  seen  in  this  trac- 
ing. Normal  ventricular  conduction  follows,  but  the  P waves 
vary  slightly  in  contour  as  does  the  P-R  interval  which 
ranges  from  0.08  to  0.10  second.  This  is  probably  a wan- 
dering, low,  atrial  pacemaker. 
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Atrioventricular  Dissociation 


kinje  system,  the  QRS  complexes  would  re- 
semble premature  ventricular  systoles,  but 
the  rate  would  be  extremely  slow.  Regard- 
less of  the  site  of  the  ventricular  pacemaker 
under  these  circumstances,  the  term  “idio- 
ventricular rhythm”  could  be  applied,  for 
“idioventricular”  simply  means  that  the  ven- 
tricles have  their  own  separate  pacemakers 
(Fig.  3). 


Fig.  2.  Atrial  tachycardia  with  2:1  atrioventricular  block. 
The  atrial  rate  is  150  beats  per  minute,  the  ventricular 
rate  75.  This  arrhythmia  was  due  to  digitalis  toxicity 
associated  with  hypokalemia  (ECG  at  25  mm.  per  second). 


In  this  situation  the  atria  and  ventricles 
have  their  own  independent  pacemakers.  No 
fixefl  relationship  exists  between  the  P waves 
and  the  QRS  complexes.  Atrioventricular  dis- 
sociation usually  occurs  when  the  sinoatrial 
nodal  rate  is  decreased  until  it  is  less  than 
the  intrinsic  rate  of  the  atrioventricular 
node,  so  that  the  nodal  rate  usurps  control 
of  the  ventricles  and  becomes  the  ventricular 
pacemaker.  Digitalis  intoxication  usually  is 
responsible  for  this  phenomenon.  Another 
mechanism  which  can  produce  atrioventricu- 
lar dissociation  is  acceleration  of  the  atrio- 
ventricular nodal  pacemaking  tissue  rate  be- 
yond the  rate  of  the  sinoatrial  node  so  that 
again  the  sinoatrial  node  becomes  the  ven- 
tricular pacemaker.  This  dissociation  con- 
tinues because  the  atrioventricular  nodal 
.junction  tissues  are  refractory. 

On  occasion,  the  impulse  from  the  atria 
(sinoatrial  node)  arrives  at  the  atrioven- 
tricular node  when  it  is  not  in  a refractoiy 
state,  and  is  conducted  to  the  ventricles  pro- 
ducing a ventricular  capture  beat.  The  atrial 
rate  is  usually  slower  than  the  ventricular 
rate  (Fig.  4). 

Ventricular  Tachycardia  with  Incomplete 
And  Complete  Ventricular  Capture  Beats 

In  ventricular  tachycardia  there  are  ab- 
normal, bizarre,  widened,  and  slurred  QRS 
complexes  with  prolonged  QRS  inteiwals. 
The  ventricular  rate  is  usually  between  140 
and  200  beats  per  minute.  The  T waves  are 
large  and  their  direction  is  opposite  to  the 
major  QRS  deflections.  Atrial  activity,  in- 
dependent of  and  dissociated  from  ventricu- 


Fig.  3.  a.  The  trial  rate  is  70 
and  the  ventricular  rate  is 
40  beats  per  minute.  There 
is  no  regular  relationship  be- 
tween the  P waves  and  the 
QRS  complexes.  Because  the 
QRS  interval  is  less  than  0.10 
second  and  the  QRS  com- 
plexes are  of  nearly  normal 
configuration,  the  pacemak- 
er for  the  ventricles  is  prob- 
ably located  above  the  bun- 
dle bifurcation. 


b.  Lead  V-1  of  the  same 
electrocardiogram,  taken  at 
25  mm.  per  second,  shows  this 
phenomenon  more  clearly. 


B 
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lar  activity,  develops,  and  atrioventricular 
dissociation  is  produced.  If  sinus  rhythm  is 
present,  P waves  may  or  may  not  be  identi- 
fied ; if  they  are  identified,  their  rate  usually 
is  slower  than  the  ventricular  rate. 

A complete  ventricular  capture  beat  with  a 
normal  QRS  interval  indicates  that  a supra- 
ventricular impulse  has  been  conducted 
through  the  atrioventricular  node  to  activate 
the  ventricles  and  that  there  is  no  preexist- 
ing intraventricular  conduction  defect  or 


aberrant  ventricular  conduction.  The  in- 
complete capture  or  ventricular  fusion  beat 
indicates  the  presence  of  an  ectopic  ventricu- 
lar impulse  which  contributes  to  the  forma- 
tion of  the  QRS  complex  (Fig.  5). 

Bidirectional  Alternating  Tachycardia 

In  this  rare  type  of  tachycardia,  aberrant 
ventricular  conduction  occurs  in  alternate 
beats  (Fig.  6).  It  has  been  referred  to  as 


Fig.  4.  a.  In  this  tracing, 
which  consists  of  only  the 
three  standard  leads,  the 
atrial  rate  (68  to  100  beats 
per  minute)  is  faster  than 
the  ventricular  rate  (18  beats 
per  minute).  This  unusual 
situation  indicates  that  this 
pacemaker  is  arising  in  the 
peripheral  Purkinje  system 
and  the  right  ventricle, 
b.  The  precordial  leads  of 
the  same  tracing.  The  first 
and  third  QRS  complexes  in 
the  standard  and  unipolar 
extremity  leads  are  ventricu- 
lar capture  beats,  as  are  the 
second  and  fourth  beats  in 
the  precordial  leads.  When 
capture  beats  occur,  the  QRS 
complexes  have  a complete 
right  bundle-branch  block 
configuration  with  a QRS 
interval  of  0.14  second. 


A 


Fig.  5.  Note  the  abnormally  large  and  widened  QRS  (QRS 
interval,  0.16  second)  complexes  of  the  first  six  beats  typical 
of  ventriculor  tachycardia.  The  seventh  beat  has  a P wave, 
a P-R  interval  of  0.12  second,  and  a smaller  QRS  complex 
with  a QRS  interval  of  0.1  second.  This  is  a partial  ventricu- 
lar capture  beat  (fusion  beat).  The  eighth  beat  has  a P 
wave,  a P-R  interval  of  0.12  second  and  a normal  QRS  com- 


plex. This  is  a complete  ventricular  capture  beat.  Then  the 
ventricular  tachycardia  recurs.  When  confronted  with  a dif- 
ficult case  of  tachycardia,  it  may  be  helpful  to  take  the 
electrocardiogram  over  a much  longer  period.  Also,  the  use 
of  special  leads,  particularly  esophageal,  may  help  in  iden- 
tifying atrial  activity. 
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Fig.  6.  a and  b.  The  QRS  complexes,  which  are  widened  and 
distorted,  are  alternately  upright  and  downward  except  in 
leads  V-1  and  aVR.  The  upright  QRS  complexes  in  V-1  have 
been  reported  in  other  cases.  The  QRS  intervals  vary,  but 

bidirectional  ventricular  tachycardia.  Scherf 
and  Kisch^  suggested  that  a likely  mechan- 
ism for  bidirectional  alternating  tachycardia 
is  one  which  has  one  center  of  impulse  for- 
mation located  above  the  bifurcation  of  the 
common  atrioventricular  bundle  with  alter- 
nation of  intraventricular  conduction  in  the 
right  and  left  bundle  branches.  Other  the- 
ories propose  that  this  rare  type  of  tachy- 
cardia may  be  a supraventricular  tachycar- 
dia with  alternating  varying  degrees  of  im- 
pulse spread,  that  foci  arise  in  the  bundles 
alternately,  that  there  are  two  different  foci 
in  the  peripheral  Purkinje  system  with  iden- 
tical fixed  rates  and,  finally,  that  the  condi- 
tion might  be  a reentry  phenomenon. 

A review  of  several  articles-'^  on  bidirec- 


in  the  upright  complexes  they  are  about  0.12  second  and  in 
the  downward  complexes  they  are  about  0.16  second.  The 
interval  (0.42  second)  between  the  complexes  seems  regular. 

The  ventricular  rate  is  150  beats  per  minute. 

tional  tachycardia  has  revealed  that  (1)  it 
is  uncommon  (only  35  instances  were  re- 
ported up  to  1957)  ; (2)  it  is  usually  a seri- 
ous manifestation  of  digitalis  intoxication 
and  the  prognosis  is  poor;  and  (3)  carotid 
sinus  pressure,  the  Valsalva  maneuver,  in- 
travenous injection  of  magnesium  sulfate,  or 
infusion  of  potassium  chloride  has  sometimes 
aborted  the  arrhythmia. 

Intermittent  Anomalous 
Atrioventricular  Excitation 

This  electric  phenomenon  in  the  electro- 
cardiogram is  well  known,  because  many 
years  have  passed  since  it  was  first  definitely 
described  in  the  literature.^  It  is  character- 


Fig.  7.  a and  b.  An  example  of  intermittent  anomalous  delta  waves,  and  a widened  QRS  interval  which  remains  fixed 

atrioventricular  excitation  illustrating  a short  P-R  interval,  for  a series  of  at  least  two  beats  in  most  leads. 
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ized  by  a short  P-R  interval,  a wide  QRS 
complex,  and  a widened,  slurred  deformation 
of  the  early  portion  of  the  QRS  complex 
known  as  a delta  wave.  It  usually  is  called 
the  Wolff-Parkinson- White  syndrome,  or  sim- 
ply WPW  syndrome.  The  term  “anomalous 
atrioventricular  excitation”®  is  a good  one 
because  it  indicates  the  presence  of  an  un- 
usual form  of  ventricular  excitation  without 
specifying  the  type  of  electric  phenomenon 
responsible  for  it. 

The  delta  wave  occurs  when  some  portion 
of  the  ventricular  muscle  undergoes  prema- 
ture excitation. 

This  electrocardiographic  pattern  is  not 
necessarily  a stable  one.  It  may  occur  spon- 
taneously and  be  transient  in  a patient  who 
otherwise  has  normal  atrioventricular  and 
intraventricular  conduction.  It  may  occur 
intermittently  (Fig.  7),  it  may  be  paroxys- 
mal and  be  associated  with  a supraventricu- 
lar tachycardia  or  with  atrial  fibrillation,  or 
it  may  alternate  with  normal  atrioventricu- 
lar and  intraventricular  conduction  from  beat 
to  beat.  The  degree  of  early  QRS  abnormal- 
ity may  vary  so  that  this  complex  occupies 
more  or  less  of  the  preceding  P-R  segment, 


a phenomenon  that  has  been  called  the  con- 
certina effect  of  Ohnell.’^  Vagal  stimulation 
maneuvers  may  sometimes  eliminate  the 
anomalous  QRS  complexes  and  bring  about 
normal  atrioventricular  conduction  with  nor- 
mal QRS  complexes. 
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Heart  Valves  To  Be  Tested 

Artificial  valves  for  defective  human  hearts  soon  will  undergo  a 
series  of  experimental  tests  at  the  University  of  Texas. 

Although  present  valves  work  with  almost  uncanny  precision 
under  ordinary  conditions,  they  are  a recent  innovation  and  there  is 
concern  about  long-term  reliability.  By  trying  to  anticipate  break- 
downs, designs  can  be  improved,  thereby  averting  future  disasters. 

Director  of  the  project  is  Leonardt  Kreisle,  Ph.D.,  Austin,  asso- 
ciate professor  of  mechanical  engineering. 

For  the  heart  valve  tests.  Dr.  Kreisle  and  his  associates  recently 
have  developed  a machine  called  a human  pulse  duplicating  system. 
The  machine  pumps  a mixture  of  water  and  glycerine,  which  research- 
ers have  found  simulates  real  blood,  with  the  added  advantage  that  it 
does  not  break  down  or  clot  and  foul  the  test  gear.  Also,  due  to  the 
mixture’s  clarity,  the  actual  dynamic  behavior  of  each  valve  can  be 
observed  visually  and  photographically. 

The  machine  is  capable  of  simulating  a wide  variety  of  conditions 
to  which  the  human  heart  is  subjected.  It  can  simulate  the  heart  at 
rest,  pumping  half  a gallon  of  fluid  per  minute,  or  suddenly  shoot  up 
to  7.5  gallons  a minute,  the  rate  of  an  athlete’s  heart  during  strenu- 
ous exertion. 
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; 1 “SLIDING  HIATUS  hernia  is  one 

REVIEW  articles  of  the  commonest  causes  of  chronic 
indigestion.  In  less  than  one-third 
of  dyspeptic  patients  is  a peptic  ul- 
cer demonstrated  in  either  the  stomach  or 
duodenum.  The  remainder  constitute  that  dis- 
consolate army  who  haunt  consulting  rooms 
and  outpatient  departments  clutching  every 
swelling  dossier’s  filled  with  alkaline  pre- 
scriptions degenerating  eventually  into  ‘rep. 
mist.  . . . rep.  mist.  . . . rep.  mist’.  About 
half  of  these  suffer  from  the  effects  of  acid 
reflux  into  the  lower  esophagus  and  in  most 
(but  not  all)  a sliding  hiatus  hernia  is  dem- 
onstrated by  careful  radiology.  Such  patients 
are  often  labelled — and  libelled — as  suffering 
from  ‘functional  dyspepsia.’  Indeed,  it  is  not 
surprising  that  in  a few  (sometimes  after 
decades  of  suffering)  functional  symptoms 
are  added  to  the  organic.  The  writer  has  an 
intelligent  patient  who  was  treated  by  a psy- 
chiatrist with  electro-convulsive  therapy  and 
eventually  leucotomy  before  being  perma- 
nently cured  of  all  of  his  symptoms  by  a sim- 
ple hernia  repair.”  Thus,  FlavelL  describes 
the  plight  of  patients  having  diaphragmatic 
hiatal  hernias. 

Incidence 

Schatzki-  states  that  with  careful  fluoro- 
scopy while  applying  pressure  on  the  abdo- 
men he  can  detect  a hiatal  hernia  in  70  per- 
cent of  patients  over  the  age  of  60.  Most  of 
these  patients  have  no  symptoms.  Hiatal  her- 
nias may  be  present  in  any  age  group  but  are 
more  prevalent  in  older  people,  with  the  aver- 
age age  around  60  (Paulson  and  associates®). 
There  seems  to  be  no  pronounced  difference 
of  incidence  in  men  or  women  in  spite  of  the 
impression  that  women,  as  a result  of  preg- 
nancies, and  of  wearing  corsets,  girdles,  and 


so  forth,  are  more  often  afflicted  (Paulson 
and  associates  reported  56  percent  in  women 
and  44  percent  in  men).®  Certain  ethnic 
groups  may  be  more  prone  to  develop  hiatal 
hernias.  Careful  radiologic  studies  show  that 
the  incidence  is  low  in  Korea  as  compared  to 
the  United  States,  and  the  author  did  not  ob- 
serve a single  case  during  18  months  of  sur- 
gical work  in  Afghanistan. 

Etiology 

Grimes  and  Farber^  ascribe  the  develop- 
ment to  weakening  of  tissues,  senility,  obesity, 
or  muscular  atrophy.  FlavelP  points  out  that 
just  as  an  infant  may  have  weak  ocular  mus- 
cles, so  may  other  muscle  groups  or  fascial 
structures  be  congenitally  weak.  Hernias  of- 
ten occur  in  otherwise  robust  individuals  so 
the  fault,  if  congenital,  must  be  one  localized 
to  the  tissues  making  up  the  esophageal  hia- 
tus. Relaxation  of  the  phreno-esophageal  liga- 
ment, elastic  recoil  of  the  esophagus,  and 
positive  pressure  in  the  abdomen  abetted  by 
negative  pressure  in  the  thorax  are  all  forces 
that  encourage  the  sliding  of  the  stomach  up 
through  the  esophageal  hiatal  ring  foraied  by 
the  loop  of  fibers  of  muscle  from  the  right 
side  of  the  diaphragm.  Trauma  plays  an  un- 
certain role,  but  obesity  and  other  forces  that 
increase  abdominal  pressure  are  contribut- 
ing factors  in  the  etiology  of  sliding  hiatal 
hernias. 

Symptoms 

Symptoms  of  hiatal  hernias  vary,  but  gen- 
erally are  described  by  the  patient  as  indi- 
gestion or  dyspepsia.  Heartburn  due  to  acid 
reflux  into  the  esophagus  is  a common  com- 
plaint. The  pain  is  subxyphoid,  and  com- 
monly refers  to  the  left  subscapular  region 
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Hiatus  hernia  of  the  diaphragm  is  often  mis- 
diagnosed and  mismanaged.  There  can  be 
recurrence  after  surgical  repair,  but  surgery 
is  the  only  curative  treatment  for  this  dis- 
tressing condition. 


and  into  the  neck  and  even  the  external  ear. 
It  varies  from  a dull  ache  to  excruciating 
pain.  The  pain  is  accentuated  by  stooping, 
lifting,  or  a recumbent  position,  and  is  re- 
lieved by  an  upright  position  and  deep  breath- 
ing. Drinking  milk  and  alkaline  medications 
give  temporary  relief  when  heartburn  is  the 
predominant  symptom.  Small  hernias^  cause 
pain  and  heartburn;  larger  hernias  more 
likely  result  in  regurgitation  and  dysphagia, 
whereas  extremely  large  hernias  may  be  vir- 
tually asymptomatic  except  for  smothery  sen- 
sations caused  by  the  presence  of  the  dis- 
tended stomach  in  the  chest. 

The  chief  mechanism  responsible  for  the 
symptoms  described  as  dyspepsia,  dysphagia, 
heartburn,  and  indigestion  is  reflux  of  acid 
gastric  secretions  into  the  lower  esophagus. 
Allison,®  Hayward,®  Belsey,^  Stensrud,®  Ad- 
ler,® and  Hill  and  associates^®  have  all  made 
important  contributions  to  the  better  under- 
standing of  the  anatomy  and  physiology  of 
the  so-called  cardia  in  regard  to  how  reflux 
is  normally  prevented,  and  derangements  that 
destroy  this  protective  mechanism.  There  is 
no  true  muscular  sphincter  comparable  to 
the  anal  sphincter,  but  competence  of  the 
cardia  is  related  to  the  angulation  of  the 
esophagus  as  it  joins  the  stomach,  and  kink- 
ing of  the  esophagus  by  the  encirclement 
with  muscle  fibers  of  the  right  side  of  the 
diaphragm.  The  circular  muscle  of  the  lower 
esophagus,  the  oblique  muscle  fibers  of  the 
fundus  of  the  stomach,  and  perhaps  the  valve- 
like redundant  “junctional  mucosa”®  may  play 
a lesser  role. 

Radiographic  Appearance 
Of  Hiatal  Hernia 

A roentgenogram  of  the  chest  may  show 
an  air  fluid  level  in  the  lower  posterior  medi- 
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astinum,  plainly  indicating  that  a large  por- 
tion of  the  stomach  has  passed  into  the  chest 
through  the  esophageal  hiatus.  Generally,  a 
careful  examination  of  the  esophagogastric 
juncture  following  barium  swallow,  with  the 
patient  in  Trendelenberg  position  and  ex- 
ternal pressure  applied  to  the  abdomen,  will 
be  required  to  detect  a small,  sliding  hiatal 
hernia.  Ready  reflux  of  gastric  contents  into 
the  lower  esophagus  is  not  normal.  It  may 
be  present  in  the  absence  of  a hiatal  hernia 
(Hiebert  and  Belseyj.^i  Cinefluorography  of 
the  esophagogastric  juncture  following  bari- 
um swallow  with  the  stomach  full  is  the  best 
technique  for  demonstrating  reflux.  The  swal- 
lowing of  water  during  the  examination  with 
the  stomach  full  of  barium  may  allow  barium 
to  pass  into  the  lower  esophagus  (so-called 
water  test) , thus  proving  ready  reflux. 

Other  Diagnostic  Studies 

Hill  and  associates,^®  by  positioning  a sens- 
ing electrode  in  a nasogastric  tube  in  the 
lower  esophagus,  can  demonstrate  the  change 
in  the  pH  of  the  secretions  of  the  lower 
esophagus  following  reflux,  and  have  found 
this  to  be  a valuable  diagnostic  technique  in 
studying  patients  with  acid  dyspepsia  or 
heartburn. 

Esophagoscopy 

Direct  examination  of  the  lower  esophagus 
by  esophagoscopy  may  be  helpful  in  diag- 
nosing and  evaluating  a hiatal  heniia  that 
causes  peptic  esophagitis.  In  a patient  with 
dysphagia  and  roentgenographic  evidence  of 
stricture  of  the  lower  esophagus,  the  exami- 
nation is  necessary  to  differentiate  scarring 
due  to  peptic  esophagitis  from  carcinoma. 
Both  lesions  may  be  present  since  carcinomas 
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develop  in  the  “junctural  mucosa”  of  the 
lower  esophagus  in  a significant  percentage 
of  patients  having  chronic  peptic  esophagitis. 
Reflux  may  be  observed  at  esophagoscopy, 
but  is  only  significant  if  present  when  the 
patient  is  examined  in  the  sitting  position 
and  topical  anesthesia  is  used.' 

Differential  Diagnosis 

The  symptoms  of  duodenal  ulcer,  gastritis, 
cholecystitis,  and  coronary  artery  disease  are 
easily  confused  with  those  caused  by  hiatal 
hernias.  These  entities  may  coexist  making 
it  difficult  to  decide  the  proper  course  of  ther- 
apy. Failure  to  relieve  symptoms  by  surgical 
repair  of  a hiatal  hernia  often  is  the  result 
of  faulty  preoperative  evaluation.^-  A de- 
monstrable hernia  may  be  asymptomatic,  and 
the  physician  should  not  be  trapped  into  at- 
tributing all  of  the  patient’s  complaints  to 
its  presence.  Contrariwise,  as  pointed  out  by 
Flavell,^  patients  with  symptomatic  hernias 
may  be  poorly  treated  because  the  presence 
of  the  hernia  is  discounted. 

Complications 

Hiatal  hernias  may  cause  distressing  com- 
plications that  often  are  serious  and  occa- 
sionally fatal.  Bleeding,  esophagitis  leading 
to  ulceration  and  stenosis,  pulmonary  fibrosis 
resulting  from  aspiration  pneumonitis,  and 
incarceration  of  viscera  are  all  complications 
of  hiatal  hernias. 

1.  Bleeding  may  be  occult  but  persistent 
and  may  cause  significant  anemia.  It  can 
also  be  objective  in  the  form  of  tarry  stools 
or  vomiting  large  amounts  of  blood.  It  was 
significant  in  24  percent  of  Brintnall  and 
associates’^-  and  17.5  percent  of  Groves  and 
associates’^-^  patients.  Paulson  and  associates-’ 
observed  severe  bleeding  in  7 percent  (30  of 
439)  of  their  patients.  The  blood  loss  may  be 
from  the  inflamed  gastric  mucosa  of  the  in- 
carcerated stomach,  a gastric  or  esophageal 
ulcer,  or  from  fracture  of  an  atheromatous 
gastric  artery  due  to  invagination  of  the 
stomach  wall  at  the  diaphragmatic  hiatus. 

2.  Esophagitis  caused  by  digestion  of  the 
esophageal  mucosa  by  the  reflux  of  acid  se- 
cretions leads  to  chronic  scarring  in  the 
mucosa  and  submucosal  coats  and  may  cause 
severe  stenosis.  Adler,^  Hayward,®  Allison,® 
and  Belsey'^  have  made  significant  contribu- 
tions to  a better  understanding  of  the  me- 
chanical and  physiologic  factors  involved  in 


the  production  of  esophagitis  complicating 
hiatal  hernias.  Olsen  and  SchlegeP-^  have  re- 
cently described  the  motility  disturbance  in 
the  lower  esophagus  caused  by  esophagitis 
prior  to  the  development  of  stricture  forma- 
tion. Hayward®  has  pointed  out  that  although  1 
the  stricture  may  be  long,  it  is  usually  nar- 
row and  often  confined  to  the  mucosal  and 
submucosal  layers.  The  fibrous  ring  of  Schat- 
ski  is  a variant  found  at  or  near  the  esoph- 
agogastric juncture.  As  esophagitis  migrates 
upward  in  the  esophagus,  healing  follows 
causing  the  lower  esophagus  to  be  lined  with  f 
gastric  or  “junctural  mucosa.”®  This  process,  | 
in  rare  cases,  may  reach  the  level  of  the  j 
aortic  arch.  | 

Esophagitis,  especially  if  stenosis  results, 
is  a distressing  complication.  It  can  be  pre- 
vented by  surgical  repair  of  the  hernia.  The  I 
presence  of  stenosis  indicates  surgery.  Pa- 
tients with  moderate  stenosis  may  be  relieved 
of  dysphagia  by  repair  of  the  hernia  fol- 
lowed, if  needed,  by  periodic  dilatations  with 
Hurst  esophageal  bougies.  Resection  of  the 
stenosed  segment  of  esophagus  with  substi- 
tution of  a length  of  colon  on  a pedicle  is 
the  favored  surgical  procedure  for  extensive 
esophageal  stenosis. 

3.  Incarceration  of  a portion  of  the  stom- 
ach in  the  chest  may  cause  persistent  vomit- 
ing that  cannot  be  controlled  by  nasogastric 
suction  and  sedation.  Occasionally  a loop  of 
the  transverse  colon  may  migrate  into  the 
hiatal  ring,  become  incarcerated  and  cause 
obstipation  and  even  obstruction.  These  life- 
threatening  complications  of  large  hiatal  her- 
nias may  indicate  emergency  surgery.  Large 
hernias,  though  relatively  asymptomatic, 
cause  trouble  frequently  enough  to  make  their 
presence  an  indication  for  surgical  repair. 

4.  Aspiration  pneumonitis  is  a frequent 
complication  of  the  sudden,  nocturnal  epi- 
sode of  regurgitation  caused  by  sliding  hiatal 
hernias.  Repeated  bouts  of  aspiration  pneu- 
monitis may  lead  to  severe  pulmonary  fibro- 
sis. Patients  may  complain  of  cough,  which 
is  due  to  bronchitis — the  result  of  aspiration 
of  gastric  secretions  associated  with  long- 
standing dyspepsia.  Their  hernias  should  be 
repaired. 

Indications  for  Surgical  Repair 

Any  of  the  following  is  an  indication  for 
surgical  repair. 

1.  Discomfort  that  interferes  with  a pa- 
tient’s ability  to  enjoy  life  and  which  is  not 
relieved  by  medical  measures. 
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2.  Persistent  heartburn.  Patients  who  need 
antacid  medications  daily  are  in  danger  of 
developing  the  severe  complications  of  esoph- 
agitis. 

3.  Esophagitis  demonstrated  by  radio- 
graphic  evidence  of  reflux  or  by  esopha- 
goscopy. 

4.  Dysphagia  caused  by  stenosis.  Resec- 
tion and  colon  substitution  will  be  necessary 
in  patients  having  severe  stenosis  and  short- 
ening of  the  esophagus'. 

5.  Overt  bleeding  or  occult  loss  of  blood 
through  the  gastrointestinal  tract.  Reduc- 
tion of  the  stomach  into  the  abdomen  and 
restoration  of  the  esophagogastric  angle  al- 
lows gastritis  to  subside  and  peptic  esopha- 
gitis to  heal. 

6.  Repeated  bouts  of  severe  regurgitation. 
This  indication  is  urgent  if  aspiration  pneu- 
monitis or  a persistent  cough  has  resulted. 

7.  Large,  incarcerated  hernias. 

Techniques  of  Surgical  Repair 

Abdominal  versus  Thoracic  Approach. — 
Since  the  diaphragm  separates  the  abdomi- 
nal and  thoracic  cavities,  it  can  be  approached 
surgically  through  either.  Proved  associated 
abdominal  disease  indicating  surgical  correc- 
tion may  make  advisable  repair  of  the  hiatal 
hernia  from  below.  Many  surgeons  prefer  to 
use  this  route  routinely.^®’  Repair  by  the 
transthoracic  route  seems  preferable  to  most 
surgeons.  Ogilvie^'  states  the  case  for  thora- 
cotomy repair  thus : “the  approach  to  the 
esophagus  is  through  the  cavity  in  which  the 
esophagus  lies — the  chest.  The  hiatus  is  well 
up  in  the  thorax  very  near  the  diaphrag- 
matic dome.  The  approach  to  it  from  the 
thorax  is  across  an  empty  space.  The  ap- 
proach from  the  abdomen  is  an  exploration 
into  a deep  hole  overhung  by  costal  mar- 
gins, filled  with  gaseous  viscera  that  must  be 
kept  out  of  the  way  with  packs  and  retrac- 
tors, and  obstructed  by  the  left  lobe  of  the 
liver  that  must  be  mobilized  before  it  can  be 
retracted.  I always  use  the  thoracic  approach 
for  the  repair  of  hiatus  hernia  and  for  extra 
mucous  myotomy  in  achalasia.  I have  watched 
colleagues  do  the  same  operation  from  below 
and  have  marvelled  that  excellent  surgeons 
should  take  so  much  trouble  to  get  them- 
selves into  such  a needless  mess.”  The  hiatus, 
although  made  up  of  muscle  fibers  from  the 
right  diaphragm,  lies  to  the  left,  thus  routine- 
ly a thoracotomy  on  the  left  side  at  the  level 
of  the  eighth  rib  is  used.  The  hiatal  hernia 
can  be  repaired  from  the  right  thorax  if  a 


lesion  within  the  right  side  of  the  chest  also 
exists  as  an  indication  for  surgery,  or  if 
thoracotomy  on  the  left  side  is  inadvisable. 

Repair  of  the  Hernia 

The  essential  aims  of  repair  are  (1)  to 
restore  the  acute  angle  at  which  the  esopha- 
gus should  enter  the  stomach,  (2)  to  return 
the  stomach  to  the  abdominal  cavity,  (3)  to 
secure  the  stomach  in  the  reduced  position, 
and  (4)  to  narrow  the  hiatus  by  approxi- 
mating the  crura  without  interfering  with 
their  muscular  function.  Allison-'^  introduced 
the  technique  of  modern  repair  of  the  hiatus 
hernia.  Modifications  of  the  Allison  repair 
have  been  described  by  Humphrey,^*^  Groves,^^ 
and  Husfeldt  and  their  coworkers, and  oth- 
ers. Hayward-'^  has  emphasized  the  impor- 
tance of  utilizing  the  insertion  of  the  phreno- 
esophageal  ligament  into  the  adventitia  of 
the  esophagus  as  a point  that  holds  sutures 
well  in  fixing  the  esophagogastric  juncture 
within  the  hiatus.  Hiebert  and  Belsey,”  by 
employing  a row  of  mattress  sutures  between 
this  point  and  the  stomach  well,  accentuate 
the  angle  of  the  esophagogastric  juncture, 
which  appears  to  be  the  most  important  step 
in  eliminating  reflux. 

Surgical  Mortality  and  Morbidity 

Surgical  mortality  is  low  (1-2  percent)  fol- 
lowing repair  of  hiatal  hernias  and  is  not  in- 
fluenced by  whether  the  abdominal  or  thoracic 
route  is  employed.  The  mortality  is  related 
principally  to  the  age  of  the  patient  and 
complications  caused  by  the  hernia  which 
preceded  surgery.  Morbidity,  usually  time- 
limited,  may  result  from  the  surgical  repair. 
Too  snug  closure  of  the  hiatal  ring  may  cause 
persistent,  severe  dysphagia  requiring  dila- 
tations of  the  esophagogastric  j uncture.  Flat- 
ulence is  a frequent  complaint  of  patients 
who,  being  habitual  air  swallowers,  cannot 
belch  following  repair  of  the  hernia.  In  time, 
the  flatulence  becomes  minimal.  Pain  per- 
sisting beyond  the  few  days  following  sur- 
gery can  be  minimized  if  the  surgeon  uses 
care  in  the  closure  of  the  thoracotomy  in- 
cision. 

Recurrence  of  the  Hernia 

Sweet,-^  analyzing  experiences  with  500 
cases  of  hiatus  hernia,  concluded  “This  series 
demonstrates  the  minimum  risk  attending 
the  surgical  repair  of  hiatus  hernia  and  the 
significant  possibility  of  recurrence  (7.8  per- 
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cent) . It  is  the  task  of  the  thoracic  and  gas- 
trointestinal surgeon  to  explore  methods  of 
reducing  this  figure.”  Recurrence  is  still  an 
unsolved  problem  even  though  techniques  of 
repair  have  been  improved.  Reports  of  re- 
currence within  two  years  following  repair 
and  reports  based  upon  questionnaires  relat- 
ing to  symptoms  are  at  best  guesses.  In 
time,  tissues  become  thin  and  the  forces 
within  the  abdomen  and  the  chest,  along  with 
the  recoil  of  the  esophagus,  can  cause  the 
stomach  to  again  slide  up  through  the  hia- 
tus.Borgeskov  and  associates'^  found  that 
following  a standard  Allison  repair,  18  of  52 
patients  had  radiographic  evidence  of  recur- 
rence after  an  average  of  7.6  years.  One-half 
of  the  patients  having  demonstrable  recur- 
rences were  still  asymptomatic.  Brintnall 
and  associates'^  observed  78  patients  for  2 
to  12  years  after  repair  of  hiatal  hernia  and 
found  that  19  percent  had  failed  to  obtain 
symptomatic  relief.  Late  radiographic  stud- 
ies with  barium  swallow  in  29  of  their  pa- 
tients revealed  that  14  (18  percent)  had  re- 
currence of  the  hernia.  They  concluded  that 
recurrence  bore  no  consistent  relationship  to 
type  of  repair  or  to  the  reappearance  of 
symptoms.  Discouraged  by  the  high  recur- 
rence rate  following  repair,  Gardner  and  as- 
sociates^^ suggested  enlarging  the  hiatus  and 
suturing  the  hiatal  ring  around  the  herniated 
stomach — a procedure  mentioned  only  to  be 
condemned.  Surgeons  repairing  hiatal  her- 
nias should  be  meticulous  in  their  repair 
techniques  to  reduce  the  recurrence  rate,  but 
also  should  be  frank  in  explaining  to  patients 
that  recurrence  of  the  hernia  may  occur.  A 
second  repair  later,  since  sutures  can  now  be 
placed  in  scar  tissue,  may  have  a better 
chance  of  effecting  permanent  relief. 

Summary 

Hiatus  hernia  of  the  diaphragm  is  a com- 
mon symptom-producing  anatomic  fault  that 
is  often  misdiagnosed  and  mismanaged.  Un- 
relieved, it  can  lead  to  distressing  and  even 
life-threatening  complications.  It  can  be  re- 
paired surgically  with  a low  risk  and  with 


complete  relief  of  symptoms.  Recurrence  fol- 
lowing surgical  repair  still  occurs  in  a sig- 
nificant percentage  of  patients.  The  chance 
of  recurrence,  however,  should  not  be  used 
as  an  argument  against  surgical  repair, 
which  is  the  only  treatment  that  will  relieve 
a patient  of  this  distressing  condition. 

REFERENCES 

1.  Flavell,  G. : Chest  Diseases,  edited  by  Perry  and  Sellers, 
Butterworths,  1963. 

2.  Schatzki,  cited  by  Sweet,  R.  H. : Repair  of  Hiatus  Hernia 
of  Diaphragm  by  Supradiaphragmatic  Approach : Technic  and 
Results,  New  Engl.  J.  Med.  238:649  (May  6)  1948. 

3.  Paulson,  D.  L.,  et  al. ; Esophageal  Hiatal  Diaphragmatic 
Hernia  and  its  Complications,  Ann.  Surg.  15.5:957  (June)  1962. 

4.  Grimes,  O.  F.,  and  Farber,  S.  M. : Significance  of  the 
Small  Hiatal  Hernia:  Reappraisal,  Dis.  Chest.  46:293  (Sept.) 

1964. 

5.  Allison,  P.  R. : Reflux  Esophagitis,  Sliding  Hiatal  Hernia, 
and  Anatomy  of  Repair,  Surg.  Gynec.  Obstet.  92:419  (April) 
1951. 

6.  Hayward,  J. : The  Lower  End  of  the  Oesophagus,  Thorax 
16:36  (March)  1961. 

7.  Belsey,  R. : Peptic  Ulcer  of  Oesophagus,  Ann.  Roy.  Coll. 
Surg.  Engl.  14:303  (May)  1954. 

8.  Stensrud,  N. : Incompetence  of  the  Cardia,  J.  Thor.  Car- 
diov.  Surg.  33:749  (June)  1957. 

9.  Adler,  R.  H. : The  Lower  Esophagus  Lined  by  Columnar 
Epithelium ; Its  Association  with  Hiatal  Hernia  Ulcer,  Stric- 
ture, and  Tumor,  J.  Thor.  Cardiov.  Surg.  45:13  (Jan.)  1963. 

10.  Hill,  L.  D.,  et  al. : Objective  Evaluation  of  Surgery  for 
Hiatus  Hernia  and  Esophagitis,  J.  Thor.  Cardiov.  Surg.  41:60 
(Jan.)  1961. 

11.  Hiebert,  C.  A.,  and  Belsey,  R. : Incorapetency  of  the 
Gastric  Cardia  without  Radiologic  Evidence  of  Hiatal  Hernia : 
The  Diagnosis  and  Management  of  71  Cases,  J.  Thor.  Cardiov. 
Surg.  42:352  (Sept.)  1961. 

12.  Brintnall,  E.  S.,  et  al. : Late  Results  of  Hiatus  Hernia 
Repair,  Amer.  J.  Surg.  101:159  (Feb.)  1961. 

13.  Groves,  L.  K.,  et  al. : Transthoracic  Repair  of  Esoph- 
ageal Hiatus  Hernia : Evaluation  of  200  Consecutive  Cases,  J. 
Thor.  Cardiov.  Surg.  38  :537  (Oct.)  1959. 

14.  Olsen,  A.  M.,  and  Schlegel,  J.  F. : Motility  Disturbances 
Caused  by  Esophagitis,  J.  Thor.  Cardiov.  Surg.  50:607  (Nov.) 

1965. 

15.  Crawford,  E.  S.,  and  DeBakey,  M.  E. : Abdominal  Re- 
pair of  Hiatal  Hernia  ; A Study  of  138  Cases.  Amer.  Surg.  24 : 
889  (Dec.)  1958. 

16.  Kregel,  L.  A.:  Personal  communication. 

17.  Ogilvie,  H. : Grey  Turner  Lecture.  1960. 

18.  Humphrey,  G.  H.,  II.  et  al. : Esophageal  Hiatus  Hernia 
of  the  Diaphragm ; An  Analysis  of  Surgical  Results,  J.  Thor. 
Cardiov.  Surg.  34:749  (Dec.)  1957. 

19.  Husfeldt,  E.,  et  al. : Operative  Treatment  of  Sliding 
Hiatal  Hernia  in  Adults,  Acta.  Chir.  Scand.  253 :33  1960. 

20.  Hayward,  J. : The  Phreno-esophageal  Ligament  in  Hiatal 
Hernia  Repair,  Thorax  16:41  (March)  1961. 

21.  Sweet,  R.  H. : Experiences  with  500  Cases  of  Hiatus 
Hernia;  A Statistical  Survey,  J.  Thor.  Cardiov.  Surg.  44:145 
(Aug.)  1962. 

22.  Borgeskov,  S.,  et  al.:  Oesophageal  Hiatal  Hernia:  Radio- 
logical Follow-up.  Thorax  19:327  (July)  1964. 

23.  Gardner,  W.  C.,  et  al. : Simplified  Technique  for  Treatment 
of  Esophageal  Hiatus  Hernia,  Arch.  Surg.  65:564  (Oct.)  1952. 

24.  Hayward,  J. : Treatment  of  Fibrous  Stricture  of  the 
Oesophagus  Associated  with  Hiatal  Hernia,  Thorax  16:45 
(March)  1961. 

25.  Cross.  F.  S.,  et  al. : Surgical  Treatment  of  Peptic  Esoph- 
agitis, J.  Thor.  Cardiov.  Surg.  38:798  (Dec.)  1959. 

^ Dr.  Shaw,  The  University  of  Texas  Southwestern 
Medical  School,  5323  Harry  Hines  Blvd.,  Dallas 
75235. 


888 


Texas  State  Journal  of  Medicine 


Effect  of  Catheters  and  Carrier  Solutions 
Upon  the  Arterial  Tree:  Preliminary  Report 

William  L.  Watson,  M.D.,  D.  A.  Corgill,  M.D.,  and  Thomas  H.  Capers,  M.D. 


The  authors  describe  their  technique  for  in- 
sertion and  repeated  infusion  of  polyvinyl. 
Silastic  and  Teflon  catheters  in  the  common 
carotid  artery  of  the  dog.  Damage  to  the 
arterial  wall  was  thought  due  to  the  catheter 
presence  alone  and  not  related  to  the  in- 
fusion. A Teflon  catheter  assembly  proved 
superior  to  polyvinyl  assemblies. 


r 1 RECENTLY  THE  use  of  intra- 

RESEARCHsiNj^GATioN  arterial  catheters  for  the  re- 
gional  administration  of  various 
chemotherapeutic  agents  has 
gained  limited  acceptance.  One  of  the  prob- 
lems involved  in  this  method  has  been  the 
difficulty  in  maintaining  a patent  lumen  in 
the  catheter  and  vessel  being  infused.  An- 
other problem  has  been  the  development  of 
cerebrovascular  symptoms  during  infusion 
(Fig.  1).  Human  postmortem  studies  at  the 
Dallas  Veterans  Administration  Hospital 
have  demonstrated  arterial  damage  locally 
following  catheterization  (Fig.  2).  Limited 
animal  experimentation  has  shown  definite 
damage  following  the  prolonged  presence  of 
polyvinyl  catheters  in  the  arterial  lumen. 
This  project  was  initiated  to  study  the  effect 
on  the  arterial  wall  of  catheters  made  from 
diverse  materials  and  of  various  carrier 
solutions. 


This  research  was  supported  in  part  by  a grant 
from  the  Texas  Otolaryngological  Association.  This 
article  was  originally  presented  to  that  group  and 
the  Texas  Medical  Association’s  Section  on  Otolar- 
yngology at  the  TMA  Annual  Session  on  April  30, 
1965. 


Methods  and  Materials 

Mongrel  dogs,  weighing  35  to  55  pounds, 
were  anesthetized  with  Pentothal  sodium.  Fol- 
lowing preparation  of  the  skin  with  pHisoHex 
and  Zephiran,  drapes  were  sutured  in  place. 
A short  lateral  neck  incision  was  utilized  to 
expose  one  common  carotid  artery.  The  com- 
mon carotid  artery  of  the  dog  does  not  bi- 
furcate into  distinct  external  and  internal 
branches.  A small  internal  carotid  branch 
does  arise  high  in  the  neck,  at  the  wing  of 
the  atlas,  but  this  location  is  not  suitable  for 
catheterization.  An  anatomically  constant 
branch,  the  cranial  thyroid  artery,  arises 
from  the  common  carotid  in  the  mid-neck. 
This  vessel  was  isolated  and  transected.  The 
catheter  was  then  introduced  through  the 
proximal  stump  of  the  artery  and  passed 
easily  into  the  upper  part  of  the  common 
carotid  artery.  Ties  around  the  cuff  of  the 
transected  artery  and  through  adjacent  fas- 
cia were  used  to  secure  the  catheter.  This 
was  found  more  satisfactory  than  the  intro- 
duction of  the  catheter  directly  into  the  ar- 
terial lumen  through  a silk  purse  string  su- 
ture, according  to  the  method  of  Sullivan.^ 
All  catheterizations  were  of  the  common  ca- 
rotid with  the  catheter  introduced  into  the 
distal  carotid  lumen.  Using  this  technique, 
it  was  possible  to  keep  catheters  in  place  for 
20  or  more  infusions  with  little  difficulty. 
All  dogs  were  routinely  placed  on  strepto- 
mycin and  penicillin  at  the  time  of  surgery. 
A collar  with  plastic  stays  was  devised  to 
prevent  excessive  neck  motion  which  would 
dislodge  the  catheter.  Mild  sedation  in  the 
form  of  phenobarbital  was  routinely  used. 
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Four  catheters  have  been  studied : the 
Baxter  Laboratories’  polyvinyl  infant  feed- 
ing tube,  a polyvinyl  infusion  catheter  by 
Abbott  Laboratories,  the  Becton,  Dickinson 
and  Co.  Teflon  catheter,  and  the  Dow  Corn- 
ing Corporation’s  Silastic  medical  grade  tub- 
ing. The  Baxter  polyvinyl  infant  feeding 
tube  is  14  inches  long,  its  outside  diameter  is 
#5  Fr.,  and  it  is  soft  and  pliable.  It  is  fitted 
with  an  adapter  which  makes  flame  sealing 
of  the  catheter  tip  unnecessary.  The  Abbott 
polyvinyl  infusion  catheter  is  also  #5  Fr., 
but  is  more  rigid  and  must  be  cut  to  the  de- 
sired length  at  the  time  of  surgery.  This 
catheter  must  be  flame-sealed  after  each  use. 
The  Becton,  Dickinson  Teflon  catheter  con- 
sists of  a #5  Fr.  Teflon  catheter  fixed  to  an 
18  gauge  needle.  It  is  15  inches  long  and  is 
fitted  with  a Teflon  stylet  that  completely 
fills  the  entire  length  of  its  lumen.  The  stylet 
has  a Luer-Lok  attachment  adapted  for  lock- 
ing in  the  needle  hub.  Another  catheter  was 
fashioned  from  Silastic  tubing  obtained  from 
the  Dow  Corning  Corp.  The  outside  diame- 
ter was  #5  Fr.  and  the  desired  length  was 
selected  at  the  time  of  surgery.  It  is  softer 
and  more  pliable  than  any  of  the  other 
catheter  materials  used.  The  Silastic  catheter 
could  not  be  flamed  after  infusion  because 
Silastic  burns  without  melting.  Satisfactory 
closure  was  obtained  by  using  a neurosurgi- 
cal silver  clip  after  each  infusion.  This  cath- 
eter could  not  be  used  with  needle  attach- 
ments. It  could  be  used  with  the  Teflon  ob- 
turator by  clamping  the  catheter  around  the 
end  of  the  obturator  with  a silver  clip. 

Thirty-two  dogs  were  operated  upon  dur- 
ing the  project.  The  first  eight  were  used 
primarily  in  perfecting  the  technique.  On 
most  of  these,  both  arteries  were  operated 
upon  before  the  dog  was  sacrificed. 

There  were  three  phases  of  the  project.  In 
the  first  phase,  interest  was  centered  upon 
the  effect  of  the  catheter  on  the  arteiy  with 
no  infusion  being  given.  Two  each  of  the 
previously  mentioned  types  of  catheters  were 
inserted.  These  catheters  were  not  infused. 
In  the  case  of  the  Silastic  catheters,  a .045 
inch  Kirschner  stainless  steel  wire  was  used 
to  bring  the  end  of  the  catheter  out  through 
a small  stab  wound  on  the  dorsum  of  the 
neck  about  six  inches  from  the  operative  site. 
This  procedure  was  done  in  an  effort  to  re- 
duce bacterial  arteritis  and  will  be  discussed 
later.  The  other  catheters  were  brought  out 
througli  the  neck  incision.  The  dogs  were 


sacrificed  three  to  six  weeks  after  operation, 
and  the  catheterized  artery,  brain,  and  the 
control  artery,  which  was  not  operated  upon, 
were  removed  for  gross  and  histologic  ex- 
amination. 

In  the  second  phase  of  the  project,  5 per- 
cent dextrose  in  water  and  lonosol  T,  a multi- 
ion solution,  were  studied  as  carrier  solu- 
tions. A carrier  solution  is  an  infusion  which 
can  carry  in  solution  a chemotherapeutic 
agent.  Two  Baxter  polyvinyl  infant  feeding 
tubes  were  inserted  and  successfully  infused 
for  14  and  16  times,  respectively,  one  with 
5 percent  dextrose  in  water  and  the  other 
with  lonosol  T.  Two  Abbott  polyvinyl  cathe- 
ters were  infused  successfully  for  11  and  14 
times,  one  with  lonosol  T and  one  with  5 per- 
cent dextrose  in  water.  Three  Teflon  cathe- 
ters were  inserted  and  these  catheters  were 
infused  for  14,  20,  and  21  times,  respectively. 
All  catheters  were  infused  at  the  rate  of  60 
to  80  drops  per  minute,  over  a 20-minute 
period  each  day.  No  Silastic  catheters  have 
been  infused  at  this  point  in  the  study  due 
to  technical  factors.  Any  artery  infused  as 
many  as  three  times  was  removed  with  the 
control  artery  for  pathologic  study. 

The  third  phase  of  the  project  was  intend- 
ed to  study  the  effect  of  hydrogen  peroxide 
and  methotrexate  on  the  arterial  wall.  This 
study  was  not  completed  satisfactorily.  The 
dog  is  deficient  in  catalase  and  this  enzyme 
must  be  added  at  the  time  of  hydrogen  per- 
oxide infusion  to  prevent  methemoglobin  for- 
mation. The  catalase  was  given  intraven- 
ously in  the  required  amount  at  the  time  of 
infusion  with  0.12  percent  hydrogen  perox- 
ide. Four  dogs  were  infused  in  this  phase. 


Fig.  1.  X53.  Hematoxylin  and  eosin  stain.  Section  through 
substantia  nigra.  Patient  developed  cerebrovoscular  symp- 
toms during  infusion  with  0.12  percent  hydrogen  peroxide 
used  to  enhance  x-ray  theropy.  Note  fibrinoid  emboli  filling 
small  cerebral  arteriole  and  perivascular  retraction  of  brain 
substance  (arrow,  lower  right  corner). 


890 


Texas  State  Jaurnal  af  Medicine 


One  dog  became  lethargic  after  one  infusion 
and  died ; another  became  lethargic  after 
three  infusions  and  died ; two  dogs  developed 
catheter  blocks  shortly  after  infusions  were 
begun.  Further  experiments  are  planned 
using  Teflon  and  Silastic  catheters  to  carry 
the  hydrogen  peroxide. 

Pathologic  Results 

The  catheterized  arteries  were  examined 
grossly,  and  sectioned  for  histologic  exami- 
nation. One  section  was  taken  from  the  ar- 
tery immediately  adjacent  to  the  body  of 
the  catheter.  A second  section  was  taken 
through  the  artery  at  the  level  of  the  cathe- 
ter tip  and  a third  section  was  taken  from 
the  arterial  wall  1 cm.  above  the  catheter  tip. 
Similar  sections  were  obtained  from  the  con- 


trol artery.  The  brain  was  examined  grossly 
and  representative  sections  were  prepared 
for  histologic  study. 

Sections  through  the  artery  at  the  level  in 
which  the  body  of  the  catheter  was  lodged 
showed  obvious  thrombus  formation.  The 
base  of  the  thrombus  often  appeared  to 
originate  from  the  endothelium.  The  intima 
showed  flbrinoid  necrosis.  Splitting  of  the 
elastic  flbers  of  the  media  was  noted  as  was 
mild  to  moderate  scarring  of  the  adventitia 
[Figs.  3,  4,  5]. 

Sections  through  the  artery  at  the  level  of 
the  catheter  tip  showed  prominent  thrombus 
formation.  On  several  sections,  complete  de- 
struction of  the  intima  in  the  nature  of  fibri- 
noid necrosis  was  noted  and  only  the  internal 
elastic  membrane  remained.  Splitting  of  the 


Fig.  2.  Low  power.  Hematoxylin  and  eosin  stain.  Cross  sec- 
tion of  external  carotid  artery  of  human  following  presence 
of  polyvinyl  catheter  for  30  days.  Patient  received  21  in- 
fusions with  0.12  percent  hydrogen  peroxide  used  to  enhance 
x-ray  therapy.  Note  old  thrombus  filling  arterial  lumen  with 
new  endothelial  lined  spaces. 

Fig.  3.  X45.  Hematoxylin  and  eosin  stain.  Cross  section 
of  normal  common  carotid  artery  of  dog.  The  intima  can 
be  seen  as  cell  nuclei  along  the  internal  elastic  lamina 
(arrow).  The  elastic  fibers  are  not  well  shown. 


Fig.  4.  X45.  Hematoxylin  and  eosin  stain.  Cross  section 
of  common  carotid  artery  of  dog  following  insertion  of 
Teflon  catheter  and  repeated  infusion  with  lonosol  T.  Note 
internal  elastic  lamina  (arrow).  Intima  is  greatly  thickened 
and  shows  fibrinoid  necrosis  (dark  band).  Subacute  in- 
flammatory reaction  strips  intima  from  internal  elastic 
lamina.  Elastic  fibers  of  media  are  split  and  swollen. 

Fig.  5.  X45.  Same  slide  as  Fig.  4,  with  van  Gieson's  stain 
to  show  splitting  of  elastic  fibers  of  media. 
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elastic  fibers  of  the  media  also  was  present. 

Sections  through  the  artery  at  a level  above 
the  catheter  tip  revealed  less  severe  changes. 
Deposits  of  collagen  were  found  in  the  media 
and  adventitia.  Swelling  of  the  elastic  fibers 
of  the  media  was  present,  but  the  wavy  pat- 
tern was  maintained.  These  changes  above 
the  catheter  tip  were  present  whether  or  not 
the  catheter  was  infused,  and  might  possibly 
have  occurred  because  of  interference  with 
the  blood  supply  to  the  vessel  through  the 
vasa  vasorum. 

One  dog  developed  hemiplegia  after  the 
third  infusion  with  5 percent  dextrose  in  wa- 
ter, failed  to  improve,  and  was  sacrificed. 
Histologic  studies  of  the  catheterized  artery 
showed  fibrinoid  necrosis  of  the  intima.  En- 
cephalomalacia  of  the  brain  was  found  and 
some  of  the  cerebral  blood  vessels  were  filled 
with  a fibrinoid  material  that  appeared  to  be 
the  same  as  that  arising  from  the  intima  of 
the  catheterized  vessel.  Thus,  it  appears  that 
this  fibrinoid  necrosis  of  the  intima  gave  rise 
to  embolic  phenomena  in  this  instance. 

Pathologic  changes  in  all  catheterized  ar- 
teries were  similar.  No  abnormalities  were 
noted  in  the  noncatheterized  (control)  ar- 
teries. Catheter  presence  seemed  to  be  the 
damaging  factor  rather  than  the  infusion. 
In  some  instances,  it  appeared  that  the  de- 
gree of  change  was  directly  proportional  to 
the  length  of  time  the  catlieter  was  in  the 
arterial  lumen.  In  other  instances,  no  such 
correlation  could  be  inferred.  While  bacterial 
arteritis  was  often  noted  in  the  histologic 
sections  of  the  catheterized  artery,  it  was 
believed  that  this  did  not  affect  the  vessel 
changes  to  any  large  extent. 

Discussion 

Basic  problems  in  the  animal  study  were 
similar  to  difficulties  found  in  human  infu- 
sions and  centered  upon  three  main  factors: 
catheter  fixation,  bacterial  arteritis,  and 
catheter  blockage. 

Early  in  the  study,  it  was  found  that  the 
first  of  the  difficulties  mentioned,  catheter 
fixation,  could  not  be  controlled  by  securing 
the  external  portion  of  the  catheter  to  the 
skin,  the  method  used  in  humans.  The  most 
satisfactory  technique  was  evolved  after  nu- 
merous trials.  It  consisted  of  the  insertion 
of  a catheter  into  the  distal  common  carotid 
artery  through  the  proximal  stump  of  a tran- 
sected cranial  thyroid  artery.  No  fixation  at 


the  level  of  skin  was  utilized.  The  end  of  the 
catheter  protruding  from  the  neck  was  kept 
short. 

The  second  major  problem  was  bacterial 
arteritis,  which  has  been  noted  in  humans 
to  a lesser  degree.  This  arteritis  was  seen 
microscopically  on  the  first  vessels  examined 
and  continued  as  a problem  throughout  most 
of  the  study.  It  occurred  despite  antibiotic 
coverage  and  aseptic  surgical  technique. 
There  was  no  clinical  evidence  of  wound  sup- 
puration, with  the  exception  of  one  animal, 
which  was  discarded.  Although  noted  micro- 
scopically, the  presence  of  arteritis  was  not 
thought  significant  for  similar  arterial  wall 
changes  were  observed  in  dogs  without 
arteritis. 

The  third  difficulty  was  concerned  with 
catheter  block.  This  was  controlled  to  some 
degree  by  irrigating  the  catheter  daily  with 
dilute  heparin.  Two  polyvinyl  catheters  be- 
came partially  occluded  after  three  and  eight 
infusions,  respectively.  An  organized  clot 
was  found  near  the  tip  of  the  first  catheter 
within  the  catheter  lumen.  This  clot  pro- 
duced a ball  valve  effect.  The  second  catheter 
was  projecting  into  an  organized  thrombus 
partially  occluding  the  arterial  lumen.  The 
catheter  tip  jutted  into  the  thrombus  and 
again  a ball  valve  effect  was  produced.  This 
type  of  partial  block  has  occurred  in  humans. 
The  infusion  flows  in  but  no  reflux  of  blood 
can  be  obtained  upon  aspiration.  At  our  hos- 
pital, the  patency  of  such  a catheter  in  a 
human  was  demonstrated  by  fluorescein  in- 
jection producing  a satisfactory  dye  distri- 
bution even  though  no  backflow  of  blood 
could  be  obtained. 

Of  the  polyvinyl  catheters  studied,  there 
was  little  difference  between  the  Abbott  in- 
fusion catheter  and  the  Baxter  infant  feed- 
ing tube.  The  former  was  less  suited  for 
repeated  infusions  because  the  manipulation 
of  flaming  the  catheter  tip  after  each  infu- 
sion put  added  stress  on  the  insertion  of  the 
catheter  into  the  vessel.  Both  catheters  had 
to  be  irrigated  daily  with  heparin.  Even 
then,  clotting  was  a persistent  problem. 

The  Teflon  catheters  were  far  superior  to 
the  polyvinyl  catheters  for  the  infusion  phase 
of  this  project.  Three  of  them  functioned 
adequately  for  14  or  more  infusions.  Two  of 
these  catheters  were  fitted  with  Teflon  stylets 
and  one  was  not.  Obstruction  of  the  catheter 
lumen  by  clot  was  greatly  diminished.  As 
catheter  material.  Teflon  is  more  rigid  than 
polyvinyl  or  Silastic.  It  is  more  difficult  to 
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insert  into  the  arterial  lumen  but  this  diffi- 
culty is  overcome  with  minimal  practice. 

The  Silastic  catheters  were  inserted  into 
the  arterial  lumen  in  the  usual  fashion  and 
then  carried  subcutaneously  for  4 to  6 inches 
before  being  brought  out  through  a stab 
wound  on  the  dorsum  of  the  neck.  This  was 
done  to  reduce  the  bacterial  arteritis  and  was 
partially  successful.  Frequent  irrigations  of 
the  Silastic  catheters  with  dilute  heparin 
demonstrated  that  obstruction  by  clot  was 
reduced. 

Cerebrovascular  symptoms  have  been  one 
of  the  most  feared  and  frequent  complica- 
tions of  human  infusion  therapy  for  head 
and  neck  lesions.  In  this  study,  one  dog 
developed  hemiplegia  during  the  third  infu- 
sion, and  pathologic  study  of  the  brain  showed 
fibrinoid  emboli  in  the  cerebral  vessels.  Thus, 
we  have  experimental  evidence  linking  the 
fibrinoid  necrosis  of  the  intima  to  cerebral 
embolic  phenomena. 

Summary  and  Conclusions 

A technique  was  developed  for  insertion 
and  repeated  infusion  of  polyvinyl,  Silastic, 
and  Tefion  catheters  in  the  common  carotid 
artery  of  the  dog. 

Damage  to  the  arterial  wall  was  thought 
due  to  catheter  presence  alone,  and  was  not 
related  to  infusion.  This  damage  consisted 


of  fibrinoid  necrosis  of  the  intima,  swelling 
and  degeneration  of  the  elastic  fibers  of  the 
media,  and  deposition  of  collagen  in  the 
media  and  adventitia. 

Bacterial  arteritis  was  often  present.  This 
seemed  to  diminish  when  the  catheter  was 
placed  subcutaneously  for  several  inches 
prior  to  exit  from  the  skin. 

Teflon  catheter  assemblies  were  developed 
which  were  superior  to  polyvinyl  catheters 
for  repeated  infusions.  This  consisted  of  a 
#5  Fr.  Teflon  catheter  fixed  to  an  18  gauge 
needle.  The  catheter  is  fitted  with  a Teflon 
stylet  that  fills  the  entire  length  of  its  lumen. 
The  stylet  has  a Luer-Lok  attachment  adapt- 
ed for  locking  in  the  needle  hub. 

In  our  dogs,  there  appeared  to  be  little  dif- 
ference between  5 percent  glucose  in  water 
and  lonosol  T as  carrier  solutions. 

The  conclusions  were  based  on  the  findings 
from  the  small  number  of  animals  in  each 
phase  of  the  study  and  need  additional  veri- 
fication. 
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Private  Hospital  To  Teach  Medical  Students 

The  $9.5  million  Presbyterian  Hospital  in  Dallas  is  nearing  com- 
pletion and  will  be  staffed  by  physicians  nominated  by  the  faculty  of 
the  University  of  Texas  Southwestern  Medical  School. 

This  arrangement  is  expected  to  exert  a far-reaching  influence 
over  future  medical  care  throughout  Texas  and  the  Southwest. 

University  and  hospital  officials  point  out  that  using  private  hos- 
pitals as  teaching  institutions  is  an  established  practice  in  other  re- 
gions, particularly  the  East,  but  it  is  rare  in  Texas. 

Patients  at  Presbyterian  will  receive  additional  care  from  doctors 
in  training  as  well  as  from  their  personal  physicians.  Also,  medical 
students  receiving  training  at  the  hospital  will  benefit  in  their  expe- 
rience with  a more  diverse  group  of  patients. 

First  occupancy  of  the  14 -story,  300 -bed  hospital  is  expected  in 
March,  1966. 
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Radiotherapy  of 
Cerebral  Metastases 


AMONG  PHYSICIANS  who  fol- 


RESEARCH  & investigation  low  up  patients  with  malignancy, 
the  development  of  brain  metas- 
tases may  produce  a feeling  of 
frustration  and  resignation.  With  the  onset 
of  weakness  or  paralysis  of  an  extremity,  per- 
sonality change,  or  other  neurologic  symp- 
toms, expected  rapid  deterioration  of  the  pa- 
tient’s condition  negates  further  effort  in 
diagnosis  and  treatment  and  an  attitude  of 
hopelessness  prevails.  Yet,  cerebral  metas- 
tases may  be  treated  as  readily  as  metastases 
to  any  other  site.  In  many  instances  re- 
sponse may  be  surprising,  and  benefit,  in 
terms  of  relief  of  symptoms,  may  be  more 
striking  than  that  following  treatment  of 
metastases  to  other  sites.  The  distressing 
clinical  manifestations  of  cerebral  involve- 
ment pose  a serious  problem  in  nursing  care, 
and  control  provides  comfort  for  the  patient 
while  alleviating  the  emotional  and  economic 
burden  of  his  family.  Although  brain  metas- 
tases may  occur  from  a variety  of  primary 
tumors, such  lesions  are  particularly  com- 
mon among  patients  with  bronchogenic  car- 
cinoma and  in  some  cases  may  be  the  first 
manifestation  of  the  disease.^-  With  the 
rising  incidence  of  lung  cancer,  more  pa- 
tients with  cerebral  metastases  are  being  re- 
ferred for  radiotherapy,  and  all  available 
tools  and  techniques  should  be  brought  to 
bear  on  the  problem. 


Diagnosis 

In  some  instances,  the  diagnosis  is  estab- 
lished on  the  basis  of  clinical  history  and 
neurological  signs  and  symptoms.  The  most 
frequent  symptoms  include  weakness  or  pa- 


ralysis of  an  extremity,  headache,  and 
changes  in  behavior  pattern.  There  may  be 
facial  paralysis,  slurring  of  speech,  visual 
changes,  and  at  times  convulsive  seizures  or 
coma.  The  history  of  previous  cancer  pro- 
vides a clue  for  most  patients  but  this  evi- 
dence may  be  misleading  or  even  lacking  in 
some  instances.  When  there  is  no  previous 
history  of  malignancy,  identification  of  a pri- 
mary lesion  elsewhere  is  helpful,  particularly 
if  the  site  is  one  from  which  brain  metas- 
tases are  common,  such  as  kidney,  breast,  or 
lung,  or  if  malignant  melanoma  is  found.  If 
a primary  cancer  cannot  be  identified,  crani- 
otomy and  biopsy  may  be  necessary  to  deter- 
mine whether  the  lesion  in  the  brain  is  pri- 
mary or  secondary.  When  symptoms  are 
acute,  craniotomy  may  provide  dramatic  re- 
lief, but  morbidity  may  be  serious  and  may 
hamper  or  delay  further  investigation  and 
treatment.  In  the  differential  diagnosis,  cere- 
bral accident  must  be  considered  since  it  may 
occur  in  the  same  age  group  and  produce 
symptoms  such  as  paralysis  and  slurring  of 
speech. 

When  cerebral  metastases  are  suspected, 
carotid  or  vertebral  angiography,  electroen- 
cephalogi’aphy,  pneumoencephalography,  or 
ventriculography  may  confirm  the  diagnosis 
and,  at  the  same  time,  establish  the  location 
and  extent  of  the  lesion.  These  special  diag- 
nostic procedures  are  not  infallible.  For  ex- 
ample, the  electroencephalogram  may  fail  to 
reveal  neurologically  silent  metastases;  but, 
conversely,  it  rarely  fails  to  record  an  abnor- 
mal focus  when  symptoms  are  present.  The 
nature  of  the  symptoms,  indicating  involve- 
ment of  specific  neiwous  tissue,  may  be  a 
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When  cancer  metastasizes  to  the  brain,  ra- 
diotherapy to  the  dominant  lesion  or  to  the 
entire  brain,  if  necessary,  relieves  the  symp- 
toms of  most  patients.  A few  patients  may 
even  show  great  improvement  and  have  a 
prolonged  symptom-free  period.  Routine  di- 
agnostic procedures  help  to  localize  and  de- 
fine the  extent  of  the  brain  lesion. 


useful  guide  to  the  search  for  the  tumor 
within  the  vault.  The  majority  are  located 
in  the  frontoparietal,  parietotemporal  areas 
and  the  temporal  lobes.  Malignant  cells*  or 
abnormal  protein  in  cerebrospinal  fluid  may 
confirm  the  diagnosis,  but  the  location  and 
extent  of  the  lesion  must  be  determined  if 
appropriate  radiotherapy  is  to  be  given. 

Radiotherapeutic  Techniques 

The  greater  radiosensitivity  of  neoplastic 
tissue  than  of  normal  tissue  is  the  basis  of 
radiotherapy,  and  the  approach  for  treat- 
ment of  intracerebral  metastases  is  to  pro- 
vide an  amount  of  radiation  that  will  shrink 
the  tumor,  or  at  least  arrest  the  rate  of  ex- 
pansion, while  sparing  as  much  normal  brain 
tissue  as  possible.  If  the  lesion  is  small  and 
symptoms  are  mild,  treatment  may  be  ex- 
tended for  four  or  more  weeks.  This  can  be 
done  on  an  outpatient  basis  and  permits  the 
patient  to  carry  on  normal  activities.  A large, 
rapidly  expanding  mass  within  the  vault  re- 
quires that  radiation  be  given  more  rapidly 
than  for  a small  lesion  and  the  first  treat- 
ment is  considered  a radiotherapeutic  emer- 
gency. The  immediate  problem  is  to  control 
acute  symptoms  such  as  violent  headache, 
disorientation,  or  possibly  impending  coma 
caused  by  a dominant  expanding  mass.  The 
amount  of  radiation  given  should  be  safely 
within  tolerance  but  in  keeping  with  the  in- 
tent of  treatment.  A good  response  in  the 
first  few  days  of  therapy  may  spare  the  pa- 
tient a craniotomy  which  may  relieve  pres- 
sure symptoms  but  will  not  prevent  continued 
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growth  of  the  tumor.  If  multiple  lesions  are 
present  it  may  be  necessary  to  irradiate  the 
total  brain,  but  radiation  tolerance  of  this 
large  volume  of  tissue  will  be  less  than  that 
for  a small  field  where  the  dominant  tumor 
is  precisely  located. 

Supervoltage  radiation  for  brain  lesions  is 
particularly  advantageous  because  the  skin 
is  spared.  With  a moderately  high  total  dose, 
epilation  may  occur  but  erythema  will  be 
mild  or  absent.  Following  craniotomy,  steroid 
therapy  may  be  given  to  suppress  cerebral 
edema  but  we  have  not  encountered  this  com- 
plication following  radiotherapy.  In  deliver- 
ing supervoltage  radiation  by  multiple  fields 
to  a localized  point,  wedged  filters  are  useful 
to  provide  uniform  distribution  of  radiation 
to  the  tumor  while  avoiding  “hot  spots”  su- 
perficial to  the  lesion  ( Fig.  1 ) . 

For  treatment  of  multiple  lesions,  large 
opposing  fields  (10  by  15  cm.  or  8 by  12  cm.) 
may  be  used.  When  supervoltage  equipment 
is  not  available,  or  when  the  patient  cannot 
travel  to  the  nearest  such  facility,  treatment 
may  be  started  with  conventional  equipment 
(250  kv)  utilizing  a modification  of  the  tech- 
nique by  Chu  and  Hilaris.^  The  lower  mar- 
gin of  the  field  can  be  drawn  on  a plane  ex- 
tending from  the  outer  canthus  of  the  eye 
through  the  tragus  of  the  external  ear;  a 
midline  dose  of  1,500  roentgens  may  be  de- 
livered in  10  to  15  days.  The  convex  surface 
of  the  field  may  be  leveled  by  bolus  material. 
Improvement  in  the  patient’s  condition  fol- 
lowing this  treatment  may  permit  his  trans- 
portation to  a facility  where  supervoltage 
equipment  is  available  for  the  remainder  of 
therapy. 

There  are  advantages  in  treating  the  dom- 
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inant  lesion,  even  in  the  presence  of  multiple 
small  metastases.  The  dominant  lesion  is  the 
probable  cause  of  sjmiptoms,  and  the  small 
volume  of  tissue  will  permit  the  increased 
tumor  dose  required  to  control  the  disease. 
If  the  tumor  is  one  of  slow  growth,  the  small 
lesions  may  never  become  large  enough  to 
cause  symptoms.  The  planned  dose  for  a 
small  tumor  volume  is  in  the  range  of  4,000 
to  5,000  roentgens  in  28  to  35  days.  When 
multiple  lesions  are  present  and  a dominant 
lesion  cannot  be  recognized,  the  dose  to  a 
large  tumor  volume  or  to  the  total  brain 
must  be  limited  to  a range  of  2,000  to  3,000 
roentgens  in  21  days. 

The  histories  of  25  patients  (24  men,  1 
woman)  receiving  irradiation  for  multiple 
metastatic  lesions  to  the  brain  were  reviewed. 
Only  three  definite  types  of  primary  cancers 
Avere  represented  (Table  1).  In  one  patient, 
biopsy  of  the  brain  lesion  revealed  squamous 
cell  epithelioma  but  the  primary  tumor  could 
not  be  identified. 


Table  1. — Primary  Cancer  with  Multiple 
Brain  Metastases. 


Primary  Cancer 

Patients 

No.  % 

Bronchogenic  carcinoma 

20 

80 

Hypernephroma 

1 

4 

Malignant  melanoma 

3 

12 

Unknown 

1 

4 

Table  3 shows  the  number  of  special  diag- 
nostic procedures  used  to  establish  diagnosis 
or  determine  location  and  extent  of  lesions. 


For  many  patients  with  brain  metastases, 
the  onset  of  symptoms  may  be  abrupt  and  so 
distressing  that  medical  attention  is  sought 
as  soon  as  possible.  In  this  group  the  dura- 
tion of  symptoms  was  one  month  or  less  for 
19  patients  and,  within  this  period,  radio- 
therapy was  instituted  in  12  patients.  The 
most  common  symptoms  were  Aveakness  or 
paralysis  of  an  extremity  and  headache  but 
multiple  lesions  may  produce  several  well- 
defined  symptoms  in  the  same  patient.  Table 
2 outlines  the  dominant  symptoms  and  their 
incidence  among  the  25  patients.  In  7 pa- 
tients, brain  involvement  Avas  the  first  mani- 
festation of  disease. 


Table  2. — Symptoms  of  Brain  Metastases. 


Weakness  or  paralysis  of  an  extremity  14 
Headache  10 

Personality  changes,  confusion  6 

Visual  changes  5 

Convulsions  and/or  semicoma  4 

Slurred  speech  2 

Facial  numbness  or  paralysis  2 


POSTERIOR 


Fig.  2.  Single-plane  coronal  section  treatment  plan.  The 
contribution  of  radiation  from  four  fields  is  indicated  by 
the  asterisk  in  the  center  of  the  shaded  area. 
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Table  3. — Diagnosis  of  Intracranial  Metastases. 

Carotid  or  vertebral  arteriograms  12 

E lectroencephalogram  1 1 

Craniotomy  9 

Neurological  signs  5 

Pneumoencephalogram  or  ventriculogram  2 

Lytic  lesion  of  skull  radiograph  1 

Diagnostic  lumbar  puncture  with 

abnormal  protein  ^ 


In  five  patients  the  diagnosis  of  multiple 
intracranial  metastases  was  based  on  neuro- 
logical signs.  Nine  patients  underwent  cran- 
iotomy for  relief  of  pressure,  or  biopsy,  or 
both,  prior  to  radiotherapy  and  in  five  of 
these,  resection  of  the  tumor  was  attempted. 
The  time  lapse  between  craniotomy  and  in- 
stitution of  radiotherapy  ranged  from  two 
weeks  to  five  months. 

Twelve  patients  received  radiotherapy  by 
means  of  multiple  small  fields  to  a dominant 
intracranial  lesion  and  13  received  irradia- 
tion through  large  lateral  opposing  fields. 
For  3 patients,  treatment  was  started  with 
conventional  equipment  and  continued 
through  about  one-third  of  the  course  with 
the  remainder  given  by  supervoltage  radio- 
therapy (2  mev).  For  each  patient,  the  in- 
tent of  treatment  was  defined  and  treatment 
was  planned  for  the  desired  tumor  dose. 

Most  patients  with  brain  metastases  have 
a short  life  expectancy.  Metastases  to  other 
sites  are  likely  to  appear,  the  primary  lesion 
may  not  be  controlled,  or  the  brain  lesion 
may  not  respond.  Yet,  proper  management 
of  recurrent  cancer  requires  prompt  treat- 
ment of  a symptomatic  lesion.  Meticulous 
technique  insures  against  complications  if 
survival  is  prolonged,  and  relief  of  symp- 
toms ' is  gratifying  to  the  patient  and  his 
family.  Of  the  25  patients  treated  18  showed 
good  response,  and  in  some  instances  relief 
of  symptoms  was  dramatic.  Seven  patients 
showed  little  or  no  improvement  and  for  five 
of  these,  the  course  of  treatment  could  not 
be  completed.  Although  prolonged  survival 
was  not  the  primary  purpose  of  treatment, 
three  patients  were  restored  to  normal  activ- 
ity for  prolonged  periods.  Two  of  these  died 
7 and  18  months,  respectively,  after  treat- 
ment and  one  has  survived  for  three  years 
without  recurrence  of  symptoms.  The  fol- 
lowing case  histories  illustrate  the  varied 
clinical  problems  that  may  be  encountered, 
along  with  methods  of  treatment  and  re- 
sponse. 


Case  Reports 

Case  1. — Five  years  prior  to  admission,  this  47- 
year-old  advertising  executive  refused  surgery  for 
a coin  lesion  in  the  upper  lobe  of  the  right  lung. 
Pneumonectomy  was  finally  done  in  February,  1963. 
Four  months  later,  headache  and  weakness  of  the 
left  arm  developed,  and  cerebral  arteriogram  and 
electroencephalogram  showed  multiple  foci  of  metas- 
tases in  the  brain.  A craniotomy  was  performed 
and  a small,  discrete  lesion  was  removed  from  the 
right  temporal  area.  As  the  disease  progressed, 
papilledema,  blurred  vision,  and  ataxia  developed. 
Symptoms  were  severe  when  radiotherapy  was  re- 
quested; Irradiation  was  given  through  two  oppos- 
ing 10  by  12  cm.  lateral  fields  with  2 mev,  and  the 
planned  tumor  dose  was  3,000  roentgens  in  18  days. 
Following  radiotherapy,  the  ataxia  and  headache 
diminished  and  there  was  some  improvement  in  the 
vision  of  the  left  eye;  macular  degeneration  pre- 
vented return  of  good  vision  to  the  right  eye.  Fol- 
lowing epilation  of  previously  blond  hair,  there  was 
regrowth  of  dark  hair.  Four  months  after  treat- 
ment, symptoms  recurred  and  there  was  general 
deterioration  in  the  patient’s  condition.  Although 
lumbar  puncture  showed  no  increase  in  pressure  of 
spinal  fluid,  regrowth  of  brain  metastases  was  sus- 
pected. The  patient  died  five  months  after  treat- 
ment; autopsy  was  not  obtained. 

The  limited  amount  of  irradiation  that  can 
be  given  to  the  entire  brain  would  prove  bene- 
ficial if  ( 1 ) the  lesion  was  moderately  radio- 
sensitive, (2)  the  tumor  had  caused  no  per- 
manent damage,  and  (3)  sufficient  normal 
brain  tissue  was  uninvolved  by  tumor.  In 
this  case,  multiple  small  lesions  were  present 
throughout  both  hemispheres  and  there  was 
permanent  damage  by  tumor  prior  to  treat- 
ment. Radiation  provided  relief  of  symp- 
toms and  a period  of  ambulation  until  short- 
ly before  death. 

Case  2. — The  chief  complaints  of  this  55-year-old 
sheet  metal  worker  were  pain  in  the  right  costal 
region  for  six  months,  and  headaches  with  inter- 
mittent paralysis  of  the  right  leg  for  two  weeks.  A 
chest  x-ray  revealed  an  opacity  in  the  right  mid- 
lung field  and  erosion  of  several  ribs  on  the  right. 
Bilateral  carotid  arteriograms  showed  a large  neo- 
plasm in  the  left  frontal  area.  Craniotomy  with  left 
anterior  frontal  lobectomy  was  performed.  Radio- 
therapy was  requested  for  residual  tumor,  which 
extended  posteriorly  and  laterally  in  the  left  tem- 
poral region.  Irradiation  was  given  through  four 
6 by  6 cm.  wedged  fields  with  2 mev  for  a tumor 
dose  of  5,000  roentgens  in  36  days  (Fig.  2). 

The  patient  was  ambulatory  one  week  after  the 
beginning  of  treatment.  The  lung  tumor  was  asymp- 
tomatic but  erosion  of  the  ribs  caused  discomfort 
which  was  relieved  by  1,000  roentgens  administered 
during  seven  days.  After  completion  of  radiotherapy 
the  patient  returned  to  work  and  except  for  occa- 
sional complaints  referable  to  the  right  costal  area, 
he  did  remarkably  well.  Fourteen  months  after 
treatment  of  the  metastatic  lesion  in  the  brain,  a 
productive  cough  developed,  pain  recurred  in  the 
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eroded  ribs,  and  the  liver  enlarged.  Pain  was  con- 
trolled by  radiotherapy  and  analgesics  until  the 
patient  died  three  months  later. 

By  treatment  of  the  dominant  lesion  with 
multiple  small  fields,  adequate  tumor  dose 
was  delivered  and  the  desired  effect,  control 
of  brain  metastases,  was  achieved.  There 
was  no  further  evidence  of  cerebral  involve- 
ment. By  control  of  cerebral  metastases,  sur- 
vival was  prolonged  and  activity  was  restored. 

Case  3. — This  48-year-old  man  sought  medical  aid 
because  of  weakness  of  his  left  hand  and  paralysis 
of  the  left  side  of  his  face.  A chest  x-ray  revealed 
a coin  lesion  in  the  left  upper  lung  field.  A left 
scalene  node  biopsy  was  reported  to  be  squamous 
cell  carcinoma,  and  a pneumonectomy  was  per- 
formed. Recovery  was  uneventful  except  for  pro- 
gression of  neurologic  symptoms  with  slurred  speech, 
deviation  of  the  tongue  to  the  right,  severe  head- 
ache, “fireflies”  in  front  of  the  eyes,  and  spasticity 
of  the  right  arm  and  leg.  Neurological  diagnosis 
was  that  intracranial  metastases  involved  the  fron- 
tal lobe  and  cerebellum.  Cerebral  angiograms  sug- 
gested multiple  small  lesions.  When  referred  for 
radiotherapy,  the  patient’s  symptoms  had  increased 
in  severity;  he  was  disoriented  and  had  hemiparesis 
on  the  right  side. 

Radiotherapy  was  given  through  two  opposing  10 
by  15  cm.  fields  and  the  planned  tumor  dose  was 
2,000  roentgens  in  14  days  (2  mev).  The  patient’s 
condition  deteriorated,  he  became  comatose  and  treat- 
ment was  discontinued  after  1 ,400  roentgens  in  nine 
days.  During  the  next  month  he  gradually  improved 
and  became  ambulatory  and  well-oriented.  Radio- 
therapy was  resumed,  and  the  total  dose  was  2,000 
roentgens  in  41  days.  Two  months  after  the  be- 
ginning of  treatment,  there  were  no  residual  neuro- 
logical symptoms  and  the  patient  returned  to  his 
work  as  a public  relations  consultant.  Following 
epilation  of  the  treated  area,  there  was  regrowth  of 
dark  hair  which  previously  had  been  gray.  It  is 
now  three  years  since  treatment  and  the  patient 
remains  active  and  asymptomatic. 

The  response  of  this  patient  suggests  the 
possible  influence  of  several  favorable  cir- 
cumstances. The  remarkable  improvement 
following  administration  of  1,400  roentgens 
in  nine  days  indicates  the  tumor  was  mod- 
erately radiosensitive.  The  continued  well- 
being of  the  patient  may  be  due  to  perma- 
nent control  of  brain  metastases,  or  it  may 
be  that  the  tumor  is  one  of  extremely  slow 


growth  and  will  require  a prolonged  period 
before  causing  recurrence  of  symptoms.  Slow 
growth  rate  of  tumor  may  also  be  responsi- 
ble for  the  absence  of  clinical  metastases  to 
other  sites,  or  it  is  possible  that  no  other 
metastases  are  present.  Whatever  the  fac- 
tors influencing  suiwival,  their  contribution 
would  have  been  futile  if  radiotherapy  had 
been  withheld. 

Summary 

Experience  in  the  treatment  of  brain  me- 
tastases has  shown  that  this  complication  of 
cancer  need  not  necessarily  terminate  the 
course  of  the  disease.  Diagnosis  is  estab- 
lished by  routine  clinical  procedures  which 
are  useful  in  determining  location  and  extent 
of  the  lesion.  Radiotherapy  techniques  ap- 
propriate to  treatment  of  a single  lesion  or 
entire  brain  are  described  and  emphasis  is 
placed  on  the  dominant  lesion  as  the  most 
likely  cause  of  symptoms.  Treatment  is  of- 
fered for  relief  of  symptoms  and,  in  most 
patients,  this  is  achieved.  Among  those  who 
benefit  from  treatment,  a few  will  show  re- 
markable improvement  • with  a prolonged 
symptom-free  period. 
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Multiple  Aneurysmal  Dilatations 
Of  Cerebral  and  Peripheral  Arteries 

William  S.  Fields,  M.D.,  and  Amador  Gonzalez-Angulo,  M.D. 


Since  arteriography  has  made  visualization 
of  aneurysms  feasible,  the  authors  believe 
that  simultaneous  occurrence  of  multiple 
aneurysms  in  the  aorta  and  the  cerebral  and 
other  peripheral  arteries  will  prove  to  be  a 
more  frequent  occurrence  than  now  thought. 
They  illustrate  with  three  case  reports  and 
discussion. 


p ^ MULTIPLE  arteriosclerotic  aneu- 
REviEw  articles  rysms  are  frequently  observed  in 

■ the  aorta. - Their  presence  has 
also  been  reported  in  vessels  at  the 
base  of  the  brain,  the  renal  arteries,  and  the 
coronary  arteries. The  simultaneous  occur- 
rence of  multiple  aneurysms  in  the  aorta  and 
in  the  cerebral  and  other  peripheral  arteries 
in  a single  individual,  however,  is  considered 
rare. 

Arteriography  has  made  visualization  of 
aneurysms  feasible,  and  its  increasing  use 
will  ultimately  reveal  the  frequency  with 
which  they  occur.  In  this  paper,  observa- 
tions on  three  patients  with  multiple  arteri- 
osclerotic arterial  aneurysms  are  reported. 

Case  Reports 

Case  1. — A 71 -year-old  white  man  was  seen  on 
March  12,  1961,  because  of  weakness  in  the  left  arm 
and  leg  that  developed  suddenly  eight  days  prior  to 
admission.  His  speech  was  slurred,  and  he  was  men- 
tally obtunded  and  unable  to  give  his  own  history. 

This  patient  had  been  seen  for  the  first  time  on 
Dec.  21,  1955,  because  of  an  abdominal  aortic  aneu- 
rysm. On  Dec.  27,  an  aneurysm  involving  the  termi- 
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nal  abdominal  aorta  and  the  bifurcation  and  an 
aneurysm  of  each  common  iliac  artery  were  excised 
and  replaced  with  an  aortic  bifurcation  homograft. 
The  aneurysmal  dilatation  of  the  resected  aorta 
measured  10  by  8 by  5 cm.,  and  the  lumen  was  part- 
ly filled  by  a laminated  thrombus.  There  were 
atheromatous  and  calcific  plaques  in  the  vessel  wall. 
Both  iliac  arteries  were  involved  by  aneurysmal  dila- 
tations, the  right  one  measuring  7 by  5.5  by  5 cm., 
and  the  left  one  4.5  by  4.5  by  2.0  cm.  After  an  un- 
eventful course,  the  patient  was  discharged  on  Jan. 
10,  1956.  He  remained  active  afterwards,  but  was 
under  treatment  for  hypertension. 

Physical  examination  at  the  time  of  the  admission 
in  March,  1961,  revealed  mild  residual  left  hemi- 
paresis.  There  were  no  audible  murmurs  over  the 
cervical  arteries  and  all  peripheral  pulses  were  pres- 
ent. His  blood  pressure  was  165/90.  Bilateral  ca- 
rotid and  subclavian  arteriograms  revealed  fusiform 
dilatation  of  the  distal  portion  of  the  internal  ca- 
rotid arteries  which  extended  into  the  adjacent  mid- 
dle cerebral  arteries  (Fig.  la,  b). 

Examination  of  the  cerebrospinal  fluid  showed  no 
abnormality.  The  electroencephalogram  was  reported 
to  be  diffusely  slow,  with  bifrontal  and  bitemporal 
activity,  and  some  lateralization  of  this  abnormality 
to  the  left. 

X-rays  of  the  chest  revealed  an  aneurysm  of  the 
distal  portion  of  the  transverse  arch  and  upper  de- 
scending thoracic  aorta  (Fig.  2)  which  had  devel- 
oped since  his  previous  chest  x-ray  examination  in 
December,  1955.  At  that  time  the  thoracic  aorta 
showed  only  some  broadening,  elongation,  and  tor- 
tuosity. 

The  patient  gradually  improved  and  was  dis- 
charged four  days  after  admission. 

Case  2. — A 70-year-old  white  man  was  admitted 
to  the  hospital  for  the  fifth  time  on  Feb.  15,  1961. 
His  complaints  were  headache,  vomiting,  and  stiff 
neck,  which  had  been  occurring  intermittently  for 
approximately  six  weeks. 

He  had  been  admitted  for  the  first  time  in  July, 
1957,  because  of  a pulsating  mass  in  his  abdomen. 
In  July,  1958,  a leaking  abdominal  aneurysm  was 
replaced  by  an  aorto-bilateral  iliac  Dacron  bifur- 
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Fig.  1.  Case  1.  a.  Left  common  carotid  arteriogram  which 
demonstrates  large  fusiform  aneurysm  of  distal  intracranial 
portion  of  internal  carotid  artery. 


b.  Right  common  carotid  arteriogram  which  demonstrates 
similar  aneurysm  in  distal  portion  of  right  internal  carotid 
artery. 


cated  graft.  In  December,  1958,  a right  nephrectomy 
was  performed  because  the  kidney  was  not  function- 
ing as  a result  of  occlusion  of  the  right  renal  artery. 
In  November,  1959,  a punch  biopsy  of  the  prostate 
gland  revealed  carcinoma.  Bilateral  orchiectomy  was 
performed,  and  stilbestrol  was  prescribed.  He  also 
had  a history  of  “heart  attack”  in  1951.  A subse- 
quent electrocardiogram  showed  evidence  of  an  old 
anterior  myocardial  infarction. 

On  Dec.  25,  1960,  he  had  severe  occipital  headache. 
The  pain  radiated  into  his  neck  and  was  accompanied 
by  vomiting  and  general  malaise.  He  gradually  im- 
proved, and  in  about  two  weeks  had  returned  to  his 
normal  daily  activities.  In  the  latter  part  of  January, 
1961,  he  had  a similar  episode  and  had  to  be  hospital- 
ized because  of  dehydration  from  vomiting. 

Physical  examination  of  the  patient  at  the  time 
of  his  last  admission  showed  weakness  and  atrophy 
of  the  left  lower  limb  due  to  old  poliomyelitis. 
The  tendon  reflexes  were  all  slightly  hyperactive, 
except  for  those  in  the  left  lower  extremity  which 
were  absent.  Sensory  examination  was  normal,  and 
there  was  no  cranial  nerve  abnonnality.  There  was 
no  nuchal  rigidity.  A loud  systolic  muimiur,  which 
had  not  been  noted  at  the  time  of  his  previous  ad- 
mission, was  heard  over  the  right  carotid  bifurca- 
tion. His  blood  pressure  was  150/80. 

Bilateral  carotid  arteriograms  perfonned  on  Feb. 
20, 1961,  revealed  severe  stenosis  of  the  right  carotid 
artery  at  the  level  of  the  cervical  bifurcation.  Two 
days  later  the  patient  suddenly  developed  diplopia, 
and  a complete  left  third  neiwe  palsy  was  noted. 
A vertebral  arteriogram  was  performed  and  a large 
aneurysm  was  observed  at  the  junction  of  the  bas- 
ilar and  left  superior  cerebellar  arteries  (Fig.  3a,  b). 
Because  of  intracranial  bleeding  an  attempt  was 
made  to  treat  the  aneurysm  sui’gically,  but  it  could 
only  be  packed  externally  with  muscle.  The  patient 


Fig.  2.  Case  1.  Chest  film  showing  large  aneurysm  of 
transverse  arch  and  descending  portion  of  thoracic  aorta. 

died  on  March  10,  1961,  one  week  after  surgery. 

Postmortem  Findings:  The  brain  weighed  1,490 
gm.  Blood  was  seen  in  the  interpeduncular  fossa. 
The  left  temporal  lobe  was  almost  completely  ne- 
crotic, and  a large  mass  of  blood  clot  was  observed 
in  its  inferior  aspect. 

Microscopically,  obvious  ischemic  changes  with 
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edema  and  necrosis  were  observed  in  the  left  tem- 
poral lobe.  The  circle  of  Willis  had  an  abnormal 
configuration;  there  was  no  evidence  of  a left  pos- 
terior communicating  artery,  and  on  the  right  this 
vessel  was  only  a small  filament.  Both  posterior 
cerebral  arteries  originated  from  the  upper  end  of 
the  basilar  artery.  The  left  superior  cerebellar  ar- 
tery was  greatly  dilated  by  a fusiform  aneurysm  in- 


Fig.  3.  Case  2.  a.  Lateral  projection  of  right  vertebral 
arteriogram  showing  large  aneurysm  near  rostral  end  of 
basilar  artery. 

b.  Anteroposterior  (Towne)  projection  of  right  vertebral 
arteriogram  which  shows  the  same  aneurysm  situated  in 
the  left  superior  cerebellar  artery. 

c.  Postmortem  specimen  of  basilar  artery  and  distal  branches 
with  fusiform  aneurysm  of  left  superior  cerebellar  artery 
(arrow).  Distal  portion  of  this  artery  is  seen  to  exit  from 
the  aneurysm  at  the  left  of  the  picture. 

volving  the  vessel  from  its  origin  in  the  basilar 
artery  to  a point  1.5  cm.  distally.  The  maximum 
transverse  diameter  of  the  enlargement  was  about 
0.8  cm.  (Fig.  3c).  The  left  third  nerve  was  com- 
pressed by  the  aneurysm.  The  left  half  of  the  mid- 
brain was  involved  by  hemorrhagic  softening  ex- 
tending upward  toward  the  internal  capsule. 

The  heart  weighed  520  gm.  The  wall  of  the  left 
ventricle  was  1.9  cm.  and  that  of  the  right  ventricle 
0.5  cm.  in  thickness.  The  lumen  of  the  right  coro- 
nary artery  was  partially  obstructed  by  an  athero- 
matous plaque  2 cm.  from  the  ostium.  Distal  to  this 
there  was  an  organized  thrombus  obstructing  the 
lumen.  The  myocardium  showed  focal  areas  of 
fibrosis.  No  recent  infarction  was  seen. 

The  aortic  arch,  distal  to  the  left  subclavian  ar- 
tery, and  the  upper  descending  thoracic  aorta  were 
involved  by  an  aneui’ysmal  dilatation  5 cm.  in  larg- 
est diameter.  An  aneurysmal  dilatation  7 cm.  in 
length  by  6 cm.  in  diameter,  with  atheromatous 
plaques  partly  involving  the  renal  arteries,  was 
noted  in  the  thoracoabdominal  aorta.  A bifurcated 
graft  prosthesis  9 cm.  in  length  was  present  im- 
mediately below  this  aneurysm.  Another  aneurys- 
mal dilatation,  5 cm.  in  diameter,  was  present  in 
the  right  internal  iliac  artery  immediately  distal  to 
the  origin  of  that  vessel  (Fig.  4).  The  remainder  of 
the  aorta  and  its  major  branches  showed  a moderate 
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Fig.  4.  Case  2.  Abdominal  aorta  and  iliac  arteries  show- 
ing a large  aneurysmal  dilatation  in  the  aorta  at  the  level 
ot  the  renal  arteries.  Immediately  below  this  is  a prosthetic 
graft  (suture  lines  indicated  by  arrows).  There  is  also  a 
large  aneurysm  in  the  right  internal  iliac  artery. 


Fig.  5.  Case  2.  Photomicrograph  of  a cross  section  of  the 
left  internal  carotid  ortery  immediately  above  its  origin. 
Note  the  severe  arteriosclerosis  and  almost  complete  occlu- 
sion of  its  lumen  by  fibrosis  and  atheromatous  plaques.  A 
section  of  the  carotid  body  can  be  seen  in  the  right  upper 
corner  ot  the  picture.  Hematoxylin  and  eosin  stain,  X9.1. 


degree  of  arteriosclerosis.  The  lumen  of  the  left 
internal  carotid  artery  immediately  above  the  bi- 
furcation of  the  common  carotid  was  almost  com- 
pletely occluded  by  an  atheromatous  plaque  2 by  5 
cm.  in  diameter  and  an  organized  thrombus  with  re- 
canalization. 

Microscopically,  foam  cells,  cholesterol  clefts,  and 
calcium  deposits  were  observed  in  the  arterial  wall. 
In  several  areas,  zones  of  cystic  medial  degeneration 
were  observed  (Fig.  5). 

Case  3. — A 64-year-old  white  man  was  admitted 
to  the  hospital  on  March  26,  1963,  because  of  severe 
anterior  chest  pain  which  occurred  suddenly  on  the 
day  of  admission.  His  blood  pressure  at  the  time 
of  admission  was  198/128,  and  the  electrocardiogram 
showed  ischemic  T-wave  changes.  Previous  ECGs 
had  all  been  normal.  X-ray  films  of  the  chest 
showed  great  dilatation  of  the  ascending  and  trans- 
verse portions  of  the  aorta  and  a pulsatile  abnormal 
mass  thought  to  be  an  abdominal  aortic  aneurysm. 
On  the  third  hospital  day  he  suddenly  became  hypo- 
tensive and  went  into  shock,  and  in  spite  of  strenu- 
ous efforts  at  resuscitation,  he  died. 

Past  history  revealed  known  hypertension  since 
1950,  with  diastolic  pressures  recorded  as  high  as 
120  mm.  of  mercury.  In  1953,  he  had  suffered  right 
hemiplegia  from  which  he  made  a moderately  good 
recovery,  although  spastic  residual  paresis  of  the 
right  limbs  was  present  until  death.  Except  for  the 
“stroke”  in  1953,  there  was  no  history  of  cerebro- 
vascular disease. 

Postmortem  Findings:  The  brain  weighed  1,490 
gm.  There  was  slight  widening  of  the  sulci  and 
minimal  thickening  of  the  leptomeninges  over  the 
frontal  poles.  The  arteries  at  the  base  of  the  brain 


Fig.  6.  Case  3.  Gross  specimen  of  circle  of  Willis.  Both 
internal  carotid  arteries  and  basilar  arteries  show  fusiform 
dilatation  with  nodular  arteriosclerosis.  Note  the  bulging, 
thin-walled  segment  of  one  of  the  aneurysms  in  the  basilar 
artery  (arrow). 
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revealed  severe  distortion  caused  by  arteriosclerosis 
and  aneurysm  formation.  The  right  posterior  com- 
municating artery  was  represented  by  two  thin  ves- 
tigial vessels  (Fig.  6). 

In  the  left  internal  carotid  artery  there  was  a 
fusiform  aneurysm  1.7  by  1.5  cm.  in  greatest  diam- 
eter involving  the  bifurcation  and  extending  into 
the  anterior  cerebral  and  middle  cerebral  vessels. 
Numerous  atheromatous  plaques  were  present  in  all 
of  the  arteries  at  the  base  of  the  brain,  and  between 
these  plaques  there  were  areas  of  thinning  of  the 
vascular  wall.  Microscopically,  in  these  areas  of 
thinning  the  width  of  the  media  was  reduced  and 
the  elastic  fibers  were  distorted  and  interrupted. 
Multinucleated  giant  cells  were  present  in  the  vicin- 
ity of  the  cholesterol  deposits  in  the  base  of  the 
intima. 

In  the  right  internal  carotid  artery  another  fusi- 
form aneurysm,  almost  identical  with  the  one  ob- 
served on  the  left,  was  found.  Histologically,  changes 
similar  to  those  seen  in  the  left  internal  carotid 
artery  were  present. 

The  right  posterior  cerebral  artery  was  also  in- 
volved by  a fusiform  dilatation  1 by  0.5  cm.  in  larg- 
est diameter.  Histologically,  thin  segments  devoid 
of  elastic  fibers  were  observed. 

The  basilar  artery  was  elongated  and  dilated  by 
a fusiform  aneurysm,  and  in  the  midportion  of  the 
dilated  vessel  there  was  a constriction  (arrow,  Fig. 
6).  On  microscopic  examination,  thin  areas  were  ob- 
served in  this  artery  in  which  there  were  few  elastic 
fibers  (Fig.  7a,  b) . 

Sections  of  the  brain  revealed  an  old  cystic  in- 
farction in  the  left  basal  ganglia  covering  an  area 
2 by  2 by  2 cm.  in  largest  dimension.  Microscopical- 
ly, a few  hemosiderin-laden  macrophages  were  seen 
as  well  as  moderate  gliosis  around  the  cystic  spaces. 
The  lumina  of  the  middle  cerebral  artery  and  its 
branches  were  almost  completely  occluded  by  ath- 
eromatous involvement. 

The  heart  weighed  470  gm.  A massive  recent  in- 
farction was  observed  which  involved  the  interven- 
tricular septum  in  its  anterior  two-thirds  as  well  as 
the  posterolateral  wall  of  the  left  ventricle.  The 
left  anterior  descending  coronary  artery  was  oc- 
cluded by  a recent  thrombus  2 cm.  from  its  origin. 
There  were  three  fusiform  aneurysms  in  the  right 


Fig.  7.  Case  3.  a.  Photomicrograph  of  the  fusiform  aneur- 
ysm of  the  basilar  artery  depicted  in  Fig.  6.  Thickenings 
of  the  intima  alternate  with  thin  segments  of  the  vessel 
wall.  Note  the  absence  of  the  internal  elastic  lamina  in 


coronary  artery.  One,  which  was  2.3  by  1.1  cm.  in 
greatest  diameter,  was  located  1.5  cm.  from  the 
ostium.  Another  one  of  similar  size  was  occupied 
by  a gray- red  thrombus;  however,  the  lumen  of  the 
vessel  was  still  patent.  Distal  to  it  the  vessel  pre- 
served its  usual  uniform  but  slightly  larger  caliber 
up  to  0.4  cm.  in  diameter.  At  a point  2 cm.  further 
distal  there  was  another  aneurysm  1.5  by  0.8  cm.  in 
diameter.  Microscopically,  thin  areas  were  observed 
alternating  with  areas  of  atheromatous  plaques.  The 
transverse  arch  of  the  aorta  and  the  proximal  por- 
tion of  the  descending  arch  over  a distance  of  12 
cm.  were  distended  to  a diameter  of  6 cm.  Athero- 
matous changes  with  some  calcific  deposits  were 
present.  The  lower  edge  of  this  aneurysm  blended 
imperceptibly  into  aorta  of  more  normal  caliber. 
Fusiform  aneurysms  measuring  up  to  5.5  cm.  in 
greatest  diameter  were  found  in  both  iliac  arteries 
and  both  vessels  contained  thrombi  (Fig.  8).  Micro- 
scopically, fibrous  tissue  proliferation  and  athero- 
matous plaques  with  superimposed  organizing  throm- 
bi were  observed  in  the  aneurysms  of  the  aorta  and 
the  iliac  arteries. 


Discussion 

An  aneurysm  is  a local  dilatation  of  a vas- 
cular wall.  Its  configuration  may  be  saccu- 
lar, that  is,  it  involves  a part  of  the  circum- 
ference, or  fusiform,  where  it  involves  the 
entire  circumference.  The  differences  depend 
on  the  conditions  which  produce  the  weaken- 
ing of  the  wall. 

When  aneurysms  occur  in  the  aorta,  70 
percent  are  arteriosclerotic,  20  percent  syph- 
ilitic, and  10  percent  so-called  dissecting 
aneurysms.  The  aneurysms  in  our  three 
cases  were  all  of  the  fusiform  type,  irrespec- 
tive of  the  vessel  involved.  Fusiform  aneu- 
rysms occur  less  frequently  on  the  intracra- 
nial vessels  than  the  saccular  or  congenital 


the  thin  segments.  Verhoeff's  elastic  tissue  stain,  X 9.1. 
b.  Higher  magnification  of  the  area  within  the  square  in 
Fig.  7a.  Note  the  abrupt  interruption  of  the  internal  elas- 
tic lamina  (arrow).  Verhoeff's  elastic  tissue  stain,  X 81. 
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Fig.  8.  Fusiform  thrombosed  aneurysms  in  both  iliac  ar- 
teries. The  atheromatous  changes  in  the  abdominal  aorta 
are  extensive. 


type.  According  to  Hassler,®  only  8 of  his 
257  autopsy  cases  had  fusiform,  ectatic  arte- 
rial enlargement.  All  but  one  of  these  was 
located  in  the  basilar  or  vertebral  arteries. 
Furthermore,  they  were  not  situated  in  the 
immediate  vicinity  of  a major  point  of 
branching  and  considerable  atherosclerosis 
was  found  in  the  ectatic  portion.  Bigelow,"^ 
in  a series  of  100  intracranial  aneuiysms, 
reported  that  25  were  arteriosclerotic,  73 
congenital,  1 syphilitic,  and  1 mycotic.  Cour- 
ville,®  in  a series  of  96  intracranial  aneuiysms 
from  more  than  1,600  necropsies,  encoun- 
tered 12  which  he  regarded  as  fusiform  and 
arteriosclerotic.  It  appears  from  these  re- 
ports that  intracranial  fusiform  aneurysms 
are  relatively  uncommon. 

Pathologists  who  have  studied  saccular  in- 
tracranial aneurysms  have  engaged  in  con- 
troversy for  many  years  as  to  whether  these 
lesions  are  congenital,  acquired,  or  a combi- 
nation of  both.  Arteriosclerosis  has  been  im- 
plicated in  this  type  of  lesion  by  a number 
of  investigators,'-*’  but  this  process  is  not 
generally  accepted  as  the  cause  of  the  devel- 
opment of  such  aneurysms.  According  to 


Hassler,^!  the  largest  number  of  aneurysms 
of  any  kind  is  found  in  persons  in  the  third 
decade  or  older.  He  expresses  doubt  that 
most  aneurysms,  whether  saccular  or  fusi- 
form, are  already  present  at  birth.  He  states 
that  the  location  of  the  aneurysm  and  the 
histologic  features  make  it  seem  probable 
that  the  lesion  is  preceded  by  a defect  in  the 
media.  This,  in  his  opinion,  is  an  acquired 
lesion. 

Disruption  of  the  internal  elastic  lamina 
at  the  border  of  a medial  defect  may  possibly 
be  due  to  exhaustion  and  stretching  beyond 
the  point  of  tolerance.  The  appearance  of  a 
thickened,  fragmented  elastic  lamina  in  por- 
tions of  the  wall  where  the  media  is  defec- 
tive lends  support  to  this  concept. 

Anatomic  differences  exist  between  the 
cerebral  arteries  and  those  of  other  portions 
of  the  body.  As  a rule,  the  cerebral  arteries 
have  considerably  thinner  media  and  intima 
and  a more  prominent  internal  elastic  lamina 
than  vessels  of  equivalent  size  in  other  parts 
of  the  body.  There  is  only  a thin,  loose  ad- 
ventitia, and  neither  it  nor  the  intima  con- 
tributes significantly  to  the  support  of  the 
vessel.® 

Unlike  saccular  aneurysms,  intracranial 
fusiform  aneurysms  seldom  rupture.  How- 
ever, SchmidU^  reported  a case  and  Walton*® 
two  cases  of  ruptured  fusiform  aneurysm. 
The  patient  in  our  case  2 had  subarachnoid 
hemorrhage  from  rupture  of  a fusiform  type 
lesion.  When  symptoms  are  produced  by 
these  aneurysms,  they  are  often  those  of  cir- 
culatory insufficiency  possibly  due  to  turbu- 
lent flow  or  related  to  pressure  of  the  vascu- 
lar lesion  on  adjacent  neural  structures.® 

Multiple  intracranial  aneurysms  are  not 
uncommon  and  the  incidence  of  multiple  fusi- 
form aneurysms  is  greater  than  that  of  the 
saccular  type.  Thirty-seven  percent  of  the 
fusiform  tyi^e  in  Bigelow’s  series  were  multi- 
ple and  only  16  percent  were  the  saccular 
type.  The  histologic  appearance  of  fusiform 
aneurysms  is  characterized  by  advanced  ath- 
eromatous change  in  the  intima  and  defective 
media  and  internal  elastic  lamina.**  The  in- 
ternal elastic  lamina  and  the  media  end  ab- 
ruptly at  the  margin  of  the  dilated  segment 
in  a manner  identical  with  the  defect  found 
in  the  saccular  aneurysm  of  the  congenitol 
type.  Grossly,  the  appearance  is  that  of  an 
elongated,  fusiform  echisia  in  which  the  area 
of  maximal  external  diameter  is  estimated 
to  be  at  least  50  percent  greater  than  that  of 
adjacent,  unaffected  portions  of  the  artery. 
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In  two  of  our  cases  in  which  gross  and 
microscopic  studies  were  made  of  the  cere- 
bral aneuiysms,  prominent  atheromatous 
changes  were  seen  in  some  segments,  while 
in  other  segments  there  was  only  a thin  wall 
where  the  media  and  elastica  had  practically 
disappeared.  In  some  locations,  intimal  thick- 
enings consisting  of  dense  connective  tissue 
were  observed,  and  at  these  points  a frag- 
mented and  distorted  elastic  lamina  was 
noted.  Calcification  was  not  prominent  in 
these  fusiform  aneurysms.  The  microscopic 
appearance  of  the  extracranial  aneurysms 
was  similar  to  that  of  the  intracranial  ones, 
suggesting  that  the  pathogenesis  of  all  these 
lesions  was  related. 

Lepow  and  associates^  reported  a case  of 
a 40-year-old  man  with  multiple  aneurysmal 
formation  involving  the  aorta  and  its  major 
branches,  the  coronary  arteries,  and  the  he- 
patic artery.  The  common  histologic  feature 
seen  was  fraying  and  fragmentation  of  the 
elastic  lamina  with  collections  of  a metachro- 
matic  substance  in  the  arterial  wall.  They 
postulated  that  cystic  medial  necrosis  was 
the  cause  of  the  vascular  abnormality. 

Brindley  and  Stembridge^  found  that  10.5 
percent  of  their  patients  with  aortic  aneu- 
rysms had  multiple  lesions.  These  authors 
found  arteriosclerosis  and  cystic  medial  ne- 
crosis important  etiologic  factors.  Apparent- 
ly the  latter  is  more  prevalent  than  originally 
suspected.  It  is  not  limited  to  the  older  age 
group,  but  occurs  in  young  individuals  as 
well.  Cystic  medial  necrosis  is  commonly 
found  in  the  aortas  of  patients  with  Mar- 
fan’s syndrome,^®  in  cases  of  dissecting  aneu- 
rysms,^® and  occasionally  as  the  cause  of  an- 
eurysms of  the  hepatic  artery.^"^ 

Summary 

Three  cases  of  multiple  arterial  aneurysms 
occurring  simultaneously  in  the  cerebral  and 
systemic  circulation  are  reported.  One  of 
these  patients  suffered  two  episodes  of  sub- 
arachnoid bleeding.  The  lesion  from  which 
the  bleeding  occurred  was  a fusiform  aneu- 


rysm of  the  superior  cerebellar  artery.  The 
histologic  appearance  of  the  aneurysms  of 
both  the  intracranial  and  systemic  arteries 
was  identical.  The  common  features  were 
subintimal  atherosclerosis,  defect  of  the  me- 
dia, and  interruption  of  the  internal  elastic 
lamina  at  the  boundary  of  the  medial  defect. 
Although  medial  defects  may  be  seen  early 
in  life  or  occasionally  even  at  birth,  the  le- 
sions reported  here  are  assumed  to  be  of  an 
acquired  type. 

REFERENCES 

1.  Brindley,  P.,  and  Stembridge,  V.  A.:  Aneurysms  of  the 
Aorta;  Clinicopathologic  Study  of  369  Necropsy  Cases,  Amer. 
J,  Path.  32:67  (Jan.-Feb.)  1956. 

2.  Cox,  R.  L.,  and  Christie,  C.  D. : Aneurysm  of  the  Coro- 
nary Arteries;  Report  of  Case,  Amer.  J.  Med.  Sci.  180:37 
(July)  1930. 

3.  Manohar,  K.  D. : Aneurysm  of  the  Coronary  Artery,  Arch. 
Path.  26:1131  1938. 

4.  Lepow,  H.,  et  al. : Multiple  Aneurysmal  Formation;  An 
Elastic  Tissue  Defect,  Amer.  J.  Med.  24:631  (April)  1958. 

5.  Acker,  E.  D.,  et  al. : Multiple  Aneurysms  of  the  Right 
Renal  Artery:  Case  Report,  J.  Urol.  87:759  (June)  1962. 

6.  Hassler,  O. : Morphological  Studies  on  the  Large  Cerebral 
Arteries,  with  Reference  to  the  Etiology  of  Subarachnoid  Hem- 
orrhage, Acta  Psychiat.,  Scand.,  Suppl.  154:36,  1961. 

7.  Bigelow,  N.  H. : Multiple  Intracranial  Arterial  Aneurysms  ; 
Analysis  of  Their  Significance,  AMA  Arch.  Neurol.  Psychiat. 
73:76  (Jan.)  1955. 

8.  Courville,  C.  B.:  Pathology  of  the  Central  Nervous  Sys- 
tem : Study  Based  upon  Survey  of  Lesions  Found  in  Series  of 
Thirty  Thousand  Autopsies,  2nd  ed.,  Mountain  View,  Calif., 
Pacific  Press  Publications  Ass.,  1945. 

9.  Walker,  A.  E.,  and  Allegre,  G.  W. : Pathology  and  Patho- 
genesis of  Cerebral  Aneurysms,  J.  Neuropath.  Exp.  Neurol. 
13:248  (Jan.)  1954. 

10.  Crawford,  T. : Some  Observations  on  Pathogenesis  and 
Natural  History  of  Intracranial  Aneurysms,  J.  Neurol.  Neuro- 
surg.  Psychiat.  22:259  (Nov.)  1959. 

11.  Hassler,  O. : On  the  Etiology  of  Intracranial  Aneurysms. 
In  Fields,  W.  S.,  and  Sahs,  A.  L.,  eds. : Intracranial  Aneurysms 
and  Subarachnoid  Hemorrhage,  Springfield,  111.  Charles  C Thomas, 
1965,  p.  25. 

12.  Schmidt,  M. : Intracranial  Aneurysms,  Brain  53:489 
(Jan.)  1930. 

13.  Walton,  J.  N. : Subarachnoid  Haemon-hage,  London, 
Livingstone,  Williams  and  Wilkins,  1956. 

14.  Crawford,  T.,  and  Levene,  C.  I.:  Medial  Thinning  in 
Atheroma,  J.  Path.  Bact.  66:19  (July)  1953. 

15.  Macleod,  M.,  and  Williams,  A.  W. : Cardiovascular  Le- 
sions in  Marfan's  Syndrome,  Arch.  Path.  61:143  (Feb.)  1956. 

16.  Burman,  S.  O.:  Medial  Degeneration  and  Its  Relation  to 
Dissecting  Aneurysms,  Inter.  Abstr.  Surg.,  110:1  (Jan.)  1960. 

17.  Zeppa,  R.,  and  Womack,  N.  A.:  Medial  Degeneration 
and  Aneurysm  of  Hepatic  Artery,  Arch.  Surg.  86:252  (Feb.) 
1963. 

♦ Dr.  Fields,  Department  of  Neurology,  Baylor  Uni- 
versity College  of  Medicine,  Houston  77025. 

Dr.  Gonzalez-Angulo,  Departamento  de  Anatomia 
y Patologia,  Hospital  General,  Centro  Medico  del 
Distrito  Federal  (I.  M.  S.  S.),  Mexico,  D.  F. 


Volume  61,  DECEMBER,  1965 


905 


Nutrition  in  Virai  Hepatitis 


I 1 VIRAL  HEPATITIS,  as  with  oth- 

REviEw  articles  61’  dlsGases  of  viral  origin,  is  a 

■ systemic  infection  which  involves 
the  entire  organism.  Nutrition  is 
particularly  affected  because  of  two  main 
sites  of  damage,  the  liver  and  small  intestine. 
Disturbances  in  nutrition  are  both  primary 
and  secondary.  Primarily,  invasion  of  the 
liver  by  the  virus  produces  widespread  necro- 
sis and  parenchymal  cell  damage,  causing  con- 
sequent interference  with  essential  metabolic 
processes.^’ 2 The  most  serious  injury  occurs 
during  the  prodromal  and  acute  stages  of  the 
disease,  but  may  continue  over  long  periods 
if  the  process  becomes  chronic.^’  * Also  pri- 
mary are  changes  in  the  small  bowel  mucosa, 
as  shown  by  capsule  biopsy,  which  are  most 
evident  during  the  acute  stage,  and  presum- 
ably heal  completely  during  convalescence. 
The  pathologic  changes  reported  are  those  of 
mild,  partial  villous  atrophy,  with  broad, 
leaf-shaped  or  short,  hobnail-like  villi  re- 
placing the  normal  villous  architecture.  The 
epithelium  is  intact,  although  there  is  a lym- 
phoplasmocytic  cell  infiltrate  of  the  lamina 
propria  mucosae.  These  changes  are  not  seen 
in  infectious  mononucleosis,  even  when  mild- 
to-moderate  hepatitis  exists.®  The  enteric 
pathologic  changes  in  viral  hepatitis  are  as- 
sociated with  increased  fat  excretion,  but 
normal  excretion  of  D-f-xylose.  Secondary 
nutritional  deficiency  develops  as  a result  of 
the  anorexia  and  nausea  which  characterize 
the  acute  stage,  further  compromising  the 
patient’s  ability  to  obtain  sufficient  nutrients. 
These  symptoms  are  the  result  of  enteritis 
and  hepatitis. 


Presented  during  the  Symposium  on  Nutrition  at 
the  Texas  Medical  Association’s  April,  1965,  Annual 
Session  in  San  Antonio. 


Incubation  Period  and  Prodromal  Stage 

During  the  late  incubation  period  and 
prodromal,  preictal  stage  of  disease  there  is 
frequently  a loss  of  weight  associated  with 
loss  of  appetite  and  increasing  hepatic  cell 
necrosis  as  demonstrated  by  abnormal  func- 
tion tests.  The  patient  is  not  yet  aware  of 
his  disease,  except  for  slight-to-moderate 
anorexia  and  occasional  malaise.  Nutritional 
deficiency  is  mild  and  alimentation  still  ade- 
quate. This  period  is  short-lived,  and  symp- 
toms rapidly  become  acute. 

Acute  Stage 

The  acute  stage  of  disease  is  characterized 
by  moderate  to  severe  increase  in  anorexia, 
nausea,  weakness,  and  malaise.  Jaundice  in- 
creases rapidly.  The  symptoms  and  signs  are 
a direct  result  of  the  high  point  of  hepatic 
and  enteric  damage.  As  in  most  acute  in- 
fectious diseases,  there  is  usually  a crisis, 
following  which,  within  24  to  48  hours,  the 
patient  regains  his  appetite,  his  serum  bili- 
rubin begins  to  fall,  and  he  enters  the  con- 
valescent phase. 

While  acutely  ill,  there  may  be  all  stages 
of  anorexia,  from  almost  none  to  complete 
inability  to  eat  without  vomiting.  Interfer- 
ence with  nutrition  from  both  primary  and 
secondary  causes  is  at  its  height.  The  de- 
gree of  anorexia  usually  correlates  well  with 
the  degree  of  liver  cell  necrosis,  and  perhaps 
with  cellular  intestinal  change,  although  this 
point  has  not  been  proved.  Jaundice  is  usu- 
ally most  apparent  with  anorexia,  although 
exceptions  are  seen  in  which  the  patient  is 
extremely  yellow  but  maintains  an  excellent 
appetite.  It  is  almost  axiomatic  that  the  pa- 
tient who  maintains  a good  appetite  during 
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Adequafe  dietary  intake  is  essential  to  re- 
covery in  viral  hepatitis.  A high  protein  diet 
is  especially  valuable,  but  must  be  supple- 
mented by  glucose  when  anorexia  is  severe 
or  prolonged.  In  selected  cases,  steroids  may 
help.  Vitamins,  lipotropic  substances,  and 
liver  extract  are  not  worthwhile. 


this  period  will  do  well,  although  the  deeply 
jaundiced  may  have  a slightly  prolonged 
course.  The  anorexia  is  usually  less  in  the 
morning  and  becomes  worse  as  the  day  pro- 
gresses. 

Diet. — Feeding  during  this  period  is  ac- 
complished by  mouth  if  at  all  possible.  The 
amount  of  food  actually  taken  should  be 
measured  carefully,  however,  and  if  daily  in- 
take is  only  1,000  calories  or  less,  2,000  to 
3,000  cc.  of  5 to  10  percent  glucose  in  dis- 
tilled water  should  be  given  intravenously 
until  oral  intake  improves.  When  it  is  diffi- 
cult to  adequately  estimate  caloric  intake,  in- 
travenous glucose  should  be  given  whenever 
anorexia  is  severe  to  tide  the  patient  over 
this  peak  period.  Tube  feeding  has  almost 
never  been  necessary  in  our  experience,  al- 
though it  is  used  in  some  cases  by  others.^ 

It  has  been  shown  that  the  diet  should  be 
high  in  protein  and  carbohydrates,  with  mod- 
erate fat,  the  latter  based  on  tolerance  of  the 
individual.  Low  fat  diets  should  not  be  or- 
dered, however,  and  the  individual  will  usu- 
ally select  his  own  level.  This  is  the  period 
of  steatorrhea,  and  fat  absorption  seems  im- 
paired.® Fat  may  in  some  cases  cause  nausea 
and  should  not  be  pushed  if  its  ingestion 
triggers  intolerance  for  other  foods.^-®  In 
general,  the  diet  should  be  a balanced  one, 
containing  at  least  1 gm.  of  protein  per  kg. 
of  body  weight.  Nausea  is  worse  later  in  the 
day,  and  the  bulk  of  the  feeding  should  be  in 
the  morning.  As  a practical  point,  the  pa- 
tient may  keep  hard  candy  at  the  bedside 
and  be  encouraged  to  eat  this  as  a supple- 
mentary source  of  carbohydrate.  Total  cal- 
ories should  be  at  least  3,000  daily.  In  the 
older  and  more  debilitated  patients,  typified 
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by  those  with  cancer,  a poor  state  of  nutri- 
tion at  the  start  of  hepatitis  may  be  an  im- 
portant factor  in  their  response  to  the  dis- 
ease, and  all  available  means  of  support  may 
be  necessary  from  the  outset.'^’  ® 

Dietary  Supplements. — In  controlled  stud- 
ies, vitamin  supplements  have  not  improved 
recovery  time  in  hepatitis.^  These  prepara- 
tions are  unnecessary  and  need  not  be  used 
in  the  average  patient.  Vitamin  B12  has  been 
proposed  as  a supplement  of  value.®  While 
it  has  been  shown  that  liver  stores  of  B12  are 
depleted  during  the  acute  stage,  with  simul- 
taneous rise  in  serum  values,  these  changes 
rapidly  revert  to  normal  during  convales- 
cence. Liver  depletion  never  reaches  levels 
considered  significant  for  production  of  clin- 
ical vitamin  B12  deficiency.^®-  The  useful- 
ness of  vitamin  B12  is,  therefore,  doubtful. 
Vitamin  K deficiency  may  exist  temporarily 
when  there  is  a high  degree  of  intrahepatic 
cholestasis,  but  significant  or  long-lasting  in- 
terference with  prothrombin  production  on 
the  basis  of  poor  intestinal  absorption  has 
not  been  a problem  in  our  experience. 

Oral  or  parenteral  amino  acids,  such  as 
methionine,  are  not  helpful  and  may,  in  rare 
instances,  be  harmful  by  precipitating  coma.^® 
Although  fatty  metamorphosis  has  been  ob- 
served in  biopsy  specimens  of  hepatitis  pa- 
tients in  the  convalescent  stage,  the  basic 
pathology  is  that  of  necrosis  and  infiamma- 
tion.  There  is  no  justification  for  furnishing 
lipotropic  substances  in  viral  hepatitis,  and 
such  preparations  are  expensive.  Other  sug- 
ars besides  glucose,  such  as  fructose,  have 
been  given  with  approximately  the  same  re- 
sults when  intravenous  carbohydrate  is  in- 
dicated. Intravenous  fat  has  been  adminis- 
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tered  in  a few  cases  of  hepatitis,  and  is  fair- 
ly well  tolerated,  although  prolonged  use 
seems  to  favor  the  deposition  of  fat  in  the 
liver.2  Fatty  change  has  also  been  observed 
following  the  administration  of  tetracyclines 
and  steroids,  although  this  change  has  doubt- 
ful significance  from  a nutritional  stand- 
point. 

Other  Agents. — Steroids  may  be  useful  in 
selected  cases  as  a supplemental  aid  to  nutri- 
tion. They  should  never  be  used  in  the  rou- 
tine management  as  their  nonspecific  effects 
are  unnecessary  under  such  circumstances, 
and  relapses  and  side-effects  do  occur.  When 
anorexia,  nausea,  and  vomiting  persist  even 
in  the  face  of  intravenous  feeding  over  sev- 
eral days,  steroids  usually  dramatically  cause 
a reversal  of  the  total  picture.  Appetite  im- 
proves, anorexia  and  vomiting  disappear,  and 
nutrition  is  aided.  In  the  severe  disease, 
with  severe  and  prolonged  nutritional  deficit, 
steroids  are  valuable.^®’^^’^^’^®  In  the  already 
ill  individual,  such  as  a cancer  patient  with 
nutritional  deficit  at  the  start  of  hepatitis, 
steroids  are  recommended  from  the  first  un- 
less there  is  some  special  contraindication. 
There  is  evidence  that  histologic  healing  is 
accelerated  with  steroids,  a factor  which 
would  directly  improve  nutrition. 

In  acute  massive  necrosis,  an  uncommon 
but  usually  fatal  complication  of  hepatitis, 
nutrition  is  essential  in  tiding  the  patient 
over  the  period  when  few  functioning  liver 
cells  are  left  to  support  life.  Intravenous 
glucose  is  the  basic  nutriment  during  this 
period.  If  the  patient  can  be  kept  alive  until 
the  viral  assault  wanes,  regeneration  of  liver 
cells  will  take  place  and  he  may  survive.  In 
the  critical  period,  usually  only  24  to  72 
hours,  following  which  the  patient  either  im- 
proves or  dies,  there  is  a depression  of  all 
metabolic  processes  of  the  liver.  An  almost 
total  inability  to  utilize  vitamin  K ensues, 
with  severe  prolongation  of  the  prothrombin 
time  and  bleeding  tendencies.  This  remains 
unimproved  following  parenteral  vitamin  K 
injection  unless  hepatic  regeneration  takes 
place.  Massive  steroid  administration  as  well 
as  other  supportive  measures  such  as  oxygen 
and  antibiotics,  may  assist  in  recovery,  but 
none  will  be  of  value  without  a continuous 
supply  of  glucose,  usually  3,000  ml.  of  10 
percent  solution  in  water  daily.  If  the  pa- 
tient recovers,  hepatic  regeneration  is  ex- 
tremely rapid,  with  concomitant  swift  im- 


provement in  metabolic  processes,  weight 
gain,  and  strength. 

Convalescence 

In  most  patients,  nutrition  steadily  im- 
proves during  this  period.  Weight  gain  is 
steady  and  in  some  instances  ends  in  actual 
obesity,  as  some  individuals,  especially  the 
younger  ones,  develop  an  inordinate  appetite 
and  consume  large  quantities  of  food.  The 
diet  should  be  unchanged  at  this  time.  Obesi- 
ty is  apparently  not  harmful,  and  more  real- 
istic weight  regulation  should  be  postponed 
until  clinical  and  laboratory  recovery  is 
complete. 

Occasionally  a patient  will  reach  a plateau 
during  convalescence,  with  persistence  of 
laboratory  and  clinical  evidence  of  hepatitis. 
Nutrition  usually  remains  fairly  good  in  this 
group,  the  main  problem  being  that  of  weak- 
ness, tiredness,  malaise,  and  pain  in  the  liver 
area.  Appetite  may  be  only  fair,  but  with 
sufficient  encouragement  intake  will,  as  a 
rule,  be  good  to  excellent.  Good  nutrition  and 
adequate  but  not  superfluous  amounts  of  rest 
are  essential  in  persistent  or  chronic  hepa- 
titis. In  the  persistent  tyiae  (3  to  4 months’ 
duration),  steroids  may  help  to  reverse  clini- 
cal symptoms  and  abnormal  laboratoiy  tests.® 
In  chronic  hepatitis  these  agents  usually  are 
only  supplemental  aids  in  nutrition,  with  lit- 
tle effect  on  the  basic  process.  Vitamins  are 
usually  given  in  large  amounts,  but  produce 
no  dramatic  results,  and  are  certainly  use- 
less if  an  adequate  diet  is  taken.®  Lipotropic 
agents  and  liver  extract  are  also  valueless. 

Summary 

Viral  hepatitis  is  a systemic  infection 
which  involves  the  entire  organism,  with  two 
main  sites  of  damage,  the  liver  and  small  in- 
testine. Nutrition  is  disturbed  primarily  by 
lesions  in  both  these  organs,  and  secondarily 
by  anorexia  and  nausea  resulting  from  the 
primaiy  pathology.  No  specific  therapeutic 
agent  exists,  and  adequate  dietaiy  intake  is 
essential  in  recovery.  A high  protein  diet  is 
especially  valuable,  which  must  be  supple- 
mented by  intravenous  glucose  when  anorexia 
is  severe  or  prolonged.  Supplementary  vita- 
mins, lipotropic  substances,  and  liver  extract 
are  useless.  Steroids  may  greatly  improve 
nutrition  in  certain  selected  seriously  ill  pa- 
tients, but  should  not  be  used  routinely. 
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Doctor  Trains  Nurse  in  Anesthesiology 

An  unusual  intensive  training  course  has  been  initiated  by  a 
Tyler  anesthesiologist. 

Miss  Rosemary  Spessard,  a missionary  nurse  to  Thailand  home 
on  her  annual  furlough,  is  the  first  recipient  of  an  intensive  course  in 
anesthesiology,  directed  by  Dr.  Norman  E.  Halbrooks.  Miss  Spessard’s 
missionary  station  is  a 50-bed  hospital  located  about  85  miles  from 
Bangkok.  She  is  superintendent,  supervisor  of  the  nurses  training 
school,  supervisor  of  the  operating  room,  scrub  nurse,  assistant  to 
the  surgeon  in  emergencies,  and  an  anesthetist.  Many  hospitals  sim- 
ilar to  Miss  Spessard’s  have  no  personnel  trained  in  anesthesiology. 

To  train  Miss  Spessard  and  others  unskilled  in  anesthesiology.  Dr. 
Halbrooks  attempted  to  find  an  institution  that  would  take  them  for 
short  intensive  training  courses,  but  none  could  be  found. 

He  therefore  invited  Miss  Spessard  to  Tyler  for  a short  course 
in  the  management  of  anesthesiology.  With  the  help  of  his  anesthesi- 
ologists, Miss  Spessard  was  guided  through  two  books  on  anesthesi- 
ology currently  used  in  medical  schools.  She  was  also  shown  the  prac- 
tical aspects  of  the  management  of  anesthetic  cases  and  given  many 
demonstrations. 

Dr.  Halbrooks  feels  that  this  intensive  schooling  will  serve  a need 
for  areas  in  which  no  trained  services  are  available.  He  hopes  that 
other  physicians  can  offer  specialized  training  in  this  and  other  fields. 
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Radioisotope  Scanning 


Of  the  Spieen 


f ] TO  THE  DIAGNOSTIC  radiolo- 

RESEARCH  S INVESTIGATION  glst  tllG  SpleBll  IS  Sll  OrgHIl  Wlllch 

■ seldom  presents  any  serious  prob- 
lem. In  health  its  compact,  round- 
ed little  shadow  is  often  perceptible  high  in 
the  lateral  aspect  of  the  left  upper  quadrant 
on  a good  film  of  the  abdomen,  and  in  dis- 
ease its  expanding  margins  are  usually  rec- 
ognizable for  what  they  are.  Sometimes  the 
deposition  of  calcium  acts  as  an  aid  to  locali- 
zation and  appraisal.  Occasionally,  however, 
a mass  lesion  may  appear  in  the  left  upper 
quadrant,  and  its  origin  may  be  unknown. 
The  usual  radiographic  tests  may  not  iden- 
tify the  spleen.  There  is  now  a radiographic 
test  of  another  kind  which  can  furnish  a 
simple  solution  to  the  question  of  whether  a 
certain  mass  represents  spleen,  or  whether 
it  does  not. 

All  physicians  are  familiar  with,  and  many 
daily  use,  radiographs  of  the  usual  kind  made 
with  an  external  beam  from  an  x-ray  genera- 
tor. But  more  physicians  are  using  every 
day  the  new  kind  of  radiograph  made  by  de- 
positing a radioactive  material  selectively 
within  the  organ  of  interest,  and  using  the 
radiation  emitted  by  the  tracer  element  to 
make  a picture  which  may  reflect  size,  shape, 
and  position,  and  a certain  amount  of  in- 
ternal detail.  Brain,  liver,  and  kidney  scan- 
ning have  now  become  almost  as  well  known 
as  the  original  scan  test,  the  radioiodine 
scintigram  of  the  thyroid  gland. 

Radioisotope  scan  localization  of  the  spleen 
is  based  upon  the  ability  of  splenic  reticulo- 
endothelial cells  to  retain  fragments  of  ab- 
normal erythrocytes.  Some  years  ago  it  was 
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customary  to  scan  the  spleen  by  converting 
some  of  the  patient’s  red  cells  to  spherocytes 
by  heating,  and  to  render  the  abnormal  cells 
radioactive  by  tagging  them  with  chromium 
51.  The  tagged  spherocytes  were  reinjected, 
and  usually  enough  of  them  accumulated  as 
debris  in  the  spleen  to  permit  a scan  to  be 
made.  Recently,  Wagner  and  associates^  have 
developed  the  aliphatic  hydrocarbon  tracer 
l-mercuri-2-hydroxypropane  (MHP)  tagged 
with  mercury  197  as  a safe  and  simple  tracer 
for  spleen  localization. 

As  the  test  is  now  performed.  10  ml.  of 
blood  are  withdrawn  from  the  patient’s  vein 
into  a heparinized  syringe  which  contains 
100  to  150  pc  of  ^'’'Hg.  MHP.  The  syringe 
is  removed  from  the  needle,  inverted  from 
30  to  60  seconds,  and  the  now-tagged  red 
cells,  deformed  by  the  aliphatic  hydrocarbon, 
are  reinjected  into  the  patient’s  circulation. 
One  hour  is  allowed  for  enough  tracer  to 
accumulate,  and  scanning  is  carried  out  with 
any  of  a number  of  available  commercial  in- 
struments. The  applications  of  this  proce- 
dure are  illustrated  with  a few  instructive 
cases. 

Case  Reports 

Case  1. — A 31-yeai'-old  woman  had  noted  the  slow 
development  of  a palpable  tender  mass  in  her  left 
upper  abdominal  quadrant.  On  examination  the 
mass  was  firm  but  moved  with  respiration,  and  ulti- 
mately a clinical  diagnosis  of  pi'obable  splenomegaly 
of  unknown  origin  was  made.  Examination  of  the 
upper  gastrointestinal  tract  with  barium,  however, 
revealed  the  px-esence  of  a retrogastric  mass,  and  a 
spleen  scan  made  with  I'J'Hg.  IMHP  was  pei-fonned 
as  previously  described  (Fig.  1).  Note  the  scanned 
image  of  a small  normal  spleen  high  in  the  lateral 
aspect  of  the  left  upper  quadrant.  Exploratory  lapa- 
rotomy confirmed  the  presumed  pancreatic  origin 
of  the  left  upper  quadrant  mass,  a papillary  cysta- 
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A reportedly  safe,  rapid  way  to  establish  pres- 
ence or  absence  of  the  spleen  and  to  deter- 
mine its  location  and  physical  characteristics 
is  described.  The  method  allows  a more  ac- 
curate distinction  between  the  spleen  and 
other  left  upper  quadrant  masses. 


denoma,  and  also  confirmed  the  fact  that  the  spleen 
was  normal  size,  as  the  scan  had  suggested. 

Case  2. — A 78-year-old  woman  had  developed  a 
left  upper  quadrant  mass  during  the  past  12  months. 
Investigation  revealed  a low  white  blood  cell  count, 
thrombocytopenia,  and  an  elevated  serum  protein 
level.  The  diagnosis  of  multiple  myeloma  was  con- 
sidered, but  the  reason  for  possible  splenomegaly 
was  not  known.  Possibilities  considered  were  en- 
largement of  the  spleen  by  amyloidosis  or  extra- 
medullary hematopoiesis,  as  well  as  the  possibility 
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that  the  lobulated  mass,  seen  in  the  roentgenogram 
in  Fig.  2,  did  not  represent  the  spleen  at  all.  A scan 
was  performed  with  i^THg.  MHP,  and  Fig.  2 clearly 
shows  that  the  scanned  outline  of  the  spleen  con- 
forms in  size,  shape,  and  position  to  the  shadow  seen 
on  the  roentgenogram.  In  this  case,  not  only  was  the 
identity  of  the  mass  confirmed,  but  something  was 
learned  about  splenic  function,  and  it  could  be  in- 
ferred that  splenic  pulp  had  not  been  largely  re- 
placed by  amyloid. 

Case  3. — A 34-year-old  man  had  a long  history  of 


Fig.  1.  a.  Anteroposterior  roentgenogram  of  the  abdomen 
of  patient  in  Case  1.  Arrows  indicate  soft  tissue  mass  in 
left  upper  quadrant.  Note  radiopaque  marker  on  xiphoid 
process. 


b.  Photoscan  of  spleen  made  after  injection  of  10  ml.  of 
patient's  erythrocytes  treated  with  150  microcuries  “''Hg. 
MHP.  V-morker  represents  xiphoid  process,  lateral  to  which 
lies  small  dark  ellipse  representing  true  size,  shape,  and  po- 
sition of  spleen. 
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Fig.  2. 


Fig.  3. 
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Fig.  2.  a.  Anteroposterior  roentgenogram  of  abdomen  of 
patient  in  case  2.  Large,  lobulated  soft  tissue  mass  occupies 
left  upper  quadrant  and  extends  into  left  lower  quadrant. 
Deep  notch  along  its  lateral  surface  (arrow)  is  unusual  for 
spleen.  The  leading  possibility  was  amyloidosis  in  patient 
with  multiple  myeloma. 

b.  Photoscan  of  spleen  made  with  150  microcuries  “’Hg. 
MHP-tagged  erythrocytes  shows  soft  tissue  mass  in  ques- 
tion to  be  spleen.  Medial  to  spleen  tracer  is  seen  within 
the  left  lobe  of  the  liver,  and  superior  to  it  are  seen  tracer- 
tagged  erythrocytes  in  heart  blood  pool. 

Fig.  3.  a.  AP  roentgenogram  of  abdomen  of  patient  in  case 
3.  Arrows  indicate  margins  of  large  left  upper  quadrant  mass 
thought  to  represent  pancreatic  pseudocyst.  Note  radio- 
paque markers  on  xiphoid  process  and  umbilicus. 

b.  Photoscan  of  spleen  made  with  150  microcuries 
MHP.  Oblique  dotted  line  represents  costal  margin,  curved 
dotted  line  the  left  iliac  crest,  and  the  circle  the  umbilicus. 
Note  localization  of  radioactivity  to  inferior  aspect  of  the 
mass,  which  was  found  at  operation  to  be  an  enlarged  spleen 
containing  a cyst  which  occupied  its  entire  upper  portion. 
Active  splenic  remnant  was  at  lower  pole,  as  scan  indicates. 


chronic  alcoholism  punctuated  by  attacks  of  acute 
pancreatitis.  He  entered  the  hospital  with  an  acute 
incident  which  featured  the  presence  of  a painful, 
rounded  left  upper  quadrant  mass  and  an  elevated 
serum  amylase  value.  The  initial  working  diagnosis 
was  pancreatic  pseudocyst,  but  a spleen  scan  was 
performed  for  any  additional  information  it  might 
afford.  Fig.  3 shows  the  surprising  result  obtained, 
in  which  tracer  indicates  the  presence  of  active 
splenic  volume  high  in  the  left  lower  quadrant  well 
below  the  left  costal  margin.  It  was  thought  un- 
likely that  a pancreatic  mass  could  displace  the  nor- 
mal spleen  so  far  inferiorly,  and  the  possibility  of  a 
large  splenic  cyst  was  now  considered.  At  explora- 
tory laparotomy  a large  spleen  was  found  which 
consisted  principally  of  a cystic  space  containing 
brown-stained  fluid.  The  active  splenic  remnant  was 
seen  along  its  inferior  margin,  in  a location  cor- 
responding to  that  indicated  by  the  scan. 

Discussion 

Scintillation  scan  radiography  of  the  spleen 
with  i^'^Hg.  MHP  is  a safe,  rapid  way  to 
establish  the  presence  or  absence  of  the 


spleen,  and  also  to  give  some  idea  about  its 
size,  shape,  location,  and  structure.  It  can 
be  used  to  show  the  location  of  the  spleen 
for  aspiration  biopsy,  and  with  it  one  can 
seek  out  residual  accessory  spleens  which 
may  prevent  full  recovery  after  splenectomy 
for  thrombocytopenic  purpura.  We  have  per- 
formed this  new  test  25  times  upon  21  pa- 
tients without  incident,  but  its  originators- 
have  performed  it  on  a group  of  250  patients 
with  but  one  minor  reaction.  Pharmacologi- 
cally, the  toxicity  of  the  compound  is  related 
to  that  of  mercury  rather  than  to  that  of  the 
hydrocarbon  base,  and  it  is  possible  to  stay 
well  within  safe  limits. 

From  the  radiation  standpoint  the  dose  to 
the  spleen  is  small,  probably  less  than  one 
rad  when  one  uses  MHP  tagged  with  low- 
gamma-energy,  short  half-life  mercury  197. 
The  largest  radiation  dose  is  delivered  to  the 
kidneys  through  which  more  than  three- 
fourths  of  the  tracer  is  eventually  excreted. 
The  dose  to  the  kidneys  for  a spleen  scan 
with  mercury  197  is  probably  of  the  order 
of  10  rads,  acceptable  for  the  information 
conveyed.  The  test  is  unreservedly  recom- 
mended to  all  laboratories  equipped  to  per- 
form it. 
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Description:  Hygroton,  brand 
of  chlorthalidone,  is  an  oral 
diuretic  agent  of  value  in  the 
treatment  of  edema  and  hyper- 
tension. The  drug  is  notable 
for  its  prolonged  action  (48-72 
hours)  and  low  toxicity.  It  is  not 
a thiazide  and  may  often  be 
employed  successfully  in  pa- 
tients who  are  intolerant  of 
other  agents  or  become  refrac- 
tory to  them. 

Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 
Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage 
of  concomitant  antihyperten- 
sive agents  by  at  least  one-half. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000.  For 
full  details,  see  the  complete 
prescribing  information. 
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fho  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 


Clinicopathologic  Conference 


I ^ DR.  JENE  H.  LINDSEY:  Gyne- 

cpc  cologic  and  orthopedic  surveys 

■ were  performed  when  a 54-year- 
old  woman  with  the  irritable  bowel 
syndrome  and  hypertension  complained  of 
pain  in  her  back.  Hydralazine  hydrochloride 
(Apresoline)  and  hydrochlorothiazide  (Esid- 
rix)  were  the  only  medications  which  she 
was  receiving. 

The  patient’s  menstrual  periods  began  at 
age  13.  Except  for  one  pregnancy  at  age  28, 
a normal  menstrual  pattern  (approximately 
every  28  days  lasting  for  five  days)  had  pre- 
vailed. Because  of  severe  toxemia,  a uterine 
suspension,  bilateral  tubal  ligation,  and  inci- 
dental appendectomy  were  performed  im- 
mediately after  termination  of  her  pregnan- 
cy. Six  months  after  menstruation  ceased 
spontaneously  at  age  46,  the  patient  had  one 
short  period  of  spotting  which  was  not  in- 
vestigated. 

The  initial  g>mecologic  examination  was 
confined  to  the  pelvis.  The  right  ovary  was 
2-3  cm.  in  size  and  was  slightly  tender.  A 
Papanicolaou  smear  test  was  negative  for 
malignant  cells.  Because  the  patient  com- 
plained of  back  pain,  she  was  referred  to  the 
orthopedic  service  where  chronic  lumbosacral 
strain  was  diagnosed  and  treated  successful- 
ly by  physical  and  conservative  measures. 

One  year  later,  the  patient  reported  to  the 
Clinic  for  a routine  physical  examination. 
She  was  asymptomatic.  Her  right  ovary 
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seemed  slightly  larger,  perhaps  3-4  cm.  in 
size.  A Papanicolaou  smear  test  was  class  II, 
and  the  hormone  effect  in  cells  from  the  cer- 
vix was  grade  II.  The  uterus  was  of  normal 
size.  In  six  months,  however,  the  patient  re- 
turned because  of  a three  months’  history  of 
intennittent  vaginal  spotting  associated  tvith 
a yellowish  discharge.  When  she  was  ex- 
amined, bloody  mucus  was  found  in  the  en- 
docervical  canal.  The  right  ovary  was  un- 
changed, but  the  uterus  seemed  larger  than 
it  had  been  previously.  Papanicolaou’s  stain 
showed  the  smear  to  be  class  II,  but  the  hor- 
mone activity  of  the  cervical  cells  was  grade 
III. 

Differential  Diagnosis 

Eight  years  after  menopause,  the  patient 
had  vaginal  bleeding,  a slightly  tender  right 
ovary  which  increased  in  size  during  a period 
of  18  months,  a uterus  which  grew  slightly, 
and  evidence  of  increasing  hormone  activity 
in  the  cells  of  the  cervix.  Because  two-thirds 
of  all  patients  with  persistent  postmenopausal 
bleeding  have  carcinoma  of  the  endometrium, 
the  old  adage,  “a  patient  with  postmeno- 
pausal bleeding  should  be  considered  to  have 
endometrial  carcinoma  until  proved  other- 
wise,” still  applies.  Therefore,  until  a ma- 
lignant lesion  is  ruled  out,  this  woman  should 
be  considered  to  have  cancer  of  the  uterus. 

To  make  the  diagnosis,  all  causes  of  va- 
ginal bleeding  must  be  considered.  Because 
of  the  patient’s  age,  obstetrical  problems  can 
be  eliminated  from  the  list  of  possible  causes. 
Carcinoma  of  the  cervix  has  been  excluded 
rather  adequately  by  Papanicolaou’s  tech- 
nique. More  than  90  percent  of  malignant 
lesions  of  the  cervix  will  be  detected  by  this 
procedure.  Stimulation  by  exogenous  hor- 
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A 54-year-old  woman  had  an  enlarging, 
slightly  tender  right  ovary,  cytologic  evidence 
of  increased  hormone  activity,  and  possibly 
an  enlarged  uterus,  with  postmenopausal 
bleeding  for  three  months'  duration. 


mones  can  be  ruled  out  by  the  case  history. 
Cervical  polyps  or  endometrial  polyps  at  the 
cervix,  severe  cervicitis  with  erosion  and 
bleeding  on  contact  or  spontaneously,  and 
senile  vaginitis  must  be  considered.  Urethral 
caruncles  can  bleed.  Although  the  protocol 
does  not  mention  easy  bruising,  petechiae, 
hemorrhagic  episodes  or  bleeding  from  other 
orifices,  blood  dyscrasia  could  be  a possible 
cause.  At  times,  hypertension  is  said  to  cause 
uterine  bleeding  in  older  women.  Because 
the  patient  has  hypertension,  this  must  be 
considered.  Feminizing  mesenchymomas 
(granulosa  cell  and  theca  cell  tumors)  with 
bleeding  as  one  of  the  primary  symptoms  can 
occur  at  any  age.  Certainly,  this  type  of 
tumor  must  be  considered  in  a woman  with 
postmenopausal  bleeding  and  an  enlarged 
ovary.  Although  an  eroded  cervix,  an  atroph- 
ic vaginitis,  or  severe  trichomonal  vaginitis 
may  seem  to  explain  the  bleeding,  the  con- 
dition must  not  be  treated  and  other  causes 
for  the  patient’s  symptoms  dismissed.  A di- 
agnosis must  be  made  with  extreme  caution ; 
and,  always,  endometrial  carcinoma  must  be 
ruled  out. 

A long  list  of  tumors  can  produce  ovarian 
enlargement.  After  the  menopause,  a palpa- 
ble, enlarging  ovary  with  increasing  hor- 
monal activity  must  be  considered  neoplastic. 
Whereas,  the  description  in  the  protocol  is 
not  characteristic  of  carcinoma  of  the  ovary, 
this  could  be  the  responsible  lesion.  The  tu- 
mor could  be  a carcinoma  of  the  fallopian 
tube  with  a nonpalpable  ovary.  Although  the 
fluid  is  not  described  as  “watery,”  this  type 
of  neoplasm  could  produce  the  “yellowish” 
discharge. 

To  establish  the  diagnosis,  dilation  and 
curettage  must  be  performed  and  the  in- 
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volved  ovary  must  be  visualized.  It  must  be 
either  excised  or  biopsied. 

After  the  menopause,  the  uterus  and  the 
ovaries  normally  decrease  in  size;  however, 
various  conditions  can  cause  the  uterus  to 
enlarge.  Because  our  patient’s  uterine  en- 
largement was  not  profound,  uterine  hyper- 
trophy could  be  resulting  from  the  increased 
hormone  activity.  Submucous  or  intramural 
myomas  sometimes  grow  postmenopausally. 
Nevertheless,  when  the  slightly  enlarged 
uterus  is  correlated  with  the  entire  symptom 
complex,  the  diagnosis  of  endometrial  carci- 
noma seems  more  logical. 

Cytologic  estimation  of  hormone  activity 
is  of  extreme  value  in  making  the  diagnosis. 
At  this  institution,  a smear  taken  from  the 
cervix  is  graded  by  a I to  IV  system.  Post- 
menopausally, women  generally  demonstrate 
grade  I or  grade  II  activity ; whereas,  during 
the  menstrual  phase,  the  effect  is  grade  III 
or  grade  IV.  Grade  III  or  grade  IV  activity 
in  a patient  who  is  past  the  menopause  indi- 
cates increased  estrogenic  stimulation. 

To  summarize,  a 54-year-old  woman  has 
an  enlarging,  slightly  tender  right  ovary, 
cytologic  evidence  of  increased  hormone  ac- 
tivity, a uterus  which  is  (questionably)  en- 
larged, and  persistent  postmenopausal  bleed- 
ing for  three  months’  duration.  One  entity, 
feminizing  mesenchymoma,  would  explain  all 
of  these  symptoms.  The  most  common  neo- 
plasm of  this  type  is  a granulosa  cell  tumor. 
Thecoma  appears  less  often  but  is  more  like- 
ly to  be  hormonally  active  and  associated 
with  carcinoma  of  the  endometrium.  Granu- 
losa cell  tumors  are  not  hormonally  active  in 
approximately  one-half  of  the  cases,  and  the 
lesions  seldom  are  associated  with  carcinoma 
of  the  endometrium. 
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CPC — continued 

Tentative  diagnosis  is  granulosa  cell  tumor 
of  the  right  ovary,  probably  endometrial  hy- 
perplasia with  bleeding.  Carcinoma  of  the 
endometrium  must  be  ruled  out. 

DR.  THOMAS  R.  SUNBURY:  In  a pa- 
tient with  a medical  history  such  as  this  one 
has,  a diagnostic  curettage  is  mandatory.  Dr. 
Baden  was  of  like  opinion,  and  the  first  tissue 
examined  was  from  the  endometrium.  This 
specimen  showed  several  pathologic  changes, 
the  predominant  one  being  hyperplasia.  Hy- 
perplasia is  a general  term  applied  to  at  least 
three  changes  of  varied  pathogenesis. 

The  most  common  type  of  hyperplasia  is 
seen  in  women  approaching  the  menopause. 
The  endometrium  piles  up  to  two  or  three 
times  its  normal  thickness,  probably  result- 
ing from  repeated  incomplete  sloughing  at 
the  menses.  Except  for  the  increased  thick- 
ness, polypoid  appearance,  and  pseudodecidu- 
al  reaction  of  the  superficial  portion,  this 
endometrium  is  typical  of  the  premenstrual, 
late  differentiative  (secretory)  phase  of  the 
menstrual  cycle.  Although  our  data  have  not 
been  analyzed  as  to  the  frequency  of  this 
type  of  hyperplasia,  we  believe  that  the  inci- 
dence has  increased  since  the  advent  of  the 
oral  contraceptive  tablets. 

The  second  type  of  hyperplasia,  a less  com- 
mon one  which  is  associated  with  more  severe 
hypermenorrhea,  is  the  cystic  or  “Swiss 
cheese”  hyperplasia.  In  this  form,  the  stroma 
is  abundant  and  in  it  are  glands  (many  of 
which  are  extremely  dilated)  in  the  prolifera- 
tive phase  of  the  menstrual  cycle. 

The  third  and  fortunately  the  most  rare 
type  is  pseudomalignant  hyperplasia.  This  is 
the  form  encountered  in  our  patient.  The 
endometrial  glands  are  the  predominant 


Fig.  1.  Endometrial  hyperplasia.  X 655 


structures,  proliferating  at  the  expense  of 
the  stroma  (Fig.  1).  The  nuclei  as  seen  in 
a high-powered  magnification  are  pseudo- 
stratified  and  the  cells  are  proliferating  rap- 
idly as  indicated  by  the  numerous  mitotic 
figures.  In  spite  of  this  proliferation,  some 
stroma  usually  can  be  found  between  the  en- 
dometrial glands.  Squamous  metaplasia  of 
the  endometrial  surface  frequently  accom- 
panies this  condition  as  well  as  adenocarci- 
noma. Novak  and  Novak^  quote  the  German 
gynecologist  Halban  as  giving  this  verdict  in 
a similar  case,  “Nicht  Karzinom,  aber  besser 
heraus” — “Not  carcinoma,  but  better  out.” 
This  is  excellent  advice,  and  any  surgeon 
who  performs  a hysterectomy  for  this  con- 
dition will  have  most  pathologists  in  his  cor- 
ner should  the  case  be  questioned  by  the  tis- 
sue committee. 

On  further  examination,  changes  ^vhich 
were  considered  to  be  grade  I adenocarci- 
noma were  found  in  the  endometrium  (Fig. 
2).  In  this  high-powered  view,  the  endome- 
trial glands  were  “back  to  back”  without  any 
stroma  between  them.  The  chromatin  within 
the  nuclei  showed  some  clumping  as  well  as 
hyperchromatism.  Again,  mitotic  figures 
were  numerous. 

The  right  ovary  measured  4.2  by  3.7  cm., 
and  consisted  primarily  of  a firm  tumor 
which  on  cut  section  had  the  consistency  and 
trabecular  appearance  of  a fibroma  but  was 
buffy  yellow  in  color  rather  than  white.  The 
microscopic  section  (Fig.  3)  showed  a tumor 
consisting  of  uniform  spindle  cells  which  were 
somewhat  more  plump  than  those  seen  in  a 
fibroma.  The  cytoplasm  was  finely  vacuolated. 
Frozen  sections  of  fresh  tissue  stained  with 
Sudan  HI  showed  the  vacuoles  to  be  positive 
for  fat.  Grossly,  the  tumor  appeared  to  be 
well  encapsulated;  but,  microscopically,  the 


Fig.  2.  Grade  I adenocarcinoma  of  endometrium.  X 295 
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spindle  cells  could  be  seen  in  the  fragment  of 
ovarian  stroma  present  on  one  edge  of  the 
tumor  beyond  the  pseudocapsule.  This  is  a 
thecoma.  Novak  and  Novak^  use  the  term 
“feminizing  mesenchymomas”  for  the  group 
of  functioning  ovarian  tumors  derived  from 
graafian  follicles.  Under  this  term,  they  in- 
clude the  granulosa  cell  tumor  as  well  as  the 
theca  cell  tumor.  Although  microscopically 
there  is  little  or  no  similarity  between  the 
two,  they  do  function  similarly.  The  granu- 
losa cell  tumor  can  occur  at  any  age  although 
it  is  more  common  in  elderly  women.  The 
theca  cell  tumor  is  usually  seen  in  older 
women ; 65  percent  occur  postmenopausally. 
This  is  one  of  the  ovarian  tumors  in  which 
there  are  differences  of  opinion  regarding 
malignancy.  Because  of  the  uniformity,  theca 
cell  tumors  appear  histologically  benign,  but 
they  do  not  always  behave  in  a benign  man- 
ner. In  the  case  being  discussed,  the  pathol- 
ogist’s opinion  crossed  over  to  the  side  of  ma- 
lignancy because  the  tumor  was  not  well  cir- 
cumscribed (microscopically)  and  because  of 
rather  numerous  mitotic  figures,  one  of  which 
can  be  seen  in  Fig.  3.  On  the  other  hand, 
granulosa  cell  tumors  appear  malignant  mi- 
croscopically, but  many  of  them  behave  in  a 
clinically  benign  manner.  They  are,  however, 
capable  of  metastasizing  widely,  especially  to 
the  peritoneum. 

I believe  that  it  is  important  to  discuss  the 
cytology  in  this  case.  Although  the  cervical 
smears  did  not  indicate  malignancy  or  sus- 
pected malignancy,  they  indicated  the  possi- 
bility of  a functioning  ovarian  tumor.  For 
physicians  who  are  not  associated  with  the 
Scott  and  White  Memorial  Hospital,  it  would 
be  well  to  review  the  classification  which  was 
used  to  grade  the  hormonal  activity  on  a 
numerical  (I  to  IV)  basis.  Grade  IV  is  for 


Fig.  3.  Thecoma  of  ovary.  X 655 


those  smears  in  which  75  percent  of  the  cells 
are  cornified.  This  is  the  normal  effect  for 
women  in  the  premenopausal  age  who  are 
in  the  proliferative  or  preovulatory  stage  of 
the  menstrual  cycle.  Grade  III  is  for  those 
in  whom  75  percent  of  the  cells  are  precorni- 
fied.  This  is  the  cytologic  picture  for  women 
in  the  normal  menstrual  age  from  ovulation 
to  menstruation,  and  it  is  seen  postmeno- 
pausally for  about  five  years  if  there  is  suf- 
ficient ovarian  function  to  mature  the  vaginal 
and  cervical  mucosa  but  not  enough  activity 
to  cause  a normal  menstrual  period.  Grade 
II  hormone  activity  is  used  for  those  smears 
in  which  75  percent  of  the  cells  are  inter- 
mediate or  parabasal.  This  grade  is  observed 
in  women  from  five  to  ten  years  past  meno- 
pause, and  some  women  will  maintain  this 
degree  of  hormone  effect  for  the  rest  of  their 
lives.  Grade  I hormone  activity  is  typical  in 
women  with  total  ovarian  atrophy  in  which 
the  cells  are  predominantly  basal  or  low 
parabasal.  We  realize  that  this  grading  sys- 
tem is  overly  simplified,  but  it  is  usable  and 
provides  the  clinician  with  a rough  indica- 
tion of  hormone  activity  without  reading 
through  a paragraph  describing  the  relative 
maturity  of  the  cells. 

One  field  from  the  preoperative  cervical 
smear  is  shown  in  Fig.  4.  This  smear  shows 
grade  III  hormone  activity  with  a ma.jority 
of  the  cells  being  precornified  but  with  a 
small  sprinkling  of  cornified  cells.  This  smear 
would  be  normal  for  a woman  in  the  secre- 
tory phase  of  the  menstrual  cycle,  and  it 
would  not  be  rare  soon  after  the  menopause. 
In  our  patient,  this  smear  was  of  greater 
significance  because  a smear  taken  a year 
previously  showed  grade  II  hormone  activ- 
ity, and  her  right  ovary  was  3-4  cm.  in  size. 


Fig.  4.  Cervical  smear,  preaperative.  X 295 
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CPC — continued 

With  these  findings,  a feminizing  tumor  of 
the  ovary  must  be  suspected. 

When  observed  six  weeks  postoperatively, 
the  vaginal  smear  consisted  principally  of 
intermediate  cells  and  the  hormone  activity 
was  classified  as  grade  II  (Fig.  5).  The 
smear  was  similar  in  appearance  to  the  one 
taken  a year  earlier.  The  vaginal  smear 
taken  six  months  postoperatively  (Fig.  6) 
consisted  principally  of  basal  and  low  para- 
basal cells  with  grade  I hormone  activity 
which  is  typical  postmenopausally  in  a wom- 
an with  complete  ovarian  failure. 

DR.  WAYNE  F.  BADEN : Clinically,  we 
have  a 54-year-old  woman,  eight  years  past 
menopause,  with  some  excessive  brown  mucus 
in  the  cervix  and  an  enlarged  right  ovary. 
Cytologically,  the  estrogenic  effect  was  en- 
hanced. Neither  brown  nor  excessive  mucus 
is  normal  in  a woman  who  has  passed  the 
menopause,  and  this  abnormal  mucus  is  con- 
sistent with  the  exaggerated  estrogenic  activ- 
ity. Although  the  enlarged  right  ovary  was 
the  most  significant  finding  and  a thecoma  or 
granulosa  cell  tumor  seemed  probable,  a defi- 
nite diagnosis  awaited  surgical  exploration. 

Surgical  Treatment 

When  the  procedure  for  dilation  and  curet- 
tage was  performed,  an  adenocarcinoma  of 
the  endometrium,  grade  1,  was  found.  Ab- 
dominal laparotomy  and  subsequent  total 
hysterectomy  with  bilateral  salpingectomy 
and  oophorectomy  were  the  definitive  proce- 
dures. Prior  to  hysterectomy,  the  cervix  was 
sewed  shut  from  below,  and  the  vagina  was 
lavaged  thoroughly  to  remove  any  possible 
tumor  cells.  Upon  opening  the  abdomen, 
washings  from  the  cul  de  sac  were  obtained 
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Fig.  5.  Cervical  smear,  six  weeks  postoperative.  X 655 


for  evidence  of  microscopic  metastases.  Af- 
ter examining  the  upper  abdominal  and  pel- 
vic areas  for  visible  metastases,  all  avenues 
for  tumor  cells  to  escape  from  the  uterus 
were  closed  by  ligation  of  the  tubes,  infundi- 
bulopelvic  ligaments,  round  ligaments,  utero- 
sacral  ligaments,  and  uterine  vessels.  After 
the  uterus  was  removed,  it  was  discovered 
that  the  malignant  tissue  had  been  elimi- 
nated by  the  preliminary  curettage.  The 
classification  was  stage  0 adenocarcinoma 
(in  situ)  of  the  endometrium.  Preliminary 
radiation  therapy  was  contraindicated  be- 
cause of  the  enlarged  ovary. 

At  times,  omentectomy  enters  the  therapeu- 
tic picture,  but  opinion  varies  as  to  whether 
omentectomy  should  or  should  not  be  per- 
formed routinely  for  malignant  lesions  of 
the  ovary.  I believe  that  if  the  omentum  has 
been  involved  by  a malignant  lesion,  it  should 
be  removed.  If  metastases  are  not  noted,  the 
omentum  may  be  left  as  a “watch  dog.”  In 
this  patient,  the  omentum  was  not  removed. 

Postoperatively,  this  patient  had  a second 
menopause.  The  estrogenic  effect  from  the 
feminizing  lesion  had  relieved  the  patient’s 
menopausal  symptoms;  but  when  the  lesion 
was  removed,  another  “change  of  life”  oc- 
curred. She  stated  that  the  second  meno- 
pause was  much  more  difficult  than  the  first 
one. 

The  patient  was  in  good  health  18  months 
postoperatively.  The  vaginal  vault  was 
smooth,  and  motion  was  not  restricted.  When 
graded  cytologically,  the  estrogenic  effect 
was  minimal. 

Discussion 

In  this  case,  the  following  points  are  sig- 
nificant; (1)  Normal  cytologic  manifesta- 
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tions  do  not  rule  out  carcinoma,  especially 
carcinoma  of  the  endometrium.  Although 
Papanicolaou’s  smear  test  was  negative,  this 
woman  had  endometrial  adenocarcinoma.  (2) 
Estrogenic  activity  can  be  prolonged  in  elder- 
ly women.  Some  women  who  are  not  receiv- 
ing exogenous  hormones  have  postmenopausal 
estrogen  from  the  ovaries  or  adrenal  glands 
for  a prolonged  period  of  time.  Both  granu- 
losa cell  and  theca  cell  tumors  originate  from 
the  ovarian  mesenchyme.  The  granulosa  cell 
tumor  arises  from  the  epithelial  elements; 
whereas,  the  theca  cell  tumor  originates  in  the 
connective  tissue.  Often,  lesions  are  mixed  in 
type,  and  both  elements  are  present.  Granu- 
losa cell  tumors  occur  approximately  10  times 
as  frequently  as  theca  cell  tumors.  The  over- 
all incidence  of  malignancy  is  about  28  per- 
cent, according  to  Novak  and  Novak. ^ About 
two-thirds  of  the  thecomas  occur  postmeno- 
pausally,  about  10  percent  are  bilateral,  and 
about  5 percent  are  malignant.  Approxi- 
mately one-third  of  all  theca  cell  tumors  will 
stimulate  estrogenic  effect,  as  in  our  case. 

If  a theca  cell  tumor  is  confined  to  the  ova- 
ries, the  five-year  mortality  rate  is  approxi- 
mately 11  percent;  if  the  lesion  has  spread 
beyond  the  ovary,  the  rate  increases  to  43 
percent.  These  tumors  are  unpredictable. 
They  may  recur  in  from  10  to  20  years; 
hence,  a survival  rate  for  five  years  does 
not  indicate  a cure.  The  effect  of  this  func- 
tional tumor  on  the  endometrium  varies  with 
the  age  of  the  patient.  The  premenarchial 
patient,  in  whom  a theca  cell  tumor  is  ex- 
tremely rare,  may  have  precocious,  anovula- 
tory bleeding;  and  secondary  sexual  charac- 
teristics may  develop  early  in  life.  During 
the  menstrual  age,  normal  menses,  amenor- 
rhea, or  abnormal  menstruation  may  occur; 
but  the  secondary  sexual  characteristics  are 
already  established.  Postmenopausally,  uter- 
ine bleeding  may  be  reestablished.  Usually, 
the  bleeding  is  not  cyclic  but  is  rather  cha- 
otic. Approximately  15  percent  of  all  theca 
cell  tumors  in  patients  who  have  passed  the 


menopause  are  associated  with  adenocarci- 
noma of  the  endometrium.  The  well  estab- 
lished secondary  sexual  characteristics  are 
not  influenced. 

Granulosa  and  theca  cell  tumors  have  been 
produced  experimentally.  Furth  and  Butter- 
worth^  have  applied  mild  irradiation  to  the 
ovaries  of  mice  and  have  produced  granulosa 
cell  tumors.  Biskind  and  Biskind^  have  cas- 
trated mice,  placed  the  ovary  in  the  spleen 
so  that  estrogen  from  the  ovary  goes  through 
the  liver  where  it  is  detoxified  and  destroyed, 
leaving  pituitary  hormones  unopposed  to 
stimulate  the  '‘splenic”  ovary.  With  this 
technique,  granulosa  cell  tumors  have  been 
produced  in  the  implanted  ovary. 

After  menopause,  the  preferred  treatment 
for  granulosa  or  theca  cell  neoplasia  is  total 
abdominal  hysterectomy,  bilateral  salpingec- 
tomy, and  oophorectomy.  This  treatment  also 
applies  to  any  woman  who  has  completed  her 
family,  especially  one  who  is  over  40  years  of 
age.  If  additional  children  are  desired,  or  if 
the  woman  is  young  (premenarchial),  and  if 
she  wants  to  take  a calculated  risk,  unilateral 
oophorectomy  may  be  elected  in  unilateral 
neoplasms  without  metastases.  With  this 
treatment,  the  patient  gambles  on  having  a 
child  before  the  remaining  ovary  becomes  in- 
volved. The  lesion  may  never  recur,  but  she 
must  be  willing  to  accept  the  risk.  The  usual 
treatment  is  to  remove  both  tubes,  both  ova- 
ries, the  uterus,  and  probably  the  omentum 
(certainly  if  it  is  involved).  If  malignant 
cells  are  identified  in  the  fluid  from  the  cul 
de  sac,  additional  therapy,  chemotherapy  or 
irradiation,  must  be  considered. 
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On  Stelazine®  brand  of  trifluoperazine 


she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
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Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
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dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 
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more  complete  relief  for  the  "dyspeptic" 

DACTILASF 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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DECASPRAY^  brings  cooling  relief  to 
burning,  itching,  and  inflamed  skin  at  a 
touch.  Each  can  of  DECASPRAY — held 
upright,  upside  down,  or  at  any  angle — can 
be  used  1 33  times  ( 1 -second  sprays ) to  con- 
trol a variety  of  allergic  and  inflammatory 
skin  disorders,  and  help  prevent  infection . . . 
to  dry  moist,  oozing  lesions. 

T he  latest  touch  in  cool  topical  steroid-anti- 

biotic  therapy  is  DECASPRAY Each 

application  leaves  a uniform  film  that  is 
odorless,  colorless,  stainless,  and  invisible. 
And,  because  dermatoses  are  sprayed — not 
handled — risk  of  spreading  is  lessened. 

cooling  spray... 


SUPPLIED:  In  90-Gm.  seamless,  pressurized  cans,  containing  10 
dexamethasone  21-phosphate  and  50  mg.  oi  neomycin  satiate  (equivaler  \ 
to  35  mg.  neomycin  base). 

ALSO  AVAILABLE:  DECADRON^  Phosphate  Topical  Cream  in  iil 
Gm.  and  30-Gm.  tubes.  Each  gram  contains  1 mg.  dexamethasone  21 
phosphate  as  disodium  salt. 

NeoDECADRON®  Topical  Cream  in  15-Gm.  and  30-Gm.  tabes.  Eac. 
gram  contains  I mg.  dexamethasone  21 -phosphate  as  disodium  salt  an 
5 mg.  neomycin  satiate  (equivalent  to  3.5  mg.  neomycin  base). 
INDICATIONS:  Dermatoses  responsive  to  topical  aerosol  steroid-anti 
biotic  therapy. 

SIDE  effects,  precautions,  AND  CONTRAINDICATIONS 
Do  not  use  in  presence  oi  tuberculosis  oi  skin,  chickenpox,  herpes  sim 
plex.  Never  spray  into  eyes  or  nose.  Discontinue  it  iniection  does  no 
respond  promptly  or  sensitivity  occurs. 

Beloze  pzescribing  or  administering,  read  product  circular  witi 
package  or  available  on  request. 
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Pastor 

First  Methodist  Church 


you  GOTTA  HAVE  HEART 

JENKIN  LLOYD  JONES,  Tulsa,  Okla. 

Editor  and  Publisher 
The  Tulsa  Tribune 


PUBLIC  LAW  89-239,  THE  HEART  DISEASE, 
CANCER.  AND  STROKE  AMENDMENTS  OF 
1965;  A MAJOR  CHALLENGE  TO  MEDICINE 

ERNEST  B.  HOWARD,  M.D.,  Chicago,  III. 

Assistant  Executive  Vice-President 
American  Medical  Association 


COFFEE  BREAK— READING  ROOM 

Presiding: 

WENDELL  H.  HAMRICK,  M.D.,  Houston 

Vice-Spea\er,  House  of  Delegates 
Texas  Medical  Association 


AFTERNOON  SESSION 

p.m.  LEGAL  ASPECTS  OF  MEDICINE: 

MALPRACTICE— HOW  TO  AVOID  IT 

PHILIP  R.  OVERTON,  LL.B.,  Austin 

General  Counsel 

Texas  Medical  Association 

p.m.  PANEL  DISCUSSION:  MEDICARE:  ITS 
IMPACT  UPON  MEDICAL  SERVICE 
AND  PATIENT  CARE 

Presiding: 

JAMES  D.  MURPHY,  M.D.,  Fort  Worth 

President-Elect 

Texas  Medical  Association 

1.  AMA  POLICIES  RELATED  TO  MEDICARE; 
ROLE  OF  AMA  ADVISORY  COMMITTEE 

MILFORD  O.  ROUSE,  M.D.,  Dallas 

Speaker,  House  of  Delegates 
American  Medical  Association 

2.  THE  MEDICARE  PROGRAM  AND 
HOSPITAL  CARE 

GEORGE  B.  PEARSON,  Tyler 

Administrator 

Medical  Center  Hospital 

Past  President,  Texas  Hospital  Association 

3.  THE  MEDICARE  PROGRAM  AND 
NURSING  HOMES 

PHYL  E.  DRAKE,  Alice 
Immediate  Past  President 
Texas  Tsjursing  Home  Association 

4.  THE  MEDICARE  PROGRAM  AND 
HEALTH  INSURANCE  FOR  THE  AGED 

WALTER  R.  McBEE,  Dal'as 

Executive  Director 

Blue  Cross-Blue  Shield  of  Texas 

5.  MEDICARE:  ITS  EFFECT  UPON  THE 
PHYSICIAN  AND  HIS  PRACTICE 

C.  LINCOLN  WILLISTON,  Austin 

Executive  Secretary 
Texas  Medical  Association 

DISCUSSION,  QUESTIONS.  AND  ANSWERS 


AN  ACCOUNTING  OF  STEWARDSHIP; 
WHAT  HAPPENS  TO  YOUR  DUES? 

ELLIOn  MENDENHALL,  M.D.,  Dallas 

Vice-Chairman,  Board  of  Trustees 
Texas  Medical  Association 


MEDICAL  ETHICS— OBLIGATIONS  OF  THE 
PHYSICIAN  TO  HIS  COLLEAGUES  AND 
TO  THE  PROFESSION 

JAMES  H.  SAMMONS,  M.D.,  Highlands 
Secretary,  Board  of  Councilors 
Texas  Medical  Association 


DOCTOR-PATIENT  RELATIONS 

WALTER  WALTHALL,  M.D.,  San  Antonio 
Chairman,  Board  of  Councilors 
Texas  Medical  Association 


3:15  p.m.  COFFEE  BREAK— READING  ROOM 

CLOSING  SESSION 

Presiding: 

HOWARD  R.  DUDGEON,  M.D.,  Waco 

Vice-President 

Texas  Medical  Association 

3:30  p.m.  THE  CHALLENGE  OF  RESPONSIBILITY 

BRYCE  N.  HARLOW,  Washington,  D.C. 
Director  of  Governmental  Relations 
Proctor  & Gamble  Manufacturing  Company 

4:00  p.m.  THE  MEANING  OF  AMERICA 

GEORGE  M.  MARDIKIAN,  San  Francisco,  Calif. 
Owner 

Omar  Khayyam’s  Restaurant 


4:45  p.m.  ADJOURNMENT 


LUNCHEON— BASEMENT 

Catering  by  Walter  Jetton,  Fort  Worth 
Compliments  of  the  Texas  Medical  Association 


6:00  p.m.  HOSPITALITY  HOUR 

Colonnade  Room,  Commodore  Perry  Hotel 
Sponsor:  Great  American  Reserve  Insurance  Co. 


Conference  Speakers  To  Emphasize 
Importance  of  Medical  Leadership 


The  obligations  and  re- 

sponsibilities  of  medical  leadership 
will  be  stressed  in  talks  by  guest 
speakers  at  the  Jan.  22  Texas  Med- 
ical Association  Conference  on  Med- 
ical Service  and  Legislation. 

[Conference  on  Medical  Service 
and  Legislation  and  Orientation 
programs  appear  on  pp.  925-926.] 

Pastor  of  the  First  Methodist 
Church  of  Houston,  Dr.  Charles  L. 

Allen,  will  talk 
on  “One  Person 
Is  Important.” 
Dr.  Allen  came 
to  Houston  from 
the  Grace  Meth- 
odist Church  in 
Atlanta,  Ga., 
where  he  had 
been  pastor  for 
12  years.  Bom 
and  raised  in 
Georgia,  he  is 
the  son  of  a 
Methodist  minister  and  a graduate 
of  Young  Harris  College,  Wofford 
College,  and  the  School  of  Theology 
of  Emory  University.  He  holds  the 
degree  of  doctor  of  divinity  from 
Piedmont  College  and  Emory  Uni- 
versity and  is  a member  of  Phi 
Beta  Kappa.  Dr.  Allen  is  the  au- 
thor of  15  books,  all  of  which  have 
been  best  sellers  in  the  religious 
field. 

Jenkin  Lloyd  Jones,  editor  and 
publisher  of  the  Tulsa  Tribune,  will 
talk  on  “Who  is  Tampering  With 
the  Soul  of  America?”  A native  of 
Madison,  Wis.,  he  received  his  bach- 
elor of  philosophy  degree  from  the 
University  of  Wisconsin.  Beginning 


as  a reporter 
and  columnist 
on  the  Tulsa  Tri- 
bune in  1933,  Mr. 
Jones  worked 
his  way  up  to 
his  present  posi- 
tion. He  pres- 
ently writes  a 
column  that  ap- 
pears in  more 
than  100  news- 
papers, and  is 
also  director  of 
the  Newspaper  Printing  Corp.  He 
is  a member  of  the  Society  of  News- 
paper Editors,  Phi  Gamma  Delta, 
Sigma  Delta  Chi,  Board  of  Direc- 
tors of  the  U.  S.  A.  Chamber  of 
Commerce  and  is  the  author  of  a 
book.  The  Changing  World. 

Dr.  Ernest  B.  Howard,  assistant 
executive  vice-president  of  the 
American  Medi- 
cal Association, 
will  speak  on 
“Public  Law  89- 
239,  the  Heart 
Disease,  Cancer, 
and  Stroke 
Amendments  of 
1965;  A Major 
Challenge  to 
Medicine.”  Born 
in  Boston,  he  re- 
ceived his  bache- 
Dr.  Howard  ]qj»  (jg_ 

gree  from  Harvard  University  and 
his  M.  D.  degree  from  Boston  Uni- 
versity Medical  School.  The  Har- 
vard School  of  Public  Health  award- 
ed him  the  master  of  public  health 
degree  in  1941.  Dr.  Howard  served 


as  a division  director  in  the  Massa- 
chusetts Department  of  Public 
Health,  and  was  assistant  director 
of  one  of  the  Army’s  most  impor- 
tant preventive  medicine  programs. 
Dr.  Howard  was  chosen  chief  of  a 
U.  S.  Department  of  State  health 
mission  to  Peru  in  1946-1947,  and 
received  Peru’s  highest  decoration, 
the  Order  of  the  Sun. 

George  (Magar)  Mardikian,  own- 
er of  San  Francisco’s  Omar  Khay- 
yam’s Restau- 
rant, will  speak 
on  “The  Mean- 
ing of  America.” 
Born  in  Arme- 
nia, Mr.  Mardi- 
kian is  a natur- 
alized American 
citizen  who  was 
educated  at  Cen- 
tral College  in 
Constantinople 
before  coming 
to  America  in 
1922.  After  working  in  San  Fran- 
cisco restaurants  for  six  years,  he 
opened  his  first  two  Omar  Khay- 
yam’s Restaurants  in  Fresno,  and 
his  third  in  San  Francisco  in  1938. 
An  expert  food  consultant  to  the 
U.  S.  Arniy  from  1942  to  1954,  his 
work  won  him  the  admiration  of 
all  servicemen,  and  the  title  “The 
GI’s  Chow  Champion.”  He  was 
awarded  War  Department  commen- 
dations by  Secretary  of  War  Robert 
P.  Patterson  and  seven  generals,  and 
also  received  commendations  from 
former  Presidents  Hoover,  Truman, 
and  Eisenhower.  Mr.  Mardikian  is 
the  founder  and  president  of  the 


Mr.  Jones 
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American  National  Committee  to 
Aid  Homeless  Armenians,  president 
of  the  United  Broadcasting  Co.,  and 
recipient  of  the  1951  Medal  of  Free- 
dom, the  “Americanism  Medal”  in 
1958,  and  the  Boy  Scout  “Silver 
Buffalo”  award  in  1959.  He  is  au- 
thor of  Dinner  at  Omar  Khayyam’s, 
Song  of  America,  and  has  contrib- 
uted articles  to  many  magazines. 

American  Medical  Association 
Washington  Office  Manager,  Dr. 

Roy  T.  Lester, 
will  discuss 
“Medical  and 
Health  Care 
Legislation  in 
Congress  in 
196G.”  A gradu- 
ate of  Louisiana 
State  Univer- 
sity, Dr.  Lester 
received  his  M. 
D.  degree  from 
Tulane  Univer- 
sity. He  is  a 
past  medical  director  of  Blue  Cross- 
Blue  Shield  of  Texas  and  is  a mem- 
ber of  the  American  Board  of  Sur- 
gery, Board  of  Thoracic  Surgery, 
American  College  of  Surgeons,  and 
Medical  Society  of  the  District  of 
Columbia. 

Director  of  Governmental  Rela- 
tions of  Procter  and  Gamble  Mfg. 
Co.,  Bryce  N. 

Harlow  will  talk 
on  “The  Chal- 
lenge of  Respon- 
sibility.” A na- 
tive of  Okla- 
homa City,  Mr. 

Harlow  attend- 
ed the  Univer- 
sity of  Oklaho- 
ma. Beginning 
his  governmen- 
tal career  in 
Washington  in 
1938  as  assistant  librarian.  House 
of  Representatives,  Mr.  Harlow  was 
appointed  by  former  President  Ei- 
senhower as  deputy  assistant  to  the 
President.  Mr.  Harlow  interspersed 
his  government  career  with  the  Har- 
low Publishing  Corp.,  publishers  of 
educational  materials  for  primary 
and  secondary  schools  throughout 
the  country.  He  became  Director  of 
Governmental  Relations  with  Proc- 
ter and  Gamble  in  1961. 

Delivering  the  opening  address 
will  be  TMA’s  President,  Dr.  David 
Wade.  Dr.  Wendell  H.  Hamrick, 
Houston,  vice-speaker  of  the  TMA 
House  of  Delegates,  will  be  presid- 
ing officer  during  talks  by  Dr.  El- 
liott Mendenhall,  Dallas,  vice-chair- 
man of  the  TMA  Board  of  Trus- 
tees, speaking  on  “An  Accounting 
of  Stewardship;  What  Happens  to 


Your  Dues?”;  Dr.  James  H.  Sam- 
mons, Highlands,  secretary  of  the 
TMA  Board  of  Councilors,  discuss- 
ing “Medical  Ethics — Obligations 
of  the  Physician  to  His  Colleagues 
and  to  the  Profession”;  and  Dr. 
Walter  Walthall,  San  Antonio, 
chairman  of  the  TMA  Board  of 
Councilors,  talking  on  “Doctor-Pa- 
tient Relations.” 

Mr.  Philip  R.  Overton,  LL.B., 
Austin,  TMA  general  counsel,  will 
talk  on  “Legal  Aspects  of  Medi- 
cine: Malpractice — How  to  Avoid 
It.”  Dr.  James  D.  Murphy,  Fort 
Worth,  TMA  President-elect,  will 
preside  over  the  panel  discussion, 
“Medicare:  Its  Impact  Upon  Medi- 
cal Service  and  Patient  Care.” 
Participants  of  the  panel  are  Dr. 
Milford  0.  Rouse,  Dallas,  speaker 
of  the  AM  A House  of  Delegates; 
George  B.  Pearson,  Tyler,  adminis- 
trator of  the  Medical  Center  Hos- 
pital and  past  president  of  Texas 
Hospital  Association;  Phyl  E. 
Drake,  Alice,  immediate  past  presi- 
dent of  the  Texas  Nursing  Home 
Association;  Walter  R.  McBee,  Dal- 
las, executive  director  of  Blue 
Cross-Blue  Shield  of  Texas,  and  Mr. 
C.  Lincoln  Williston,  Austin,  execu- 
tive secretary  of  TMA. 

Dr.  Charles  Max  Cole,  Dallas, 
speaker  of  the  TMA  House  of  Dele- 
gates, will  preside  over  the  panel 
discussion  “Proposed  Congressional 
Legislation  and  New  State  Medical 
Service  Programs.”  Dr.  P.  0.  Pala- 
sota,  Abilene,  chainnan  of  the  TMA 
Committe  on  Mental  Health;  Dr. 
Charles  A.  LeMaistre,  Dallas,  TMA 
Committee  on  Tuberculosis;  and 
John  H.  Winters,  Austin,  State 
Commissioner  of  Public  Welfare, 
State  of  Texas,  will  participate  in 
the  panel. 


TMA  Auxiliary  Invited 
To  January  Conference 

The  Woman’s  Auxiliary  of  the 
Texas  Medical  Association  has  been 
invited  to  attend  and  participate 
in  the  Association’s  1966  Legisla- 
tive Conference  in  January.  The 
meeting  is  scheduled  from  8:30 
a.m.  to  4:45  p.m.,  Saturday,  Jan. 
22,  1966,  at  the  TMA  Headquar- 
ters Building  in  Austin. 

Mrs.  S.  R.  Lewis,  Auxiliary  Leg- 
islative Chairman,  has  planned  a 
special  one-hour  program,  entitled 
“Exclusively  for  Women.”  Mrs.  Lee 
Ann  Elliott  of  AMPAC  will  pre- 
sent the  “Role  of  Auxiliary  Mem- 
bers,” while  the  “Role  of  the  Indi- 
vidual Doctor’s  Wife”  will  be  pre- 
sented by  Mr.  Philip  R.  Overton, 


general  counsel,  Texas  Medical 
Association,  and  Mr.  William  Mar- 
shall of  Dickinson.  Auxiliary  mem- 
bers are  also  invited  to  attend  the 
regularly  scheduled  speeches  given 
by  guest  speakers. 

Saturday  evening.  Auxiliary 
members  and  their  husbands  will 
be  guests  of  Great  American  of 
Dallas  for  a hospitality  hour  at 
the  Commodore  Perry  Hotel. 


Dr.  Pat  I.  Nixon  Dies 


Dr.  Pat  Ireland  Nixon,  82,  well- 
known  Texas  physician,  historian, 
and  author,  died  in  San  Antonio 
Nov.  18.  Dr.  Nixon  had  published 
numerous  articles  and  books,  in- 
cluding A Century  of  Medicine  in 
San  Antonio,  The  Medical  Story  of 
Early  Texas  1528-1853,  and  A His- 
tory of  the  Texas  Medical  Associa- 
tion, 1853-1953. 


Fort  Worth  Museum  Hall 
Dedicated  to  Dr.  May  Owen 

The  Fort  Worth  Children’s  Mu- 
seum Hall  of  Medical  Science  Wing, 
one  of  19  such  museums  in  the 
United  States,  was  opened  Nov.  7, 
and  was  dedicated  to  Dr.  May 
Owen,  Fort  Worth  pathologist  and 
a founder  of  the  American  Cancer 
Society  in  Texas  and  Tarrant 
County.  Dr.  Owen  was  the  first 
woman  to  seiwe  as  president  of 
the  Texas  Medical  Association. 

The  hall,  consisting  of  8,400 
square  feet  of  exhibit  space,  is  di- 
vided into  five  major  sections.  One 
of  the  sections,  the  History  of 
Medicine,  is  said  to  be  the  largest 
of  its  kind  in  the  world.  Other 
divisions  of  the  hall  are  Life  Be- 
gins, Transparent  Woman,  Man’s 
Physiology,  and  a section  on  to- 
day’s changing  medicine. 


Medical  Aid  Voted 
Second  Most  Popular 

The  Texas  Constitutional  amend- 
ment to  make  state  laws  conform 
to  the  federal  laws  in  aiding  the 
needy  proved  to  be  the  second  most 
popular  of  ten  amendments  voted 
on  Nov.  2 by  receiving  a favorable 
vote  of  70.15  percent.  Amendment 
No.  8,  which  provides  for  manda- 
tory retirement  of  judges  at  75, 
was  the  most  popular  with  a favor- 
able vote  of  72.51  percent. 
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for  patients  behind  the  CO2  curtain 


The  lethargic  hypoventilators 

Hypoventilators  may  be  drowsy  and  lethargic  when  they 
must  be  awake  and  alert.  The  reason;  retention  of  excess 
CO-2  in  the  alveoli  and  blood  caused  by  impaired  ventilation 
with  respiratory  depression.  Most  frequent  hypoventilators 
are  patients  with  pulmonary  emphysema,  extreme  obesity, 
chest  cage  abnormalities,  or  cardiopulmonary  disease. 
E^IVAN  helps  overcome  symptoms  of  CO2  depression 
Emivan  increases  depth  of  breathing  and  rate,  when  de- 
pressed, so  that  the  lungs  “blow  off”  excess  CO2,  and  oxygen 
tension  is  restored  toward  normal.  As  the  CO2  tension  falls, 
symptoms  of  lethargy,  somnolence,  fatigue,  and  irritability 
abate.  Emivan  is  safe  to  use:  side  effects  have  rarely  been 
observed  with  oral  Emivan  (although  with  overdosage,  it 


may  sometimes  cause  wakefulness);  there  has  been  no  evi- 
dence of  toxicity. 

Side  Effect:  Wakefulness  at  night  which  responds  to  reduc- 
tion in  dosage.  Precautions:  Emivan  is  a ventilatory  adjunct 
to  other  therapeutic  measures;  its  effectiveness  is  dependent 
upon  an  unobstructed  airway.  Courses  of  administration 
should  not  exceed  eight  weeks  at  a time.  An  apparent  addi- 
tive stimulant  effect  between  Emivan  and  MAO  inhibitors 
necessitates  adjustment  of  dosage  of  either  or  both  drugs 
when  one  is  used  in  the  presence  of  the  other.  Contraindica- 
tion: Known  or  suspected  epilepsy. 

Consult  product  brochure  for  dosage  and  full  information. 
Available:  60  mg.  tablets  for  oral  administration;  bottles  of 
100.  Also  20  mg.  tablets,  bottles  of  100. 


Oral  respiratory  stimulant  for  hypoventilators 


Emivan' 

brand  of  Ethamivan 
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Delegates  Urge  AMA  Support 
For  State  Compensation  Plans 

Opposition  to  Congressional  leg- 
islation which  would  adversely  af- 
fect physicians  and  their  practices 
was  initiated  by  Texas  delegates  at 
the  1965  Clinical  Convention  of  the 
American  Medical  Association  in 
Philadelphia. 

The  delegation  introduced  a reso- 
lution to  support  state-administered 
unemployment  compensation  pro- 
grams. This  support  is  in  opposi- 
tion to  H.  R.  8282  which  would  cre- 
ate a single,  centrally-directed,  fed- 
erally-controlled unemployment 
compensation  svstem  that  would  re- 
place present  state  programs. 

H.  R.  8282  would  extend  unem- 
ployment compensation  coverage  to 
4.6  million  additional  workers  in- 
cluding those  in  hospitals,  and  non- 
profit and  charitable  organizations, 
and  could  directly  affect  many  Tex- 
as physicians  since  the  coverage 
would  include  employees  of  small 
organizations  and  business  firms 
with  fewer  than  four  employees. 

Strongly  supported  by  labor  un- 
ion leaders,  the  bill  would  double 
federal  unemployment  compensa- 
tion tax  costs  and  would  more  than 
double  state  unemployment  taxes 
for  many  employees  by  1971.  If 
passed,  federal  “standards”  would 
be  established  for  benefit  amounts, 
duration,  and  eligibility. 

In  its  resolution,  the  delegation 
emphasized  that  federal  “stand- 
ards” would  tend  to  erode  an  indi- 
vidual’s incentive  to  work,  and 
would  move  unemployment  compen- 
sation toward  the  idea  of  a regular 
“wage”  income,  whether  an  individ- 
ual is  working  or  not.  With  passage 
of  the  bill,  an  individual  could  draw 
benefits  even  though  he  quit  volun- 
tarily without  good  cause,  was  fired 
for  willful  misconduct,  or  refused 
to  take  suitable  work  while  drawing 
unemployment  benefits.  These  lib- 
eral eligibility  rules  would  encour- 
age the  indolent  minority,  raise  pro- 
gram costs,  and  subtract  from  un- 
employment compensation  resources 
the  benefits  which  properly  should 
be  given  to  the  majority  of  consci- 
entious workers  when  they  need  it. 

The  Texas  resolution  was  refer- 
red to  the  AMA  Council  on  Legisla- 
tive Activities  for  study.  In  view 
of  likely  action  by  Congress  on  H. 
R.  8282,  the  AM.\  was  urged  to  take 
appropriate  action  at  an  early  date. 

The  nine  delegates  representing 
Texas  were  Drs.  G.  W.  Cleveland, 
Austin;  J.  L.  Cochran,  San  Antonio; 
John  K.  Glen,  Houston;  John  L. 
Otto,  Galveston;  Harvey  Renger, 


Hallettsville ; Milford  0.  Rouse  and 
J.  E.  Miller,  Dallas;  J.  C.  Terrell, 
Stephenville,  and  T.  C.  Terrell,  Fort 
Worth. 

Alternate  delegates  were  Drs.  N. 
L.  Barker,  Paris;  E.  P.  Hall,  Jr., 


Rules  and  regulations  concern- 
ing the  sale,  distribution,  right  to 
possession,  prescriptions  for,  and 
use  of  narcotics  in  this  country  are 
stated  in  the  Harrison  Narcotic 
Law.  The  Bureau  of  Narcotics  of 
the  Treasury  Department  is 
charged  with  enforcing  this  law, 
and  has  published  several  booklets 
which  should  be  in  every  physician’s 
office.  Among  these  publications  is 
“Pamphlet  No.  56,”  Pre scribing 
and  Dispensing  of  Narcotics  Under 
Harrison  Narcotic  Law,  an  excel- 
lent reference  for  the  physician 
needing  a quick  answer  to  an  office 
problem. 

While  it  is  impossible  to  state 
one  general  and  inflexible  z’ule  for 
furnishing  drugs  or  for  frequency 
of  prescriptions,  the  following 
should  seiwe  as  guides; 

The  Federal  Narcotics  Bureau 
cannot  tell  the  physician  when  or 
when  not  to  prescribe  narcotics. 
Such  a decision  must  be  made  by 
the  physician. 

The  doctor  is  authorized  to  pre- 
scribe narcotics  under  the  follow- 
ing circumstances; 

1.  When  the  prescription  is  is- 
sued for  professional  treatment; 

2.  When  such  a prescription  is 
for  legitimate  medical  purposes; 

3.  When  the  physician  has  exer- 
cised good  faith  in  prescribing  the 
narcotic  drug; 

4.  When  the  prescription  is  not 
for  the  purpose  of  gratifying  addic- 
tion or  keeping  the  “patient”  com- 
fortable by  allowing  him  to  main- 
tain his  present  use  level;  and, 

5.  When  the  prescription  will  not 
allow  the  patient  to  have  in  his  pos- 
session more  drugs  than  required 
for  his  individual  and  supervised 
medical  treatment. 

An  exception  to  these  guidelines 
is  the  treatment  of  incurable  dis- 
eases. The  physician  may  pi’escribe 
narcotics  if  he  personally  attends 
the  patient  and  regulates  the  dos- 
age. Again,  care  should  be  main- 
tained to  prevent  excessive  use  by 


Fort  Worth;  Ridings  E.  Lee  and  A. 
Rex  Kh'kley,  Dallas;  Sam  A.  Ni.xon, 
Floresville;  James  H.  Sammons, 
Highlands;  Robert  Mayo  Tenery, 
Waxahachie;  and  Walter  Walthall, 
San  Antonio. 


the  patient  or  the  diversion  of  the 
drugs  to  addicts  or  other  persons 
not  entitled  to  possession. 

Addiction  alone  is  not  recognized 
as  an  incurable  disease.  Prescrib- 
ing narcotics  for  an  addict  based  on 
the  “incurable  disease  exception”  is 
not  a legitimate  medical  purpose 
since  the  ordinary  addict  will  re- 
spond to  proper  treatment. 

Generally,  these  guidelines  are  a 
reiteration  of  medical  ethics  where- 
by the  practitioner  is  charged  with 
the  exercise  of  good  faith  in  the 
medical  treatment  of  legitimate  pa- 
tients. 

When  a physician  has  determined 
that  narcotics  should  be  prescribed, 
the  prescription  order  must  be  ei- 
ther typewritten  or  written  in  ink 
or  indelible  pencil,  and  must  state 
the  full  name  and  complete  address 
of  the  patient.  A prescription  which 
does  not  meet  these  requirements 
should  not  be  filled  by  a pharmacist. 
In  many  instances,  the  druggist  will 
aid  a physician  by  telephoning  him 
to  secure  the  full  name  or  address 
of  his  patient.  Such  accommoda- 
tion is  not  required  and  the  phar- 
macist may  refuse  to  fill  the  order. 

In  summary,  the  Bureau  of  Nar- 
cotics will  not  make  medical  de- 
cisions for  the  physician  and  will 
not  interfere  in  the  doctor’s  prac- 
tice if  his  prescriptions  for  narcot- 
ics are  for  medical  purposes  issued 
in  good  faith  in  the  course  of  legiti- 
mate medical  practice.  The  pre- 
scription orders  are  pi'oper  only 
when  they  are  typewritten,  written 
in  ink,  or  written  in  indelible  pencil 
and  contain  the  full  name  and  ad- 
dress of  the  patient. 

The  previously  mentioned 
“Pamphlet  No.  56”  is  concise  and 
contains  valuable  information  for 
the  physician.  This  booklet  and 
others  can  be  obtained  free  of 
chaz’ge  from  the  Bureau  of  Narcot- 
ics, 1114  Commerce  Street,  Room 
1104,  Dallas  752{'2. 

— Philip  R.  Overton,  LL.B., 
.Austin. 


LEGAL  ASPECTS  IN  YOUR  PRACTICE 

Prescribing  of  Narcotics 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  t 
mobilize  defenses  during  convalescence. ..aid  response  to  primary 
The  patient  with  a severe  infection,  and  many  others  undergoing 
logic  stress,  may  benefit  from  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 
LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


he  body 
therapy, 
physio- 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2mg. 

Vitamin  Bi  2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 
(three  months'  supply). 

and  100 

Southwest  Allergy  Forum 

Schedules  Meet  in  El  Paso 

Meeting  in  El  Paso,  Jan.  20-22, 
1966,  the  Southwest  Allergy  Forum 
will  consist  of  panel  discussions  on 
provocative  skin  tests,  certification 
in  allergy,  basophile  test,  drug  sen- 
sitivity, and  ear,  nose,  and  throat 
problems  in  allergy.  The  highlight 
of  the  meeting  will  be  a trip  into 
the  interior  of  Mexico,  via  Barran- 
cas del  Cobre,  the  small  fishing  vil- 
lage of  Los  Mochis,  and  Chihuahua. 


Doctor  Donates 
Tom  Lea  Original 

Dr.  Sam  Dunn,  Lubbock,  pre- 
sented the  University  of  Texas 
Medical  Branch  a painting  by  the 
noted  Texas  artist,  Tom  Lea,  Jr., 
depicting  the  first  recorded  surgi- 
cal operation  on  the  North  Ameri- 
can Continent.  The  painting  will 
be  on  permanent  display  in  the 
soon-to-be  constructed  medical  li- 
brary. The  painting  was  presented 
during  the  meeting  of  the  Texas 
Surgical  Society,  commemorating 
its  50th  anniversary. 


Five  Aides  Qualify  as 
Certified  Assistants 

Five  Texas  physicians’  aides 
qualified  as  Certified  Medical  As- 
sistants this  year  under  the  pro- 
gram sponsored  by  the  American 
Association  of  Medical  Assistants. 
Cecelia  McWright,  Dallas,  and  Bet- 
ty Trull,  Arlington,  received  cer- 
tification in  both  the  administra- 
tive and  clinical  categories.  Janice 
Mustonen,  Dallas,  and  Diana  Rob- 
erson, Hereford,  became  CMAs  in 
the  clinical  category.  Qualifying 
in  the  administrative  field  was 
Mildred  Crawford,  San  Antonio, 
also  a member  of  the  AAMA’s 
Board  of  Trustees. 


Health  Professions  Amendments 
To  Aid  Medical  Careers  Schools 

President  Johnson  signed  the 
Health  Professions  Educational  As- 
sistance Amendments  of  1965  (Pub- 
lic Law  89-290)  on  Oct.  22.  The 
original  legislation  was  enacted 
two  years  ago. 

The  amendments  extend  for 
thi-ee  years,  and  authorize  increased 
appropriations  for  the  Public 
Health  Service  student  loan  pro- 


gram and  the  program  of  federal 
grants  to  help  build  new  schools  or 
expand  existing  schools  of  medi- 
cine, osteopathy,  dentistry,  optom- 
etry, pharmacy,  podiatry,  and  pub- 
lic health.  Authorization  for  grants 
to  schools  of  nursing  (included  in 
the  original  legislation)  was  trans- 
ferred on  J uly  1 to  the  program  es- 
tablished by  the  Nurse  Training 
Act  of  1964. 

The  basic  objective  is  to  increase 
enrollment  of  pre-professional  stu- 
dents in  health  professions  schools. 

Students  of  pharmacy,  podiatry, 
medicine,  dentistry,  osteopathy,  and 
optometry  are  eligible  for  loans  as 
a result  of  the  amendments.  The 
act  authorizes  loan  funds  of  $25 
million  in  each  fiscal  year  through 
1969.  The  maximum  individual  loan 
has  been  increased  from  $2,000  per 
year  to  $2,500. 

The  amendments  also  make  pro- 
vision for  scholarship  grants  to 
schools  of  medicine,  osteopathy, 
dentistry,  optometry,  podiatry,  and 
pharmacy.  These  grants  will  be 
awarded  to  students  from  low-in- 
come families  who  could  not  pursue 
a course  of  study  without  such 
financial  assistance.  Scholarships 
may  not  exceed  $2,500  a year. 

Also  provided  in  the  amendments 
is  a new  grant  program  to  improve 
the  quality  of  schools  of  medicine, 
dentistry,  osteopathy,  optometry, 
and  podiatry.  Funds  authorized 
range  from  $20  million  for  fiscal 
year  1966  to  $80  million  for  1969. 

For  the  three-year  period  begin- 
ning July  1,  1966,  a total  of  $480 
million  is  authorized  for  construc- 
tion grants,  as  compared  with  $175 
million  for  the  initial  program. 

By  Oct.  31,  1965,  grants  totaling 
more  than  $127  million  had  been 
made  to  58  schools  and  two  teach- 
ing hospitals  located  in  31  states 
and  the  District  of  Columbia  to  help 
build  educational  facilities  for  the 
health  professions.  These  funds  will 
aid  in  the  construction  of  11  new 
schools,  the  expansion  of  47  exist- 
ing schools,  and  will  provide  for  ad- 
ditional enrollments  of  2,307  health 
professions  students. 

Grant  recipients  included  21  med- 
ical schools  that  can  provide  addi- 
tional first  year  places  for  750  stu- 
dents; 12  dental  schools,  372  stu- 
dents; 4 schools  of  public  health, 
226  students;  16  schools  of  nursing, 
786  students;  2 schools  of  optome- 
try, 36  students;  and  3 schools  of 
pharmacy,  137  students.  Two  teach- 
ing hospitals  are  affiliated  with 
schools  of  medicine. 


Postgraduate  Courses 


Symposium  on  Cyclophosphamide 
in  Pediatric  Neoplasia,  New  Or- 
leans, Jan.  25,  1966.  — Aspects  of 
drug  development,  pharmacology, 
toxicology,  teratology,  and  the  clin- 
ical applications  of  the  agent  in 
hematopoietic  malignancies  and 
neoplasia  of  children  will  be  dis- 
cussed in  this  one  day  symposium. 
Sponsors  are  the  Division  of  Con- 
tinuing Education  of  the  Univer- 
sity of  Texas  Graduate  School  of 
Biomedical  Sciences  and  the  South- 
west Cancer  Chemotherapy  Study 
Group.  It  will  be  held  at  Tulane 
University  School  of  Medicine.  For 
further  information,  physicians 
may  write  the  Office  of  the  Dean, 
Division  of  Continuing  Education, 
The  University  of  Texas,  Graduate 
School  of  Biomedical  Sciences  at 
Houston,  102  Jesse  Jones  Library 
Building,  Texas  Medical  Center, 
Houston  77025. 

Surgical  and  Orthopaedic  As- 
pects  of  Trauma,  Fort  Sam  Hous- 
ton, Feb.  7-11,1966. — Current  trends 
and  concepts  in  the  management 
of  trauma  will  be  given  in  papers, 
panel  discussions,  case  presenta- 
tions, and  question  and  answer  pe- 
riods. Among  the  subjects  to  be 
discussed  are  shock  and  resuscita- 
tion; wound  infections  and  antibi- 
otics; management  of  burn  injury; 
abdominal  trauma ; thoracic,  cardio- 
vascular, and  combined  thoracic- 
abdominal  injuries;  injuries  to  the 
brain,  spinal  cord,  and  peripheral 
nerves,  and  urological,  multiple, 
and  orthopaedic  injuries.  Further 
information  may  be  obtained  from 
the  Commanding  General,  Brooke 
General  Hospital,  attn:  Chief,  De- 
partment of  Surgery,  Brooke  Anny 
Medical  Center,  Fort  Sam  Houston. 

Introductory  Fluorescent  Anti- 
body, Austin,  Jan.  19-21. — The  Lab- 
oratory Workshop  and  the  State 
Health  Department  will  present  a 
general  introductory  project  de- 
signed to  acquaint  the  worker  with 
the  use  of  the  microscope  and  pro- 
vide some  first  hand  knowledge  of 
techniques.  Some  work  in  beta 
streptococci  grouping,  rabies,  and 
syphilis  serology  will  be  given.  The 
workshop  is  limited  to  six  partici- 
pants. There  is  no  registration  fee, 
but  admittance  is  by  advance  regis- 
tration. Further  information  and 
application  forms  may  be  obtained 
from  Dr.  J.  V.  Irons,  Director  of 
Laboratories,  Texas  State  Depart- 
ment of  Health,  1100  West  49th 
Street,  Austin. 
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anxiety 


tension 


lor  the  comup^ensive  controi  of  the  pain  eye 


TMNCO- 

GHLORMEZANONEwiih  ASPIRIN 

100  mg.  300  mg. 

Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
i (brand  of  chlormezanone) ) is  exceptionally  effective. 

TRANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and  tension, 
i relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
I by  subduing  emotional  responses  to  pain. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 

In  low  back  pain 

sciatica,  iumbago;  muscuioskeletai  pain 
associated  with  strains  and  sprains 

In  tension  headache 

premenstrual  tension  and  dysmenorrhea 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daiiy,  the  suggested  dosage  for 
children  from  5 to  12  years  is  1 tabiet  three  or  four  times  daiiy. 

Supplied  in  bottles  of  100  and  1000  tablets.  i967m 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 


Southwest  Clinic  G4^^ociation 

AAAIN  OFFICE 

220  Medical  Arts  Bldg.  DALLAS,  TEXAS 

Rl  2-9041  — Area  Code  214 

NORTH 
5535 
ME  1-3880 

DALLAS  OFFICE 

Denton  Drive 
— Area  Code  214 

SURGERY  AND  GYNECOLOGY 
Sidney  Galt,  M.  D. 

H.  Earl  Toylor,  M.  D. 

John  W.  Lanius,  M.  D. 

INTERNAL  MEDICINE 

Cullen  L.  Tubb,  M.  D. 

Frank  0.  Seay,  M.  D. 

Charles  M.  Preston,  M.  D. 

ORTHOPEDIC  SURGERY 
Edward  R.  Richardson,  M. 
Arthur  L.  Sarris,  M.  D. 

GENERAL  MEDICINE 

0.  Jay  Waddell,  M.  D. 

• 

D. 

UROLOGY 

Arthur  W.  Shoruion,  M.  D. 
RADIOLOGY 

Valerie  A.  Sheehan,  M.  D. 

North  Dallas  Office 

MEDICINE  AND  SURGERY 

Frank  G.  Garfias,  M.  D. 

GENERAL  MEDICINE 

J.  William  Jones,  M.  D. 

Robert  J.  Wright,  ADMINISTRATOR 

Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 


^outijern  CUnit 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkansas-Texas 


Surgery 


Louis  P.  Good,  M.D.* 

Wolter  C.  Barnes,  Jr.,  M.D.' 
Robert  M.  Bransford,  M.D.* 
Donald  C.  Spencer,  M.D.* 

Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.*' 
William  D.  Robinson,  M.D.* 


Urology 

Gerald  H.  Teasley, 


M.D.' 


Plastic  Surgery 

Walter  C.  Barnes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Sears,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Poul  Hughes,  M.D.** 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bransford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Wolter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.** 


ADMINISTRATION 
Mrs.  Nancy  A.  Thomas 

*Diplomate  of  The  American  board  of  his  specialty 

**Required  training  for  Certification  by  the  Americon  Board 
of  his  specialty  has  been  completed. 


San  Angelo  Medical  & Surgical  Clinic 


Pediatrics : 

Dwain  P.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery: 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Ill  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 

Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 

Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology: 

J.  L.  Read,  M.D. 


Internal  Medicine  and  Cardiology: 
Wm.  C.  Mieher.  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 

Eye,  Ear,  Noee  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Administrator : 

W.  V.  Smith 
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Personals 


Dr.  Milford  O.  Rou.se,  Dallas,  re- 
ceived the  1965  Distinguished  Ser- 
vice Award  of  the  Southern  Medi- 
cal Association  at  its  59th  annual 
meeting  in  November.  Other  activ- 
ities at  the  meeting  included  the 
election  of  Dr.  Mylie  E.  Durham, 
Jr.,  Houston,  second  vice-president; 
and  Dr.  Joe  T.  Nelson,  Weather- 
ford, new  council  member.  Drs. 
Ethem  Y.  Kuzucu,  William  S.  Der- 
rick and  Stewart  A.  Wilber,  Uni- 
versity of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute, 
Houston,  received  honorable  men- 
tion for  their  scientific  exhibit  on 
“Control  of  Intractable  Pain  — 
Subarachnoid  Alcohol  Block.” 

Dr.  Hamilton  F.  Ford,  Galves- 
ton, is  the  newly  elected  president 
of  the  University  of  Texas  Dads’ 
Association.  He  succeeds  Dr.  Court- 
ney M.  Townsend  of  Paris.  Dr. 
Hugh  W.  Savage,  Fort  Worth,  was 
elected  as  a vice-president. 

Dr.  T.  G.  Blocker,  Jr.,  executive 
director  and  dean  of  the  University 
of  Texas  Medical  Branch,  is  the 
new  second  vice-president-elect  of 
the  American  College  of  Surgeons. 

Dr.  A.  L.  Thoynas  of  Ennis  re- 
ceived the  Outstanding  Kiwanian 
of  the  Year  Award  from  the  Ennis 
Kiwanis  Club. 

Dr.  Clyde  S.  Pattersoyi,  Mona- 
hans, has  been  elected  to  active 
membership  in  the  American  Acad- 
emy of  General  Practice. 

Dr.  Noble  Price,  Lamesa,  has 
been  appointed  by  Gov.  John  Con- 
nally  to  the  State  Board  of  Health. 
He  succeeds  Dr.  Vance  Terrell  of 
Stephenville.  Dr.  Hampton  C.  Rob- 
inson, Houston,  was  also  appointed 
to  serve  on  the  nine-man  board. 

Dr.  Emil  Frei,  III,  has  been 
named  as  associate  director  for 
clinical  research  and  head  of  the 
newly  established  Department  of 
Developmental  Therapeutics  of  the 
M.  D.  Anderson  Hospital. 

Dr.  Everett  A.  Goar,  Houston, 
was  honored  by  the  Southern  Medi- 
cal Association  for  his  many  years 
of  work  in  ophthalmology  in  the 
South. 

Dr.  Frank  A.  Giglio,  Beaumont, 
has  been  named  chairman  of  the 
annual  April  Crusade  of  the  Amer- 
ican Cancer  Society,  North  Jeffer- 
son County  unit. 

Dr.  Jack  Hild,  former  president 
of  the  Harris  County  Medical  So- 
ciety, and  Dr.  Hampton  Robinson, 
chairman  of  the  State  Board  of 
Health,  have  agreed  to  seiwe  on  an 
advisory  committee  to  the  Hous- 


ton Commissioners  Court.  The  doc- 
tors will  aid  in  the  selection  of  a 
seven -member  hospital  board  of 
managers  for  a hospital  district 
approved  by  voters  on  Nov.  20. 

The  Tarrant  County  Medical  So- 
ciety bestowed  its  highest  honor 
upon  Dr.  Hobart  0.  Deaton,  Fort 
Worth  general  practitioner,  when 
they  presented  him  with  the  So- 
ciety’s gold-headed  cane  recently. 

Dr.  O.  W.  Robinson,  Paris,  was 
honored  by  the  Board  of  Managers, 
medical  staff,  and  employees  of 
Lamar  Medical  Center.  Dr.  Robin- 
son received  a plaque  that  praised 
him  as  a humanitarian,  physician, 
and  surgeon  who  had  unselfishly 
served  the  community  for  50  years. 

The  American  Association  of 
Electromyography  and  Electrodi- 
agnosis has  elected  Dr.  .7.  Edward 
Stern  of  El  Paso  to  active  mem- 
bership. 

Dr.  John  McGivney,  assistant 
professor  of  surgery  at  the  Uni- 
versity of  Texas  Medical  Branch, 
has  been  elected  chairman  of  the 
Southern  Medical  Association’s  sec- 
tion on  proctology. 

Dr.  Truman  G.  Blocker,  Jr.,  and 
Dr.  William  O.  Russell  were  the 
subjects  of  the  Medical  Tribune’s 
Tribune  Personality  Report.  Dr. 
Russell  was  featured  in  the  Oct.  11 
issue,  and  Dr.  Blocker  was  in  the 
Nov.  3 issue. 

Dr.  Guy  T.  Denton,  Jr.,  has  been 
elected  president  of  the  Texas 
Academy  of  General  Practice.  Dr. 
Silas  Grant,  Hillsboro,  was  named 
president-elect. 

President  Lyndon  B.  Johnson 
has  announced  the  appointment  of 
Dr.  Jose  A.  Garcia,  Corpus  Christi, 
to  the  Health  Insurance  Benefits 
Advisory  Council  which  will  help 
the  government  shape  policies  for 
the  administration  of  the  new 
Medicare  program. 

Dr.  William  A.  Spencer,  Hous- 
ton, was  named  Physician  of  the 
Year  by  the  President’s  Committee 
on  Employment  of  the  Handi- 
capped. Dr.  Spencer  is  the  direc- 
tor of  the  Texas  Institute  for  Re- 
habilitation and  Research  and 
chairman  of  the  department  of  re- 
habilitation at  the  Baylor  Univer- 
sity College  of  Medicine. 

A life  membership  was  presented 
to  Dr.  W.  H.  Brandau,  Beaumont, 
by  the  Masonic  Tolerance  Lodge 
No.  1165,  AF  & AM.  Dr.  Brandau 
assisted  in  organizing  the  Toler- 
ance Lodge  in  1921  and  was  a char- 
ter member. 

Dr.  J.  E.  Miller,  Dallas,  will 
take  office  as  chairman  of  the 
Board  of  Chancellors  of  the  Ameri- 


can College  of  Radiology  at  the 
college’s  annual  meeting  in  Feb- 
ruary. 

Dr.  E.  Peter  Garber,  Galveston, 
was  elected  president  of  the  Bay 
Area  Heart  Association.  Dr.  J.  C. 
Wright,  Jr.,  also  of  Galveston,  was 
elected  vice  president. 

Dr.  M.  C.  Overton,  III,  and  Dr. 
William  J.  Nelson,  Jr.,  received  re- 
search fellowship  grants  from  the 
American  Cancer  Society. 

Dr.  H.  Dayton  Wilde,  Jr.,  Hous- 
ton, was  elected  chairman  of  the 
University  of  Texas  Arts  and  Sci- 
ences Foundation  advisory  council. 
Dr.  Wilde  and  Dr.  Clifford  R. 
Haynes,  Malakoff,  were  listed 
among  the  individuals  who  con- 
tributed $250.00  or  more  a year  to 
the  College  of  Arts  and  Sciences. 

Dr.  Theodore  J.  Haywood,  Hous- 
ton, has  been  elected  president  of 
the  Allergy  Section  of  the  South- 
ern Medical  Association. 

Dr.  George  L.  Gallaher  of  Har- 
lingen received  one  of  the  highest 
honors  given  by  the  Education  and 
Research  Institute  of  General  Med- 
icine. The  award  and  a $500  check 
was  awarded  Dr.  Gallaher  for  his 
scientific  paper  “Agricultural 
Poisons,”  published  in  the  April, 
1965,  issue  of  the  Texas  State 
Journal  of  Medicine. 


Mrs.  Ludlow  Pence  Dies 


Mrs.  Mary  Catherine  Pence,  Dal- 
las, died  Nov.  5 in  her  home.  She 
was  the  wife  of  Dr.  Ludlow  Pence, 
member  of  the  Texas  Medical  Asso- 
ciation. Survivors  include  her  hus- 
band, a daughter,  Mrs.  Pat  Nelson, 
Irving;  four  grandchildren;  her 
mother,  Mrs.  R.  R.  Allen,  Grape- 
vine, Tex.;  three  sisters,  Mrs.  Nell 
Farmer,  Lubbock;  Mrs.  Dimple 
May,  Grapevine,  and  Mrs.  Rose  Lee 
Mabry,  Liberty;  and  a brother, 
Ben  Allen,  Galesburg,  111. 


Guimarin  To  Head 
Careers  Program 

Spencer  Guimarin,  Austin,  has 
been  appointed  director  of  the  $12 
million  Health  Careers  Program  of 
the  Texas  Hospital  Association.  He 
succeeds  Frederick  A.  Peery,  who 
returned  to  the  University  of  Texas 
to  complete  his  doctoral  degree. 

The  Health  Careers  Programs 
will  try  to  encourage  young  people 
to  seek  health  careers  in  Texas 
hospitals. 


Volume  61,  DECEMBER,  1965 


935 


17  Guest  Speakers  To  Address 
Southwest  Medical  Assembly 

The  30th  annual  meeting-  of  the 
International  Medical  Assembly  of 
South-west  Texas  is  set  for  San 
Antonio,  Jan.  24-26.  Seventeen 
guest  speakers  will  talk  on  inter- 
nal medicine,  neurology,  ophthal- 
mology, otolaryngology,  pathology, 
pediatrics,  radiology,  and  surgery. 

Speakers  and  their  subjects  in- 
clude Dr.  Margin  M.  Hoffman,  as- 
sociate professor  of  medicine,  Mc- 
Gill University,  Montreal,  Quebec, 
Can.,  “Early  Diagnosis  of  the  Ma- 
jor Endocrine  Disorders,”  “Diag- 
nosis and  Treatment  of  Hypothy- 
roidism” and  “The  Clinical  Mani- 
festations of  Hypoglycemia”; 

Dr.  Charles  L.  Hudson,  president- 
elect of  the  American  Medical  As- 
sociation, associate  clinical  profes- 
sor of  medicine.  Western  Reserve 
University,  Cleveland,  “The  A,M.A, 
and  You”;  Dr,  Hurley  L.  Motley, 
director  of  Cardio-respiratory  Lab- 
oratory, University  of  Southern 
California,  Los  Angeles,  “Acute 
Respiratory  Acidosis”  and  “The 
Physiological  Disturbance  in  Chron- 
ic Obstructive  Pulmonary  Emphy- 
sema” ; 

Col.  Norman  M.  Scott,  Jr.,  M.  C., 
Chief,  gastroenterology  service, 
Walter  Reed  General  Hospital, 
Washington,  D.  C.,  “Some  Unusual 
and  Overlooked  Sources  of  Gastro- 
intestinal Hemorrhage”;  Dr.  Sid- 
ney C.  Werner,  associate  professor 
of  clinical  medicine,  Columbia  Uni- 
versity Medical  School,  New  York. 
“Biology  of  Thyroid  Disease”  and 
“Radioiodine  Therapy  of  Hyper- 
thyroidism— Some  Newer  Aspects” ; 

Dr.  Harold  Stevens,  professor  of 
neurology,  George  Washington  Uni- 
versity, Washington,  D.  C.,  “Neu- 
rological Complications  of  Preg- 
nancy” and  “Masked  Epilepsy”; 
Dr.  William  H.  Havener,  professor 
of  ophthalmology,  Ohio  State  Uni- 
versity, Columbus,  “Diagnosis  and 
Management  of  Eye  Injuries”  and 
“Photocoagulation”;  Dr.  Ben  H. 
Senturia,  associate  professor  of 
clinical  otolaryngology,  Washing- 
ton University,  St.  Louis,  Mo., 
“Causes  and  Treatment  of  Otitis 
Media  and  Its  Associated  Hearing 
Loss”  and  “Medical  and  Surgical 
Treatment  of  Deafness”; 

Dr.  Donald  G.  McKay,  professor 
of  pathology,  Columbia  University, 
New  York,  N.  Y.,  discussing  “The 
Clinical  Significance  of  Dissemi- 
nated Intravascular  Coagulation” 
and  “Carcinoma-in-Situ”;  Dr. 
George  B.  Logan,  professor  of  pe- 
diatrics, University  of  Minnesota, 


Minneapolis,  “Diagnosis  and  Mis- 
Diagnosis  of  Asthma  in  Children” 
and  “Prognosis  of  Children  Hav- 
ing Respiratory  Allergic  Disease”; 

Dr.  Waldo  E.  Nelson,  professor 
of  pediatrics.  Temple  University, 
Philadelphia,  “Pulmonary  Disor- 
ders in  Infants  and  Newborn  Chil- 
dren” and  “Some  Potentials  for  the 
Prevention  of  Premature  Birth”; 
Dr.  Eugene  L.  Saenger,  professor 
of  radiology.  University  of  Cin- 
cinnati, College  of  Medicine.  Cin- 
cinnati, “Scanning  in  Clinical  Med- 
icine— Brain,  Liver.  Kidney,  Spleen, 
and  Pancreas”  and  “Diagnosis  of 
Thyroid  Disease  with  Radioiodine”; 
Dr.  Marden  Black,  professor  of 
surgery,  Mayo  Foundation,  Roches- 
ter, Minn.,  “The  Management  of 
Benign  Diseases  of  the  Thyroid 
Gland”  and  “Treatment  of  Chronic 
Ulceration  Colitis  and  Regional  En- 
teritis”; Dr.  Francis  J.  Burns,  as- 
sociate professor  of  clinical  sur- 
gery, St.  Louis  University,  St. 
Louis,  Mo.,  “Common  Anorectal 
Disorders”  and  “Diverticulosis  and 
Diverticulitis  of  the  Colon.” 

Dr.  Raul  Lopez  Engelking,  Mex- 
ico. D.  F.,  “Urinary  Tuberculosis 
— Clinical  and  X-Ray  Correlation,” 
“Management  of  Surgical  Ureteral 
Injuries.”  and  “X-Ray  Interpreta- 
tion of  the  KUB  Film.  Excretory 
Urography  and  Cystography”;  Dr. 
Dwight  Harken,  professor  of  clini- 
cal surgery.  Harvard  School  of 
Medicine,  Boston,  Mass.,  “Heart 
Surgery — Past,  Present,  and  Fu- 
ture” and  “The  Selection  of  Pa- 
tients for  Surgical  Treatment  of 
Acquired  Valvular  Heart  Disease,” 
and  James  L.  LeNoir,  staff  ortho- 
pedist, Southern  Baptist  Hospital, 
New  Orleans,  “The  Mis-Diagnosis 
of  Wrist  Sprain”  and  “The  Evert- 
ed Foot  (Flat  Foot)  in  the  Infant 
and  Young  Child.” 

A style  show  is  planned  for  the 
ladies,  and  a golf  tournament  for 
the  men.  Further  information  may 
be  obtained  from  the  International 
Medical  Assembly  of  Southwest 
Texas,  202  W.  French  PI.,  San 
Antonio. 


VA  Head  Retires 


After  35  years  of  government 
service.  Dr.  Joseph  H.  McNinch, 
Washington,  will  retii’e  as  Chief 
Medical  Director  of  the  Veterans 
Administration  in  January,  1966. 
Dr.  McNinch  became  head  of  the 
VA  in  June,  1963.  He  will  con- 
tinue his  association  with  the  VA 
medical  program  in  a consultant 
capacity. 


New  Books 

In  TMA  Library 

Brown,  W.  R.  L..  and  Hadgraft, 
J.  W.:  Drug  Presentation  ayid 
Prescribing,  New  York,  Perga- 
mon  Press,  1965. 

Ciba  Foundation  Symposium: 
Caries-Resistant  Teeth,  edited 
by  G.  E.  W.  Wolstenholme,  and 
Maeve  O’Connor,  Boston,  Little, 
Brown  and  Co.,  1965. 

Ciba  Foundation  Symposium : Com- 
plement, edited  by  G.  E.  W. 
Wolstenholme,  and  Julie  Knight, 
Boston,  Little,  Brown  and  Co., 
1965. 

DeGraff,  A.  C.,  and  Lyon,  A.  F.; 
Diuretic  Therapy,  St.  Louis,  C. 
V.  Mosby  Co.,  1965. 

Gordon,  D.  M.:  Medical  Manage- 
ment of  Ocular  Disease,  New 
York,  Hoeber  Medical  Division, 
Harper  & Row,  1965. 

Harvey,  W.:  Anatomical  Studies 
on  the  Motion  of  the  Heart  and 
Blood,  translation  by  Chauncey 
D.  Leake,  4th  ed.,  Springfield, 
Charles  C Thomas,  1958. 

Harvey,  W.  P.,  et  al.,  eds. ; Year 
Book  of  Cardiovascular  and 
Renal  Diseases,  Chicago,  Year 
Book  Medical  Publishers,  1965. 

Horrax,  G.:  Neurosurgery,  An 
Historical  Sketch,  Springfield, 
Charles  C Thomas,  1952. 

Lamb,  L.  E.:  Electrocardiography 
and  Vectorcardiography,  Phila- 
delphia, W.  B.  Saunders  Co., 
1965. 

Meigs,  J.  V.,  and  Sturgis,  S.  H., 
eds. : Progress  in  Gynecology, 
vol.  4,  New  York,  Grune  and 
Stratton,  1963. 

Modern  Treatment,  July,  1965,  vol. 
2,  no.  4,  Treatment  of  Diabetes 
Mellitus,  by  Thomas  F.  Fraw- 
ley,  and  Emergency  Treatment 
of  Trauma,  by  Henry  C.  Cleve- 
land, New  York,  Hoeber  Medi- 
cal Division  of  Harper  and  Row 
Publishers,  1965. 

Nissen,  R.,  and  Wilson,  R.  H.  L.: 
Pages  in  the  History  of  Chest 
Surgery,  Springfield,  Charles  C 
Thomas,  1960. 

Poidevin,  L.  O.  S.:  Caesarean  Sec- 
tion Scars,  Springfield,  Charles 
C Thomas,  1965. 

Traisman,  H.  S.,  and  Newcomb,  A. 
L. : Management  of  Juvenile 
Diabetes  Mellitus,  St.  Louis,  C. 
V.  Mosby  Co.,  1965. 

United  States  Army,  Office  of  the 
Surgeon  General:  Neurological 
Surgery  of  Trauma,  edited  by 
Col.  John  Boyd  Coates,  Jr., 
Washington.  D.  C..  U.  S.  G.  P.  0., 
1965. 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM— TRADEMARK 
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New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion. Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 
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Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 


Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 


Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
pMtonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

Other  antihypertensive  therapy, 


Smooth  and  gradual  onset 


ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 

CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 

WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  V4  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 
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been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 

SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction  I 

of  the  dose,  discontinue  the  drug. 
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Book  Notes 


Hallux  Valgus,  Allied  Deformities 
of  the  Forefoot  and  Metatarsal- 
gia. H.  Kelikian,  M.D.  503  pp. 
Philadelphia,  W.  B.  Saunders 
Co.,  1965.  $19.50. 

T HIS  BOOK  is  a review  of  fore- 
foot problems — historical,  clinical 
and  surgical  — and  reflects  a tre- 
mendous amount  of  research  and 
experience  on  forefoot  problems. 

It  is  well  illustrated  with  pic- 
tures, radiographs,  and  drawings 
to  elucidate  each  problem. 

The  author  does  not  attempt  to 
conclude  the  best  method  of  treat- 
ment for  the  various  conditions, 
but  gives  a comprehensive  review 
and  leaves  it  up  to  the  reader  to 
decide. 

Although  this  book  could  be  use- 
ful to  any  practitioner  who  sees 
foot  problems,  its  greatest  useful- 
ness would  be  to  orthopedic  sur- 
geons and  orthopedic  residents. 

Adrian  L.  Grass,  M.D.,  El  Paso. 


New  Films 
In  TMA  Library 

Exploring  the  Human  Nervous  Sys- 
tem— Lay,  sound,  color,  23  min- 
utes. 

T HIS  FILM  combines  a presenta- 
tion of  the  anatomy  and  physiology 
of  the  human  nervous  system  (in 
animation)  and  a reenactment  of 
segments  of  current  research  ac- 
tivities. Application  of  research 
findings  to  the  health  of  human 
beings  and  some  uncharted  fields 
to  be  explored  through  neurologi- 
cal research  are  suggested. 

Roentgen  Anatomy  of  the  Normal 
Heart — Professional,  1965, 
sound,  black  and  white,  25  min- 
utes. 

T HIS  FILM  shows  the  body  cir- 
culation and  the  heart’s  coronary 
blood  supply.  Both  are  traced  by 
means  of  injected  contrast  liquid 
which  indicates  the  path  of  the 
blood  flow. 


Recent 

Deaths 


DR.  J.  WARD,  JR. 

Dr.  Jeremiah  Ward,  Jr.,  86,  died 
Aug.  27  of  a coronary  occlusion  in 
Pleasanton,  Tex.  Born  in  Hunts- 
ville, Tex.,  on  April  26,  1879,  he 
was  the  son  of  Jeremiah  and  Sally 
Thomason  Ward. 

He  attended  West  Texas  Mili- 
tary Academy  in  San  Antonio  and 
received  a degree  in  medicine  from 
Vanderbilt  University  School  of 
Medicine  at  Nashville  in  1901. 

Mattie  Duderstadt  became  his 
wife  on  April  21,  1915,  at  Nopal, 
Tex.  They  had  four  children. 

As  a general  practitioner.  Dr. 
Ward  practiced  in  New  Waverly, 
Tex.,  1901;  Isthmus  of  Tehuante- 
pec, Mexico,  1902-1909;  DeWitt 
and  Gonzales  Counties,  1914-1918, 
and  Webb  County  in  1918.  Due  to 
poor  health,  he  retired  from  medi- 
cine in  1927  and  moved  to  Poteet, 
Tex. 

In  1927,  he  was  elected  mayor  of 
Poteet  and  remained  active  in  civic 
affairs  until  World  War  II  when 
he  was  drafted  as  a medical  offi- 
cer. He  served  at  Kelly  Air  Force 
Base  from  1943  until  his  retire- 
ment in  1963. 

He  was  a member  of  the  Ameri- 
can Medical  Association  and  an 
honorary  member  of  Texas  Medi- 
cal Association  through  the  Atas- 
cosa County  Medical  Society.  He 
had  served  as  secretary  of  the  lat- 
ter group  for  several  years.  He 
belonged  to  All  Saints’  Episcopal 
Church  at  Pleasanton. 


DR.  WARD,  JR. 


He  is  survived  by  his  wife;  one 
son,  Jeremiah  Ward,  III,  of  Beau- 
mont; and  three  daughters,  Mrs. 
Jane  Williamson  of  Poteet,  Mrs. 
Imogen  Jones  of  Clint,  and  Mrs. 
Mildred  Pennington  of  Blessing, 
Tex.;  a sister,  Mrs.  Ernest  Aldridge 
of  Laredo ; six  grandchildren,  and 
nine  nieces  and  nephews. 


DR.  J.  C.  TRENTHAM,  JR. 

Dr.  J.  C.  Trentham,  Jr.,  73,  died 
July  19,  in  his  home  at  Greenville, 
Tex.,  where  he  had  practiced  from 
1941-1965.  Cause  of  death  was  em- 
physema. Born  Oct.  16,  1891,  in 
Cedartown,  Ga.,  he  was  the  son  of 
Dr.  and  Mrs.  J.  C.  Trentham. 

He  attended  schools  in  Cedar- 
town  and  received  his  medical  de- 
gree in  1913  from  Atlanta  College 
of  Physicians  and  Surgeons  which 
became  Emory  University  School 
of  Medicine,  Atlanta,  Ga. 

After  the  beginning  of  his  medi- 
cal career  in  Cedartown,  he  entered 
the  military  service  in  World  War 
1.  At  the  end  of  the  war.  Dr. 
Trentham  moved  to  Merit,  Tex.,  for 
15  years  and  then  to  Celeste,  Tex., 
for  seven  more  years  before  set- 
tling in  Greenville  to  complete  his 
52-year-old  practice. 

Dr.  Trentham  was  a member  of 
the  Hunt-Rockwall-Raines  Coun- 
ties Medical  Society,  Texas  Medical 
Association,  and  the  American  Med- 


Volume  61,  DECEMBER,  1965 


941 


DR.  TRENTHAM,  JR. 


ical  Association.  He  was  a mem- 
ber of  the  Lee  Street  Methodist 
Church  and  served  as  Hunt  County 
Health  Officer.  His  hobbies  were 
farming’  and  ranching. 

In  May,  1930,  he  married  Alleta 
Hutchins  in  Hugo,  Okla. 

He  is  survived  by  his  wife;  a 
daughter,  Mrs.  Claude  C.  Waters 
of  Greenville;  a brother,  J.  W. 
Trentham  of  Greenville;  three  sis- 
ters, Mrs.  J.  M.  Allen  and  Mrs. 
Annie  Lou  Moore  of  Atlanta,  Ga., 
and  Mrs.  Tom  Harris  of  Porter- 
ville, Calif.;  and  a number  of 
nieces  and  nephews.  One  son, 
James  C.  Trentham,  preceded  him 
in  death  in  May,  1964. 


DR.  E.  M.  BLAKE 

A Lubbock  physician.  Dr.  Emer- 
son M.  Blake,  died  there  July  1 of 
myocardial  infarction.  He  was  61. 

He  was  born  Sept.  7,  1903,  in 
Columbus,  Ohio,  the  son  of  George 
T.  and  Della  McDole  Blake.  He 
received  his  medical  degree  from 
Ohio  State  University  in  1930.  His 
internship  and  residency  were 
served  at  St.  Francis  Hospital  in 
Columbus,  Ohio.  He  began  prac- 
tice in  Lubbock  in  1937  where  he 
was  a member  of  the  staffs  of 
Methodist  and  St.  Mary’s  Hos- 
pitals. 

A past  president  of  the  Luhhock- 


DR.  BLAKE 


Crosby-Garza  Counties  Medical  So- 
ciety, Dr.  Blake  was  a member  of 
the  Texas  Medical  Association  and 
the  American  Medical  Association. 
He  was  a diplomate  of  the  Ameri- 
can Board  of  Otolaryngology.  He 
also  was  a member  of  the  Ameri- 
can Academy  of  Ophthalmology 
and  Otolai*yngology,  Texas  Otolar- 
yngological  Association,  Texas  Oph- 
thalmological  Association,  and  the 
Texas  Society  of  Ophthalmology 
and  Otolaryngology. 

He  was  a member  of  St.  Paul’s 
Episcopal  Church,  Lubbock  Cham- 
ber of  Commerce,  and  Phi  Rho 
Sigma  medical  fraternity. 

On  June  19,  1930,  Dr.  Blake 
married  Olive  E.  Hertel  in  Colum- 
bus, Ohio.  She  survives  him  as  do 
a daughter,  Mrs.  Bradley  R.  Mil- 
ton  of  Dallas;  his  mother,  Mrs. 
George  T.  Blake  of  Columbus, 
Ohio;  a sister,  Mrs.  Whitney  Carr 
of  Columbus.  Ohio;  and  a brother, 
William  B.  Blake  of  Jackson,  Mich. 


DR.  G.  D.  WILLIAMS 

Dr.  G.  Douglas  Williams,  66,  died 
Aug.  12  of  cerebrovascular  hemor- 
rhage in  the  U.  S.  Government 
Hospital  in  Alexandria,  La.  He 
was  boim  Dec.  5,  1899,  in  India- 
nola.  Miss. 

He  attended  schools  in  Jackson. 
Miss.,  and  recevied  a bachelor  of 
science  degree  in  agriculture  fi’om 


DR.  WILLIAMS 


Mississippi  A & M College,  1921, 
and  a bachelor  of  science  degree 
in  1924  from  the  University  of 
Mississippi.  He  was  graduated 
from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1926. 

After  serving  an  internship  in 
Touro  Infirmary,  New  Orleans,  Dr. 
Williams  practiced  from  1929  to 
1932  in  Rayville,  La.  From  1943  to 
1944  he  practiced  in  Lake  Charles, 
La.,  and  from  October,  1951,  to 
July,  1962,  he  was  director  of  pub- 
lic health  in  LaMai-que,  Tex.  He 
also  was  director  of  public  health 
in  several  Louisiana  towns  from 
1932  to  1943,  1944  to  1947,  and 
seiwed  in  the  same  position  in  Tex- 
as towns  from  1947  to  1951. 

Dr.  Williams  was  elected  an  in- 
active member  of  the  Texas  Medi- 
cal Association  in  1963  through 
the  Galveston  County  IMedical  So- 
ciety. He  had  also  been  a member 
of  the  American  Medical  Associa- 
tion. He  was  a member  of  St. 
Michael’s  Episcopal  Church  in  Gal- 
veston. 

He  is  survived  by  his  wife,  Mrs. 
Nan  S.  Williams  of  Lake  Provi- 
dence, La.;  three  sisters,  Mrs.  Mar- 
tha Pointer  and  Mrs.  Marynel 
Eames,  both  of  Baltimore,  Md.,  and 
Mrs.  Mildred  Smith  of  Memphis, 
Tenn.;  a brother,  James  H.  Wil- 
liams of  Hazelhurst,  Miss. ; two 
stepsons,  Fred  Phillips  of  Lake 
Providence,  La.,  and  James  Phil- 
lips of  Baton  Rouge,  La.;  and  one 
stepdaughter,  Mrs.  L.  F.  Andrews, 
Jr.,  Buffalo.  N.  Y. 


942 


Texas  State  Journal  of  Medicine 


DR.  CAMPBELL 


DR.  R.  G.  CAMPBELL 

Dr.  Robert  Glenn  Campbell,  42, 
of  Dallas  was  killed  in  an  auto- 
mobile accident  there  Sept.  21. 

The  son  of  Earl  0.  and  Myrtle 
Philippi  Campbell,  he  was  born 
Jan.  17,  1923,  in  Akron,  Ohio.  He 
attended  Thomas  Edison  High 
School  of  San  Antonio  and  South- 
western University  at  Georgetown, 
Tex.  He  received  his  M.D.  degree 
from  the  University  of  Texas 
Southwestern  Medical  School  in 
Dallas  in  1947  and  was  a member 
of  Phi  Beta  Pi  medical  fraternity. 
Internship  was  served  at  Baylor 
Hospital  in  Dallas,  and  he  did  a 
residency  at  Parkland  Memorial 
Hospital  in  Dallas.  Dr.  Campbell 
began  practice  in  Dallas  in  1952. 
He  was  an  associate  professor  at 
the  University  of  Texas  South- 
western Medical  School. 

A member  of  Highland  Park 
Presbyterian  Church,  Dr.  Camp- 
bell belonged  to  the  Dallas  County 
Medical  Society,  Texas  Medical 
Association,  American  Medical  As- 
sociation, Fort  Worth  Society  of 
Obstetrics  and  Gynecology,  and 
was  a diplomate  of  thb  American 
Board  of  Obstetrics  and  Gynecol- 
ogy. He  also  was  a fellow  of  the 
American  College  of  Obstetricians 
and  Gynecologists. 

From  1950  until  1952  he  served 
as  lieutenant  in  the  Navy. 

The  staff  of  Memorial  Hospital 
of  Garland  and  other  interested 
friends  have  set  up  a fund  for  the 
hospital  staff  library.  The  library 


DR.  HAWKER 


will  be  called  The  Robert  Glenn 
Campbell  Memorial  Library. 

Dr.  Campbell  was  married  to 
Mary  Lou  Franklin  in  Dallas  on 
Sept.  30,  1949.  Survivors  include 
Mrs.  Campbell;  a son,  Robert  F. 
Campbell  of  Dallas;  two  daughters, 
Mary  Carolyn  and  Anne  Francis, 
both  of  Dallas;  his  father,  Earl 
Campbell  of  Phoenix,  Ariz. ; and  a 
sister,  Mrs.  Lowell  E.  Blair  of 
Denver,  Colo. 


DR.  L.  J.  HAWKER 

Dr.  LaVerne  Joseph  Hawker,  53, 
died  Sept.  8 of  coronary  occlusion 
in  Fort  Worth.  Born  in  Mapleton, 
Minn.,  on  Dec.  6,  1911,  he  was  the 
son  of  Albert  Theodore  and  Mary 
Edith  O’Conner  Hawker. 

After  attending  Regis  College  in 
Denver,  he  received  his  medical  de- 
gree from  the  University  of  Colo- 
rado in  1938.  He  inteimed  and 
served  residency  at  City- County 
Hospital,  Fort  Worth.  He  prac- 
ticed 19%  years  in  Fort  Worth. 

In  1939,  he  married  Hazel  Doro- 
thy Gordon  in  Fort  Worth.  They 
had  four  children. 

He  was  a member  of  the  Ameri- 
can Medical  Association,  Texas 
Medical  Association,  Tarrant  Coun- 
ty Medical  Society,  Academy  of 
General  Practice,  Catholic  Physi- 
cians’ Guild,  Phi  Beta  Pi  medical 
fraternity,  Knights  of  Columbus, 
Holy  Name  Society,  and  served  on 
the  board  of  administrators  at  John 


Peter  Smith  Hospital.  He  also 
served  as  chief  of  staff  of  All 
Saints  Episcopal  Hospital  and  John 
Peter  Smith  Hospital. 

A lieutenant  colonel  in  the  U.  S. 
Army  Medical  Corps  from  1940  to 
1946,  he  served  with  the  316th 
Medical  Battalion,  91st  Division  at 
Fort  Sam  Houston,  and  other  sta- 
tions. He  saw  action  in  Europe,  and 
received  the  European- African - 
Middle  Eastern  Campaign  Medal 
and  the  Bronze  Star. 

He  is  survived  by  his  wife;  two 
daughters,  Mrs.  Henry  Neal  Troell, 
Silver  Spring,  Md.,  and  Mrs.  Law- 
rence MoShaffry,  Fort  Worth;  two 
sons,  Joseph  Gordon  Hawker,  Chey- 
enne,Wyo.,and  Phillip  John  Hawker, 
Fort  Worth;  his  mother,  Mrs.  Mary 
Edith  Hawker,  Mapleton,  Minn.; 
two  brothers,  Edward  Thomas  Haw- 
ker, Amboy,  Minn.,  and  Clarence 
Patrick  Hawker,  Minnesota  Lake, 
Minn.;  and  five  sisters,  Mrs.  Cath- 
arine McCarthy,  Good  Thunder, 
Minn.,  Mrs.  Agnes  Stencel,  Minne- 
sota Lake,  Minn.,  Mrs.  Joyce  Evans, 
Wells,  Minn.,  and  Mrs.  Madalyn 
Anderson  and  Mrs.  Joan  Geary, 
both  of  Mapleton,  Minn. 


DR.  C.  L.  CURLEE 

Dr.  Curtis  Leo  Curlee  of  Sinton 
was  killed  instantly  in  a car-truck 
collision  on  a highway  near  Sinton 
May  12.  He  was  52. 

He  had  practiced  medicine  in 
Sinton  from  1939  to  1952  when  he 
retired.  Since  retirement  he  had 
been  active  in  various  agricultural 
activities  and  bad  been  associated 
with  his  father  and  brother  in  a 
local  automobile  agency. 

A native  of  Mathis,  he  was  bom 
Aug.  7,  1912,  the  son  of  Mr.  and 
Mrs.  Prank  Curlee.  He  attended 
Mathis  schools  and  the  University 
of  Texas,  graduating  in  medicine 
from  Baylor  University  College  of 
Medicine  in  Dallas  in  1938. 

After  interning  at  Methodist 
Hospital,  Dallas,  he  moved  to  Sin- 
ton where  he  was  associated  with 
the  late  Dr.  L.  H.  Cockerham  at 
Sinton  Hospital. 

A member  of  the  Church  of 
Christ,  Dr.  Curlee  is  survived  by 
a daughter,  Cathy  Curlee  of  Aus- 
tin; a son,  Curtis  L.  Curlee,  Jr.,  of 
Kingsville;  his  parents;  and  a 
brother,  Harrell  Curlee,  all  of 
Sinton. 
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• All  modern  forms  of  individualized  treatment  for  psychoses,  psycho- 
neuroses, personality  disorders,  alcoholism  and  drug  addiction. 

• Diagnostic  procedures  including  electroencephalography. 

• Separate  air-conditioned  buildings  especially  designed  for  custodial 
patients  requiring  psychiatric  and  medical  care. 
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Complete  Serological  Screening  Tests  For  Syphilis . . . 


The  RPR  Card  Tests  make  use  of  a specially  prepared,  carbon-con- 
taining RPR  Card  antigen.  The  particle  size  and  other  characteristics  of 
the  carbon  is  such  that  when  a reactive  specimen  is  encountered,  floccula- 
tion occurs,  and  there  is  a coagglutination  which  is  readily  visible  to  the 
naked  eye.  Individual  tests,  including  the  collection  of  blood  and  separa- 
tion of  plasma  can  be  performed  in  7 to  8 minutes. 

Confirming  earlier  findings  with  the  RPR  Card  Test'  ’”  Reed”  in 
reporting  on  63,800  specimens  had  an  overall  agreement  of  98.5%  in 
a recent  comparative  study  with  other  routine  screening  procedures. 

The  RPR  Card  Tests,  with  their  low  cost,  ease  of  performance,  high 
sensitivity  and  specificity,  are  without  peer  in  situations  that  demand 
rapid  testing  of  patients,  enabling  the  physician  to  initiate  prompt  treat- 
ment of  early  infectious  syphilis. 

Specify  the  RPR  Card  Test  as  the  screening  procedure  on  serum  or 
plasma  samples  submitted  to  your  State  Approved  Laboratory. 

(1)  Portnoy,  J.;  Brewer,  J.  ami  Harris.  A.:  PUBLIC  HEALTH  REPORTS.  r7;645-652,  August  1962.  (2) 
Joseph,  J.  M.  and  Warner,  G.  S.:  A WORKSHOP  MANUAL.  Md.  State  Dept.  Health,  Bureau  of  Lab.,  Balto., 
Md.,  September  1962.  (3)  Wollenweber,  H.  L.;  OFF.  PATH.,  2,  February  5,  1963.  (4)  Portnoy,  J.;  MILIT. 

MED.,  t2«;414-417.  May  1963.  (5)  Portnoy  J.:  THE  AMER.  JOUR.  OF  CLIN.  PATH.,  40.-473-479.  November 
1963.  (6)  Buck,  A.  A.  and  Mayer,  H.;  THE  AMER.  JOUR.  OF  HYG.,  Sy;85-90,  July  1964.  (7)  Brown, 

W.  J.:  Donohue,  J.  F.  and  Price,  E.  V.:  PUBLIC  HEALTH  REPORTS,  79 .•496-500,  June  1964.  (8)  Clayton, 

J.  L.;  Lindhardt,  E.  M.  and  Fraser,  R.  S.:  PUBLIC  HEALTH  LAB.,  22;206-207,  November  1964.  (9)  Luea- 

torto,  F.  M.;  Katz,  B.  D.  and  Toto,  P.  D.:  THE  J.A.D.A.,  6-,9: 697-699,  December  1964.  (10)  Portnoy, -J.: 

PUBLIC  HEALTH  LAB.,  2d;43.  March  1965.  (ll)Reed,  E.  L.:  PUBLIC  HEALTH  LAB.,  ^J;96-103,  May  1965. 
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COMING  MEETINGS 


American  Medical  Association,  Annual 
Meeting,  Chicago,  June  26-30,  1966.  Dr. 
F.  J.  L.  Blasingame,  536  Dearborn,  Chi- 
cago 10,  Exec.  Vice  Pres. 

DECEMBER 

Private  Clinics  and  Hospitals,  Dallas,  Dec. 
10-11,  1966.  Harry  H.  Miller,  Gulf  Coast 
Hospital.  Baytown,  Sec. 

JANUARY 

American  College  of  Surgeons,  Houston  Sec- 
tional Meeting,  Jan.  31-Feb.  2.  1966.  An- 
nual Meeting,  San  Francisco,  Oct.  10-14, 
1966.  Dr.  Samuel  P.  Harbison,  230  Lo- 
throp  St.,  Pittsburgh,  Sec. 

International  Medical  Assembly  of  South- 
west Texas,  San  Antonio,  Jan.  24-26, 
1966.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

Southwest  Allergy  Forum,  El  Paso,  Jan,  20- 
22,  1966,  Dr,  Edward  Egbert,  1501  Ari- 
zona 3-E,  El  Paso,  Sec. 

Texas  Medical  Association,  Austin,  Confer- 
ence for  County  Medical  Society  Officials, 
Jan.  22-23,  1966;  Austin,  Annual  Session, 
April  14-17,  1966.  C.  Lincoln  Williston, 
1801  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Radiological  Society,  Corpus  Christi, 
Jan.  28-29,  1966.  Dr.  H.  C.  Sehested, 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  San  An- 
tonio, Jan.  29,  1966.  Dr.  Jack  L.  Smith, 
3165  Stagg  Drive,  Beaumont,  Sec. 

Texas  Urological  Society,  Shreveport,  La., 
January,  1966,  Dr.  Grant  Begley,  1415 
Pennsylvania,  Fort  Worth,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  New  York, 
N.  Y.,  Feb.  19-23,  1966.  Mr.  J.  O.  Kelley, 
756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc, 
Dr.  R.  R.  Kierland,  Mayo  Clinic,  Roches- 
ter, Sec. 

American  Academy  of  General  Practice, 
Boston,  Oct.  7-14,  1966,  Mr.  M.  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City 
12.  Exec.  Sec. 

American  Academy  of  Ophthalmology  and 
Otolaryngology.  Dr.  W.  L.  Benedict,  15 
2nd  St.,  S.W.,  Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Montreal, 
Canada,  April  25-27,  1966.  Dr.  E.  H. 
Christopherson,  1801  Hinman,  Evanston, 
111.,  EXec.  Dir. 


American  Association  for  Thoracic  Surgery, 
Vancouver,  B.  C.,  May  16-18,  1966.  Dr. 
H.  T.  Bahnson,  Presbyterian  University 
Hospital,  Pittsburgh,  Pa.,  Sec. 

American  Association  of  Obstetricians  and 
Gynecologists,  Dr.  C.  L.  Randall,  100 
Meadow  Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons, 
Cleveland,  Ohio,  April  27-30,  1966.  Dr. 
R.  M.  McCormack,  260  Crittenden  Blvd., 
Rochester,  N.  Y. , Sec. 

American  Cancer  Society,  Inc.,  New  York 
City,  Oct,  18-20,  1966.  Mr.  G.  Whittlesey, 
219  E.  42nd  St.,  New  York,  Sec, 

American  College  of  Allergists,  Chicago, 
April  25-29,  1966.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Mr. 

M.  Komfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Gastroenterology,  Phil- 
adelphia, Oct.  23-26,  1966.  Mr.  D.  Weiss, 
33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Nutrition.  Dr.  Robert 
A.  Peterman,  3 Craig  Court,  Totowa 
Borough,  N.  J.,  Sec. 

American  College  of  Obstetricians  and  Gyne- 
cologists, Chicago,  May  2-5,  1966.  Mr.  D. 
F.  Richardson,  79  W.  Monroe.  Chicago  3, 
Exec.  Sec. 

American  College  of  Physicians,  New  York 
City,  April  18-22,  1966.  Dr.  E.  C.  Rose- 
now,  Jr.,  4200  Pine,  Philadelphia  4,  Exec. 
Dir. 

American  College  of  Radiology,  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6,  Exec. 
Dir. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation,  San  Francisco,  Aug.  28- 
Sept.  2,  1966.  Mr.  Creston  C.  Herold,  30 

N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association, 
Homestead,  Hot  Springs,  Va. , April  14- 

19,  1966.  Dr.  Robert  R.  Kierland,  Mayo 
Clinic,  Rochester,  Minn.,  Sec. 

American  Gastroenterological  Association, 
Chicago,  May  26-28,  1966.  Dr.  David 
Cayer,  2240  Cloverdale  Ave.,  Winston- 
Salem,  N.  C.,  Sec. 

American  Gynecological  Society,  Hot 
Springs,  Va.,  June  2-4,  1966.  Dr.  C.  J. 
Lund,  260  Crittenden  Blvd.,  Rochester 

20,  N.  Y.,  Sec. 

American  Heart  Association,  New  York 
City,  Oct.  21-25,  1966.  Mr.  Rome  A.  Betts, 
44  E.  23rd,  New  York  10.  Exec.  Dir. 


American  Hospital  Association,  Chicago, 
Aug.  29-Sept.  1,  1966.  Dr.  Edwin  L.  Cros- 
by, 840  North  Lake  Shore  Dr.,  Chicago 
11,  Sec. 

American  Medical  Women’s  Association, 
Dr.  Mary  A.  Sears,  M.  D.  Anderson  Hos- 
pital, Houston,  Sec. 

American  Neurological  Association,  Wash- 
ington, D.  C.,  June  13-15,  1966.  Dr.  M. 
D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Cleveland, 
Ohio,  June  20-23,  1966.  Miss  Harrietts 
Gibson.  320  W.  Lafayette.  Detroit  48226, 
Adm.  Sec. 

American  Public  Health  Association,  Inc. 
Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Phil- 
adelphia, Oct.  1-5,  1966.  Mr.  J.  W.  Andes, 
515  Busse  Highway,  Park  Ridge,  111., 
Exec.  Sec. 

American  Society  of  Clinical  Pathologists. 
Miss  Eleanor  F.  Larson,  445  Lake  Shore 
Drive,  Chicago  11,  Mgr. 

American  Surgical  Association,  Boca  Raton, 
Fla.,  March  23-25,  1966.  Dr.  Harris  B. 
Shumacker,  Jr.,  1100  W.  Michigan,  In- 
dianapolis, Ind.,  Sec. 

American  Thoracic  Society,  San  Francisco, 
May  23-25,  1966.  F.  W.  Webster,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

Association  of  American  Physicians  and 
Surgeons,  Inc.  Mr.  H.  E.  Northam,  185 
N.  Wabash,  Chicago  1,  Exec.  Dir. 

Gastrointestinal  Research  Forum,  Chicago, 
May  26,  1966.  Dr.  George  A.  Hallenbeck. 
Mayo  Clinic,  Rochester,  Minn.,  Sec. 

Gastrointestinal  Research  Group,  Dr.  George 
A.  Hallenbeck,  Mayo  Clinic,  Rochester, 
Minn.,  Sec. 

International  College  of  Surgeons,  Houston, 
May  1-5,  1966.  Stanley  E.  Henwood,  1516 
Lake  Shore  Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico. 
Dr.  James  Nauman,  1603  N.  Tucson 
Blvd.,  Tucson,  Ariz.,  Sec. 

Radiological  Society  of  North  America.  Mr. 
M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln, 
Neb.,  Sec. 

South  Central  Association  of  Blood  Banks, 
San  Antonio,  March  17-19,  1966.  Miss 
Norma  M.  Bender,  3600  Florida  St.,  Baton 
Rouge,  La.,  Sec. 

Southern  Medical  Association,  Mr.  R.  F. 
Butts,  2601  Highland,  Birmingham  5, 
Ala.,  Exec.  Sec. 
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Southwestern  Medical  Association,  Dr.  Sol 
Heinemann,  1900  N.  Oregon  St.,  El  Paso, 
Sec. 

Southern  Psychiatric  Association,  Memphis, 
Tenn.,  Oct.,  1966.  Dr.  Mark  A.  Griffin, 
Jr.,  Appalachian  Hall,  Asheville,  N.  C., 
Sec. 

Southern  Surgical  Association.  Dr.  J.  D. 
Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga., 
Sec. 

South  Texas  District,  American  College  of 
Surgeons,  Dr.  August  Herff,  Jr.,  1526  Nix 
Professional  Bldg.,  San  Antonio,  Sec. 

Southwestern  Society  of  Nuclear  Medicine, 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn, 
Dallas,  Sec. 

Southwestern  Surgical  Congress,  Las  Vegas, 
Nev.,  April  18-21,  1966.  Dr.  R.  B.  How- 
ard, 301  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla.,  Sec. 

United  States-Mexico  Border  Public  Health 
Association,  Saltillo,  Coahuila,  Mexico, 
June  6-10,  1966.  Dr.  Jorge  Jimenez- 

Gandica,  601  U.  S.  Court  House,  El 
Paso,  Sec. 


State 

Texas  Academy  of  General  Practice,  Hous- 
ton, Sept.  12-14,  1966.  Mr.  D.  C.  Jackson, 
1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine.  Dr. 
Warren  W.  Moorman,  901  W.  Leuda, 
Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Austin,  April 
16-17,  1966.  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Sec. 

Texas  Association  for  Mental  Health,  Aus- 
tin. R.  W.  Shafer,  Jr.,  4004  N.  Lamar 
Blvd.,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and 
Gynecologists,  Austin,  March  12,  1966. 
Dr.  James  T.  Downs,  3707  Gaston  Ave- 
nue, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physi- 
cians, Austin,  April  14,  1966.  Dr.  Fran- 
cine  Jensen,  Houston,  Sec. 

Texas  Chapter,  American  Academy  of  Pedi- 
atrics. Austin,  April  15.  1966.  Dr.  G.  K. 
Womack,  Baptist  Memorial  Hospital.  San 
Antonio,  Sec. 

Texas  Chapter,  American  College  of  Chest 
Physicians,  Austin,  April  17,  1966.  Dr. 
Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Austin.  April 
14-17.  1966.  Dr.  A.  C.  Ressmann,  714 
Medical  Arts  Bldg.,  San  Antonio,  Sec. 

Texas  Diabetes  Association,  Austin,  April 
17,  1966.  Dr.  Leonard  R.  Robbins,  3618 
Yoakum,  Houston,  Sec. 

Texas  Division,  American  Cancer  Society, 
Mr.  C.  W.  Reimann,  6014  Bull  Creek 
Rd.,  Austin  3,  Exec.  Sec. 


Texas  Heart  Association,  Houston,  Sept.  16- 
18,  1966.  Mr.  E.  T.  Guy,  2480  Times  Blvd., 
Houston  5,  Exec.  Sec. 

Texas  Hospital  Association,  Dallas,  May  14- 
18,  1966.  O.  Ray  Hurst.  6226  U.  S.  High- 
way 290  E.,  Austin,  Exec.  Dir. 

Texas  Industrial  Medical  Association,  Aus- 
tin, April  14,  1966,  Dr.  James  K.  Stewart, 
P.  O.  Box  3311,  Beaumont.  Sec. 

Texas  Neuropsychiatric  Association,  Aus- 
tin, April  14-17,  1966.  Dr.  Jake  Peden, 
4646  Samuel  Blvd.,  Dallas,  Sec. 

Texas  Ophthalmological  Association,  Austin. 
April  14-16,  1966.  Dr.  J.  L.  Mims,  Jr., 
730  N.  Main,  San  Antonio,  Sec. 

Texas  Orthopaedic  Association,  Austin, 
April  16,  1966.  Dr.  Margaret  Watkins, 
3603  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Aus- 
tin, April  14-16,  1966.  Dr.  Norman 

Wright,  1422  Tyler,  Amarillo,  Sec. 


Texas  Pediatric  Society,  Fort  Worth,  Sept. 
29-Oct.  1,  1966.  Dr.  C.  E.  Gilmore,  811 
Bonham,  Paris,  Sec. 


Texas  Physical  Medicine  and  Rehabilitation 

Society,  Austin,  April  14,  1966.  Dr. 

Charles  Peterson,  1333  Moursund,  Hous- 
ton, Sec. 

Texas  Proctologic  Society,  Austin,  April  14, 
1966.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Corpus 
Christi,  Feb.  20-24,  1966.  J.  N.  Murphy, 
Jr.,  P,  O.  Box  6192,  Austin  31,  Sec, 


Texas  Rehabilitation  Association,  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association.  Dr.  Homer 

R.  Goehrs,  509  West  26th,  Austin,  Sec. 


Texas  Society  of  Anesthesiologists,  Austin, 
April  16-17,  1966.  Dr.  Fred  P.  Thomas, 
2342  Maroneal,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians, 

Austin,  April  14,  1966.  Dr.  Dan  Spivey, 
818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolar- 
yngology. Dr.  Jack  B.  Lee,  409  Camden 
St.,  San  Antonio,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Austin, 
April  14,  1966.  Dr.  John  Gannon,  1433 
Hermann  Prof.  Bldg.,  Houston,  Sec. 

Texas  Society  on  Aging,  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic 
Sciences,  Mrs.  Betty  J.  Anderson,  1012 
State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners. 

Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.. 
Fort  Worth,  Sec. 


Texas  State  Division,  International  College 
of  Surgeons,  Austin.  April  14,  1966.  Dr. 
D.  H.  Smith,  1501-A  N.  De  Leon,  Vic- 
toria, Sec. 

Texas  Surgical  Society,  Austin,  April  3-6, 
1966.  Dr.  W.  B.  King,  Jr..  2320  Colum- 
bus Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin 
April  14.  1966.  Dr.  J.  C.  Long,  805  W. 
8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  San  An- 
tonio, March  24-26,  1966.  Mrs.  Pauline 
K.  Matthis,  2406  Manor  Road,  Austin, 
Exec.  Dir. 


District 

First  District  Society,  El  Paso.  Feb.  6,  1966. 
Dr.  Mario  Palafox,  1220  N.  Stanton,  El 
Paso,  Sec. 

Third  District  Society,  Amarillo.  Oct.  29. 
1966.  Dr.  Louis  Devanney,  2209  W.  7th. 
Amarillo,  Sec. 

Seventh  District  Society,  Dr.  R.  Lucas,  602 
W.  13th,  Austin,  Sec. 

Eighth  District  Society,  Dr.  Weldon  G.  Kolb, 
421  S.  Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Humble,  March  17, 
1966.  Dr.  Bobby  Jones,  218  Main  Street. 
Houston,  Sec. 

Tenth  District  Society,  Dr.  I.  M.  Richman, 
3280  Fannin,  Beaumont,  Sec. 

Eleventh  District  Society,  Tyler,  Spring, 
1966.  Dr.  Lucy  Mathis,  107  Redland  Lane. 
Palestine,  Sec. 

Twelfth  District  Society,  Dr.  Walker  Lea. 
Scott  and  White  Clinic.  Temple,  Sec. 

Thirteenth  District  Society,  Fort  Worth, 
Spring,  1966.  Dr.  W.  H.  Neil,  1217  W. 
Cannon,  Fort  Worth,  Sec. 


Clinics 

Blackford  Memorial  Lectures,  Denison. 
Sept.,  1966,  Dr.  Fred  W.  Shelton,  600  N. 
Highland  Ave.,  Sherman,  Chm. 

Dallas  Southern  Clinical  Society  Conference, 
Dallas,  March  21-23,  1966.  Dr.  Oscar 
Marchman,  Jr..  1314  Medical  Arts  Bldg.. 
Dallas,  Dir. 

New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  7-10,  1966.  Dr.  Man- 
nie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference.  Miss 
Alma  F.  O’Donnell,  603  Medical  Arts 
Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South 
Texas,  Houston,  July  18-20,  1966.  Mrs. 
W.  H.  Dahme,  209  Jesse  H.  Jones  Library 
Bldg.,  Houston  26,  Exec.  Sec. 

Southwest  Regional  Cancer  Conference. 
Tony  W.  Halbert,  905  6th  Ave.,  Fort 
Worth,  See. 
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A 


Abbott,  J.  P.  452 

Able,  L.  W 22 


Aldrete,  J.  S. 

See;  ReMine,  W.  H. 


Alfrey,  C.  P.,  Jr. 

See:  Motzkin,  D. 

Allensworth,  D.  C.  462 

Anderson,  H.  W.,  Jr 81 

Arnett,  R.  K. 

See:  Beall,  J.  F. 

Ashworth,  C.  T. 

See;  Kilpatrick,  Z. 


B 


Baden.  W.  F. 

See:  Lindsey,  J.  H. 

Bain,  C.  R.  W 375 

Bashour,  F.  A. 

See:  Kilpatrick,  Z. ; Naftalis,  J. 

Baskin,  R.  H.  713 

Baxter,  C.  R. 

See:  Pollock,  H. 

Beall,  J.  F 31 

Beato,  V.  561 

Begley,  G.  F. 

See : Compere,  D.  E. 

Bell,  R.  G 118 


Bentliff,  P.  S. 

See:  Kelsey,  J.  R. 
Best,  E.  B. 

See:  White,  R.  R. 
Blocker,  T.  G.,  Jr. 
See:  Lynch,  J.  B. 


Blodi,  F.  C 538 

Blount,  R.  L.  534 

Bone,  Robert  D.  639 

Bonte,  F.  J 866,  910 

Bowen,  R.,  Jr.  894 

Breisford,  H.  G. 

See:  Lynch,  J.  B. 

Broders,  A.  C.,  Jr. 166 

Brown,  W.  G. 

See:  Glass,  H.  G. 

Bruce,  R.  G.  345 

Burleson,  B. 

See:  Gilliland,  J.  C. 

Bussey,  C.  D.  783 

C 

Campbell.  C.  D 702 

Capers,  T.  H. 

See:  Watson,  W.  L. 

Carabasi,  R.  J. 


See : Sommer,  A.  W. 
Carter,  G.  B. 

See:  Naftalis,  J. 
Casey,  T.  H. 

See:  Kelsey,  J.  R. 
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Casner,  S.  W.  411 

Chapman,  C.  B. 

See:  Kilpatrick,  Z.  ; Taha,  R.  A. 
Chapman,  D.  W. 

See:  Hallman,  G.  L. 

Christian,  J.  J. 

See:  Sommer,  A.  A. 


Claman,  L 49 

Cody,  C.  C.,  Ill 298 

Coe,  J.  E. 


See:  Overton,  M.  C.,  Ill 
Collins.  V.  P. 

See:  Bowen,  R.,  Jr. 

Compere,  D.  E.  28 

Cooley,  D.  A. 

See;  Hallman,  G.  L. 

Cooley,  R.  N. 

See:  Nichols,  M.  M. 

Copeland,  J.  B.  711 

Corgill,  D.  A. 

See:  Watson,  W.  L. 

Cosgrove,  F.  P. 

See:  Delgado,  J.  N. 


Cowley,  R.  G.  322 

Crabb,  M.  H 774 

Curry,  T.  S. 


See:  Bonte,  F.  J. ; Pollock,  H. 

D 

Daily,  R.  L 373 

Davidsohn,  I.  662 

Davis,  J.  T. 

See:  Bonte,  F.  J. 

Delgado,  J.  N.  155,  444,  706 

Delmer,  M.  W. 

See  : Beato,  V. ; Zegarra,  R.  F. 

Derrick,  J.  R 101 

Dobson,  H.  L. 

See:  Robbins,  L.  R. 

Doyle,  J.  L.  33 

Draper,  W.  L 550 

Dudgeon,  H.,  Jr.  375 

Dysart,  D.  N. 

See:  Gilliland,  J.  C. 

E 


Economos,  J.  P 781 

Ehni,  G 584,  746 

Eisenlohr,  J.  E.  188 

Ellenberg,  M. 


See : Robbins,  L.  R. 

Elmendorf,  E.  A. 

See:  Walton,  T.  T.,  Jr. 

Elmendorf,  H.  F.,  Jr. 

See:  Beato,  V.;  Rodriguez,  H.  ; 

Zegarra,  R.  F. 

Espino  Vela,  J,  473 


under  “Deaths”  following 


Page 


F 

Fallis,  B.  D. 

See:  Naftalis,  J. 

Fields,  W.  S 899 

Flume,  J.  B. 

See:  Pollock,  H. 

Foulk,  A.  R..  Jr. 

See:  Pratt,  J.  H. 

Freedberg,  A.  S. 

See:  Robbins,  L.  R. 


Frenkel,  E.  P. 

See:  Naftalis,  J. 

Friedewald,  V.  E.  130 

G 

Gallaher,  G.  L 336 

Gambino,  S.  R.  554 

Gandy,  J.  R.  201 

Gary,  F.  1 732 

George,  W.  K 48 

Gibbons,  H.  L.  667 

Gibbs,  C.  E 39 

Gilliland.  J.  C 753 

Glass,  H.  G 479 

Glass,  T.  G. 
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Texas  Division,  International  College 

of  Surgeons  516 

Texas  Division  of  Vocational 

Rehabilitation  573 

Texas  Industrial  Medical 

Association  437 


574 

348 

769 

679 

576 

568 

515 

6 

166 

482 

910 

746 

550 

451 

811 


910 

866 

894 

4 

453 

717 

130 

451 

193 

935 


Texas  Medical  Assistants 

Association  511 

(Ed.)  83 

Texas  Medical  Association 

Annual  Session  attendance  773 

Annual  Session,  98th 


(San  Antonio)  ...71,  152,  225,  241, 
357,  431,  438 


Annual  Session,  99th 

(Austin)  773,  844,  845 

Anson  Jones  A\vard  233,  845 

Auxiliary  149,  438,  636,  771,  928 

(Ed.)  89,  789 

Budget  151 

Centennial  administration  (Ed.)  . 377 

Committee  on  Athletics  439 

Constitution  153 


Copeland,  J.  B.,  elected  to  AMA 

Board  of  Trustees 568 

Executive  Board  150,  767 

Glen,  J.  K.,  Chairman  AMA 

Delegates  151 

Group  insurance  program  768 

House  of  Delegates  431 

January  Conference,  1965  144 

January  Conference,  1966 843,  927 

Program  925 

Jurisdiction,  society  members  ....  150 

Malpractice  survey  151 

Moreton,  R.  D.,  Interim  Secretary.  67 
Officers,  Councils,  and 

Committees,  1964-1965  219 

Officers,  Councils,  and 

Committees,  1965“1966  642 

Physicians  Benevolent 

Fund  (Ed.)  873 

President-elect,  Dr.  James  Murphy.  431 

Johnson,  M.  E.  9.  89,  169,  301 

President’s  Page — 

Wade,  D 377,  455,  531,  587. 

659,  717,  789,  873 


Past  presidents  512 

Public  Relations 

Conference,  1965  636,  697,  762 

Program  699 

Rouse,  M.  O.,  Speaker  of  AMA 

House  of  Delegates  568 

Smith,  J.  M.,  Jr.,  appointed  to 

Board  of  Trustees  568 

Texas  Ophthalmological  Association.  437 

Texas  Orthopaedic  Association 516 

Texas  Otolaryngological  Association.  437 


Texas  Physical  Medicine  and 


Rehabilitation  Society  437 

Texas  Protologic  Society  437 


Texas  Public  Health  Association ...  . 516 
Texas  Society  of  Athletic  Team 

Physicians  437 

Texas  Society  of  Ophthalmology 

and  Otolaryngology  516 

Texas  Society  of  Pathologists,  Inc.  637 
See  also : Laboratories,  lay-owned 
Texas  Society  of  Plastic  Surgeons  . . 516 
Texas  State  Board  of  Medical 

Examiners  365,  774 

Texas  State  Department  of  Health.  . 72 

Texas  Surgical  Society  932 

TEXPAC  (Ed.)  587 

Thallium  510 

Thrombosis  97 

Thymus  neoplasms  330 

Thyroid  disease  (CPC)  628 

Thyroiditis,  lymphomatous  479 

Tonometry  534 

Tracheal  injuries  (Ed.)  166 

Tracheo-esophageal  fistula 22 

Traffic  violence  (Ed.)  781 

Tranquilizers  784 

Tuberculosis — 510 

Gastrointestinal  830 
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Ulcer,  intestine  388 

Ultrasonics  823 

University  of  Texas — 

M.  D.  Anderson  Hospital  and 

Tumor  Institute  637 

Biomedical  Sciences  School 514 

Medical  Branch  73,  445 

Uremia  (CPC)  561 

Uterus,  puerperal  disorders  613 


V 


Vaccination — 

Cholera  73 

Influenza  511 

Ventricular  fibrillation  462 

Vietnam  775 

Viruses  (Ed.)  5,  657 


W 


Wade,  D.  427 

Weightlessness  720 

Workmen’s  Compensation  (Ed.)  ...  659 

Writing  for  colleagues  (Ed.)  713 
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®orbptt,  iHsmortal  l^napital 

AnJi  5I1|0  STorb^tt  Clinic 


306  Coleman  Street  iBarlin  Sexas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M,D,,  F,A,C,S, 

D,  R,  Swetland,  M.D,,  F,A,C,S, 
Howard  L,  Smith,  M,D,,  F,A,C,S, 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D,* 

W.  F.  McKinley.  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

Carlos  M.  Maruri,  M.D. 

EYE,  EAR.  NOSE  AND  THROAT 

E.  P.  Hutchings,  M.D.,  F.A.C.S. 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt.  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 


UROLOGY 

Howard  0.  Smith.  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S, 

NEUROPSYCHIATRY 

John  Talley,  M.D.,  F.A.C.P. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris.  Jr. 

Superintendent  of  Nurses : 

Ruby  Lowrance,  R.N. 


E.  P.  Hutchings,  M.D.,  F.A.C.S.,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  which  opened  January,  1963.  The  original  hospital  was  founded  by  Dr.  J.  W. 
Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 

*Expired  5-27-62. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 

*Geo.  M.  Underwood.  M.D.,  F.A.C.P..  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
*Wm.  H.  Potts,  B.A.,  M.D.,  F.A.C.P.,  Internal  Medicine 
Sydney  S Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

L.  E.  Darrough,  M.D.,  D.A.B.O.,  Otolaryngology  & Bron- 
choscopy 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 

Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate  Ameri- 
can Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics, 

Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Russ  B.  Graham,  M.D.,  F.A.C.S.,  D.A.B.O.S., 

Orthopedic  Surgery 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D..  Internal  Medicine 


Telephone  TA  3-4151 

John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D,,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 
Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics,  Diplomate 
American  Board  Pediatrics 

Livius  L.  Lankford,  M.D.,  D.A.B.O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D..  Pediatrics,  Diplomate 
American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B. U..  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O,,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
John  L.  Bost,  D.D.S,,  General  Dentistry 
Terry  D.  Allen,  M.D.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
Miss  Billye  J.  Norris,  R.N.,  Superintendent  of  Nurses 
T.  K.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager 
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epilepsy  may  iimii 
opportunity... 


Dilantin 

(diptienylhydantoin) 

PARKE-DAVIS 

extends  horizons 

This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli.- 
hood...to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent; 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.and0.03  Gm. 

*Roseman,  E.:  Neurology  11:912,  1961.  33664 
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THE  scon  and  WHITE  CONFERENCE 
IN  MEDICINE  and  SURGERY 

THIRTEENTH  ANNUAL  MEETING:  FEBRUARY  21,  22,  23,  1965 

GUEST  SPEAKERS 

Malcolm  B.  Dockerty,  M.  D.,  Head  of  Section,  Surgical  Pathology 
Mayo  Clinic,  Rochester,  Minnesota 
Andre'  J.  Bruwer,  M.  D.,  Radiologist 
Tucson  Medical  Center,  Tucson,  Arizona 
BANQUET  SPEAKER 

Honorable  Waggoner  Carr,  Attorney  General  of  Texas 

A PRACTICAL  MEETING 
FOR  THE  PRACTICING  PHYSICIAN 


For  Further  Information  Write: 

H.  H.  Brindley,  M.  D.,  Conference  Chairman 
SCOTT  AND  WHITE  CLINIC 
Temple,  Texas 
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LABORATORIES  AND  MALPRACTICE 


ACUTE  NURSING  SHORTAGE 


CARDIOVASCULAR  TREATMENT 


PROGRAM:  MEDICAL  SERVICE  CONFERENCE 


PRESCRIBING  NARCOTICS 


Texas  Medical.  Association 
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THE  SCOTT  and  WHITE  CONFERENCE 
IN  MEDICINE  and  SURGERY 

14th  ANNUAL  MEETING:  FEBRUARY  20,  21,  22,  1966 

GUEST  SPEAKERS 

Donald  R.  Nichols,  M.D.,  Professor  of  Internal  Medicine,  Mayo  Graduate  School  of 
Medicine,  University  of  Minnesota;  Head  of  Department  of  Infectious  Diseases, 
Mayo  Clinic,  Rochester,  Minnesota. 

Keith  P.  Russell,  M.D.,  F.A.C.O.G.,  Clinical  Professor  of  Obstetrics  and  Gynecology, 
University  of  Southern  California  School  of  Medicine,  Los  Angeles,  California. 

Dick  West,  Editorial  Editor,  The  Dallas  Morning  News,  Dallas,  Texas. 

For  further  information,  write: 

Wayne  F.  Baden,  M.D.,  Post-Graduate  Conference  Chairman, 

Scott  and  White  Clinic,  Temple,  Texas. 
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